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The Crab and Its Progeny

Sometimes we tend to think of cancer as an

essentially modern disease, a notion which stems

from several sources. One is the increasing num-

ber of people living in the older age groups which

contain the “cancer years.” Another is the job of

cancer education done by various agencies, re-

sulting in better diagnosis on the part of the med-

ical profession and more awareness on the part

of the public. Public attitudes have changed, too.

Until relatively recently cancer was considered

disgraceful, and as it was fashionable to die of

tuberculosis, I have to wonder how many “phthis-

ics” were actually lung cancer victims.

Cancer has been around for as long as there

are medical records. It is mentioned prominently

in the Papyrus Ebers (1500 B.C.), the most

famous and complete of the Egyptian medical

writings, and in the oldest remnants of Indian

and Persian literature. The word “cancer” was

applied to hard malignant sores by early Roman
physicians because the red streaks around the

tumors resembled the legs of a little crab enthusi-

astically hunted by Roman sportsmen.

The discouraging thing is that after nearly four

millenia of recorded history of dealing with the

disease that except for refinement of technique

we are really little better off in our relation to it

than were those early “ignorant” people. A lot of

ground was lost by slavish adherence to Galen’s

tenet that cancer developed from concentration of

black bile (A.D. 131-203) and later in the dark

ages (the 13th through the 15th centuries) when

surgery was proscribed by the church. But Hippo-

crates (460-375 B.C.) recorded a large body of

knowledge from earlier times about cancer of the

breast, uterus, skin, and internal organs, and dis-

tinguished between indolent ulcers (carcinos) and

An Editorial

JOHN B. THOMISON, M.D.

progressive malignant tumors {carcinoma). He
cured a carcinoma of the neck by burning it out.

Celcus (30 B.C. to A.D. 38) excised breast

cancer, but advised against removing the pectoral

muscles; Leonides of Alexandria, though, broke

with this conservative approach and, with tech-

niques quite similar to those in use today, cut

through healthy tissues with knife and cautery in

removing breast cancers.

Roswell Park commented that if someone

would give him 15,000 dollars he would solve the

problem of cancer in 10 years. Some 75 years

and unnumbered billions of dollars later, when, as

some wag remarked, “more people are living off

cancer than are dying of it,” we seem to be no

closer to a solution than was Hippocrates.

Though the real solution will come only when

the cause (or more likely causes) of cancer is

found, there are some bright spots, and some of

these may be found in the following four papers

which with two to be published in February

comprise most of a symposium entitled “Current

Concepts in the Diagnosis and Treatment of Can-

cer,” held at the 82nd Annual Meeting of the

Upper Cumberland Medical Society in Red Boil-

ing Springs last June. Early detection and more

accurate diagnostic methods are making their

mark, though slowly.

It is unfortunate that just when a dent is being

made in the mortality rate from breast cancer, due

largely to early diagnosis of small lesions, some

unfortunate and rather irresponsible information,

based largely on irrelevant and out-dated data,

has to a considerable extent counteracted one of

the principle modalities responsible for that de-

crease. After (or really at about the time) we
addressed the problem of the safety of mammog-

JANUARY, 1977 9



raphy in our September issue, the American Can-

cer Society and the National Cancer Institute

backed off their stand and instructed the NCI-

ACS screening clinics to cease screening patients

under 50 years of age. The American College of

Radiology stuck to its guns, though, and the “Up-

date on Mammography,” by Burton Silbert, M.D.,

(a bonus, not a part of the symposium) accurate-

ly reflects their stand. It is also, incidentally, the

privately expressed opinion of most knowledgable

people in both the ACS and the NCI.

It is no news that man is often his own worst

enemy. If we are going to get ahead of Hippo-

crates, we’ll have to shape up.

=!: =1:

A DOCTOR’S PRAYER

O Divine Physician of souls and of bodies, Jesus our Redeemer, during Thy life on

earth Thou didst cherish a special affection for those who were ill and didst heal them

by a touch of Thy Almighty Hand. We who have been called to the arduous profession

of healing adore Thee and recognize in Thee our Supreme Model and Support.

May our minds and our hearts and our hands be always guided by Thee, so that we

may deserve the praise and the honor ascribed by the Holy Spirit to our calling.

Increase in us an awareness that in the protection and development of human beings we

are in some sense co-workers with Thee and instruments of Thy mercy.

Enlighten our minds in the hazardous struggle against the countless infirmities of the

body, to the end that, rightly availing ourselves of the progress of scientific knowledge, we
may not remain ignorant of the causes of disease nor be misled by its symptoms, but

rather, with sure judgment, may be able to prescribe the remedies established by Thy
Providence.

Enlarge our hearts with Thy love, that we may behold Thee in the person of the sick,

especially of those most abandoned, and may correspond with unwavering solicitude to the

confidence reposed in us.

Grant that we may follow Thy example and show ourselves fatherly in compassion,

sincere in giving advice, skillful in healing, averse to deception, and gentle in preparing

our patients for the mystery of suffering and death. Above all make us resolute in de-

fending Thy holy laws that safeguard the sacredness of life against the attacks of selfishness

and perverted instincts.

As physicians who glory in Thy name, we promise that our activity will constantly move
forward in the observance of the moral order and under the direction of its precepts.

Grant us finally, that we ourselves, through the Christian conduct of our own lives and

the upright exercise of our profession may deserve one day to hear from Thy lips the bliss-

ful commendation promised to those who visit Thee in the person of our infirm brethren:

“Come, blessed of my Eather, take possession of the kingdom prepared for you.” (Matthew

25, 34). Amen.
—Pope Pius XII

10 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Current Concepts in the Diagnosis

And Treatment of Cancer
A Symposium

Recent Developments in the

Diagnosis of Lymphoid Neoplasms
ROBERT D. COLLINS, M.D.

Changes in our terminology and conceptual

approach to lymphoid neoplasms are being forced

by recently acquired information in the field of

immunology, with several pieces of information

having particular relevance. Firstly, subpopula-

tions of lymphocytes have been recognized, and

techniques for identifying these normal subpopu-

lations have been applied to lymphoid neoplasms,

with enhanced specificity of diagnosis. Some lym-

phocytes have been shown to change cytologically

from small cells with dense nuclear chromatin

(“mature” lymphocytes) to very large cells ca-

pable of division and having dispersed chromatin,

prominent nucleoli, and abundant cytoplasm.

These large cells with the morphological features

of blasts have not been recognized previously as

lymphoid in type. Elastic transformation of lym-

phocytes has been observed in vitro, and presum-

ably occurs in normal and neoplastic circum-

stances in vivo.

Lymphoid subpopulations include marrow-based

precursor cells, B lymphocytes responsible for

immunoglobulin production, and T lymphocytes

responsible for cell mediated immunity. This is an

oversimplification of the categorization of lym-

phoid populations, as they apparently are a very

complex group of interacting cells. B lymphocyte

populations may be recognized by the presence of

surface or intracellular immunoglobulins, and T
cells are identified by their adherence in vitro to

sheep erythroc3^tes.

These techniques for lymphocyte identification

are now performed at Vanderbilt University on all

From the Department of Pathology, Vanderbilt Uni-

versity, School of Medicine.

From a presentation at the 82nd Annual Meeting of

the Upper Cumberland Medical Society, Red Boiling

Springs, June 16, 1976.

lymphoid neoplasms. It is essential that a protocol

for handling tissue is established in each labora-

tory, and that specimens are obtained appropri-

ately by the surgeon and internists. Our protocol

has been published.^ In short, fresh specimens

(lymph node, spleen, marrow filtrate, blood, body

fluids) are routinely prepared for histopathology,

histochemistry, immunological studies, and elec-

tron microscopy. Histopathology is used to estab-

lish the general category of lymphoid neoplasm

and remains the basis of diagnosis. The neo-

plastic cells may then be more precisely identified

by special studies (immunological markers, histo-

chemistry, electron microscopy) in which struc-

tural and functional features of normal neoplastic

cells are compared. Since most neoplasms are

mixtures of neoplastic and reactive cells, it is

essential that markers (histochemical, immuno-
logical, ultrastructural) be recognized in relation-

ship to the cell identified as neoplastic by tissue

sections or smears.

We have had three years of experience with this

system, and, in association with Dr. Lukes at Uni-

versity of Southern California in Los Angeles,

have studied approximately 400 cases. These

studies are still preliminary, but certain con-

clusions seem justified:

(1) Most lymphoid neoplasms may be cate-

gorized as to B or T characteristics using

combined methodology.

(2) B cell neoplasms are far more common
than T cell neoplasms, and include such

diverse clinical-pathological entities as

chronic lymphocytic leukemia, multiple

myeloma, and a variety of lymphomas

arising from follicular centers.

(3) T cell neoplasms, although uncommon, in-

clude important entities such as T cell

JANUARY, 1977 11
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acute lymphocytic leukemia, thymic lym-

phoma, mycosis fungoides, and various T
cell neoplasms arising from the T zone of

lymph nodes.

(4) A major group of malignant lymphomas

is now recognized as arising in follicular

centers of lymph nodes, a B zone area

involved in plasma cell production. Fol-

licular center cell (FCC) neoplasms in-

clude various lymphomas which have been

called poorly differentiated lymphocytic

lymphoma, histiocytic lymphoma (reticu-

lum cell sarcoma), and mixed lympho-

cytic-histiocytic lymphomas. In contrast

to Rappaport’s position in the fascicle on

hematopoietic tumors,- we now know that

production of neoplastic follicular nodules

is a specific histopathological marker of

FCC neoplasms. FCC neoplasms often

change from nodular to diffuse in growth

pattern, or may have a diffuse growth pat-

tern when first studied.

(5) Large cell neoplasms, called in most labo-

ratories histiocytic lymphoma or rectic-

ulum cell sarcoma, are usually neoplasms

of transformed lympocytes, and are most

often B cell neoplasms.

(6) True histiocytic neoplasms are very rare.

(7) Virtually every “entity” on study with

combined methodology has been shown to

be heterogeneous. For example, acute

lymphocytic leukemia comprises at least

three patient groups, chronic lymphocytic

leukemia is heterogeneous, large cell

lymphomas (histiocytic lymphoma) in-

clude a variety of neoplasms with both B
and T characteristics, and “poorly differ-

entiated” lymphocytic lymphoma includes

both B and T cell neoplasms with varying

presentation, prognosis, and response to

treatment.

Many of these observations about lymphoid

neoplasms have been incorporated into a classifi-

cation scheme by Lukes and myself (Table I).

The basic purpose of this system is to establish

immunological relevance for lymphoid neoplasms

by relating the neoplasm to the presumed cell of

origin. Such a system is flexible in that it allows

incorporation of newly recognized entities, and

more importantly it promotes interchange of in-

formation gained by studying normal, deficient, or

12

Table 1

Malignant Neoplasms of the Lymphoid System, in

Relationship to the Presumed Cell of Origin

(Modified from Lukes and Collins3>4)

Stem or U (Undefined) Cell Neoplasms

Acute Lymphocytic Leukemias

T Cell Neoplasms

T Cell Acute Lymphocytic Leukemia
T Cell Chronic Lymphocytic Leukemia
Thymic Lymphoma (Convoluted Lymphocytic Lymphoma)
Node Based T Cell Lymphoma (Immunoblastic Sarcomas

of T Cells)

Mycosis Fungoides and Sezary Syndrome

B Cell Neoplasms

B Cell Acute Lymphocytic Leukemia
B Cell Chronic Lymphocytic Leukemia

Follicular Center Cell Lymphomas Including Burkitt’s

Lymphoma
B Cell Neoplasms with Plasmacytic Differentiation (Wal-

denstrom’s Macroglobulinemia, Multiple Myeloma)

Immunoblastic Sarcomas of B Cells

Neoplasms with Cell of Origin Uncertain

Leukemic Reticulonedotheliosis

Hodgkin’s Disease

neoplastic cells. This system also follows the gen-

eral approach for categorization of non-lymphoid

neoplasms; that is, categorization by cell of origin.

The clinical significance of this new classifica-

tion and the above observations is as yet unclear.

Nevertheless, it seems we have underestimated

the complexity of lymphoid neoplasms, and en-

tities recently recognized have important thera-

peutic and prognostic differences from other

members of the group in which they were includ-

ed in the past. Because of the application of com-

bined methodology at Vanderbilt, our handling of

suspected neoplasms is now more appropriate to

the therapeutic events following diagnosis. Specific

histopathological, immunological, histochemical,

and ultrastructural criteria have already been

elaborated for most neoplasms^ and our capaci-

ties for precision are much greater, particularly in

the area of acute leukemia, small B cell neoplasms

such as CLL and its variants, and the non-

Hodgkin’s lymphomas.

It seems clear that routine application of com-

bined methodology is essential for precise diag-

nosis, and therefore is required for refinement of

therapeutic protocols and more effective com-

munication between referral centers. The implica-

tion for the pathologist and physician responsible

for initial care of patients is that referral centers

will be developed not only for therapy of certain

neoplasms, but also for diagnosis. Resampling

may be necessary to obtain fresh tissues for study,

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



or else techniques must be developed to allow

preservation of some samples for purposes other

than histopathology.

Summary

We are experiencing an information explosion

in immunology with its attendant changes in con-

cepts, terminology and methodology. Terms such

as well differentiated or mature lymphocyte, poor-

ly differentiated lympocyte, histiocytic lymphoma

and mixed lymphocytic-histiocytic lymphoma are

now known to be inaccurate. In addition, we have

learned that a variety of neoplasms with both

nodular and diffuse growth characteristics arise

from follicular centers and that the production

of follicular nodules is a specific histopathological

marker for FCC neoplasms. Relatively specific

histopathological, immunological, histochemical,

and ultrastructural criteria are being established

for many lympoid neoplasms, and consequently

one may anticipate far greater accuracy in the

categorization of these neoplasms in the future.

It seems likely that referral centers will have to

undertake the sophisticated dignostic procedures

required in some of these diseases as well as serve

as centers for therapy.
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Recent Developments in the Treatment of

Hemopoietic and Lymphoid Neoplasms
JOHN M. FLEXNER, M.D.

In this discussion we will cover the therapeutic

aspects of some of the diseases discussed in Dr.

Collins’ paper. It is obvious we will not cover

the group entirely. I will give you the good news,

the bad news, and then the not so bad news! The

hemopoietic and lymphoid neoplasms that are the

potentially curable will be discussed first. This is

the good news.

Acute Lymphoblastic Leukemia

This is the acute leukemia of childhood. From
30 to 50 per cent of these children are potentially

“curable”—that is, they should be alive and symp-

tom free in 5 years. The name acute leukemia

here is a misnomer.

One may ask why we have had such success

with this malignancy. First and foremost, this dis-

ease is very sensitive to present day chemother-

From the Department of Medicine, Vanderbilt Uni-

versity Medical School, Nashville, Tenn. 32732.

apy. Combinations of drugs which were only

partially effective when used .alone produce remis-

sions. It was in acute lymphoblastic leukemia,

especially in the treatment of the so-called sanc-

tuary areas where conventional therapy was

ineffective—the central nervous system (conven-

tional chemotherapeutic agents do not usually

cross the blood barrier), the liver, kidneys, and

the gonads—that the use of such combinations,

so all important today in the treatment of many
types of cancers, was first tried. In these “sanc-

tuary” areas tumor cells or leukemia cells may
escape conventional treatment even with combina-

tions of drugs. It was this break-through at St.

Jude’s in treating the central nervous system that

primarily accounted for the better results in acute

lymphoblasic leukemia.

After continuous maintenance, combined with

immunosuppressive therapy, (IVi to 3 years),

these children often succumbed to superimposed

infections with opportunistic organisms, although

JANUARY, 1977 13
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they were in hematologic remission. At post

mortem they were found to be completely free of

leukemia. It was found that discontinuing mainte-

nance therapy somewhere after IVi to 3 years

prevented their untimely death from infection. It

was further postulated that when the total number

of leukemic cells was reduced to somewhere

around 10“ cells the body itself could contain and

possibly further eradicate the tumor.

The above results came about by a series of

empirical trials using a number of protocols. In

these protocols it was ascertained that 2400 rads

given in IVi weeks seems to be an adequate

dosage of prophylactic cranial irradiation when
accompanied by 5 courses of intrathecal metho-

trexate. It was only through this type of trial and

error that we realized how much it would take to

eradicate the leukemia that was in the central

nervous system. The same has been true for the

various remission induction regimens and for

maintenance therapy. These trials were started at

St. Jude’s and other such centers in the 1960’s

and continued until we found protocols that were

effective.

In reviewing these protocols in children or

adults who have acute lymphoblastic leukemia,

the first stage is remission induction, which takes

4 to 6 weeks and presently uses 3 drugs—Predni-

sone, Vincristine, and Daunomycin for the most

part. Following this, we do CNS prophylaxis

(radiation with 2400 rads and intrathecal Metho-

trexate). Patients are then placed on continuous

maintenance chemotherapy. We have discovered

that the I.V. route is preferable for maintenance,

and we are giving weekly intravenous Methotrex-

ate with 6-Mercaptopurine by mouth daily. There

is reinduction every 10 to 12 weeks, and this is

continued for 2 to 3 years, followed by cessation

of all therapy. Using these techniques, we have

arrived at roughly a 30 to 50 per cent “cure”

rate. The relapse rate for untreated central ner-

vous system leukemia was calculated to be around

40 per cent prior to this therapy. It did little good

to put these patients in hematologic remission only

to have central nervous system relapse.

Hodgkin’s Disease

I think without any question it was the advent

of supervoltage irradiation using cobalt and/or

the linear accelerators that made the initial inroad

into this disease process. Of equal importance was
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the discovery that in approximately 85 per cent

of cases Hodgkin’s disease spreads from one lym-

phatic region to the next contiguous region with

only a few skip areas. Therefore, we treat not

only involved areas with supervoltage irradiation,

but the adjacent area where the disease would

likely spread.

The advances in pathology, with the description

of four distinctive pathological types, each with

its unique clinical features, from the more benign

to more malignant types, have altered therapy

appreciably, therapy being more aggressive in the

more malignant classifications. As in acute leu-

kemia, the finding that drug combinations, espe-

cially the so-called MOPP protocol (Nitrogen

Mustard, Vincristine, Procarbozine, and Predni-

sone) was more effective than any of the drugs

alone, was unexpected, and may well be the most

effective treatment of this disease.

Staging with staging laparotomy to accurately

define the extent of the disease, evaluating the

spleen, liver, and retroperitoneal and abdominal

lymph nodes was found to change the original

clinical impression as to the extent of the disease

in some 40 per cent of cases. Dr. Henry Kaplan

points out that in 1940 the 5 year survival in

Hodgkin’s disease was somewhere around 5 to

10 per cent. With the advent of the orthovoltage

irradiation, Vera Peters was able to push this to

36 per cent, and finally with the supervoltage

techniques we are up to 70 per cent or greater.

The classical way one treats the disease above the

diaphram is called the mantle, from a “bishop’s

mantle.” The cervical, axillary mediastinal, and

hilar nodes are treated in this one field. Other

areas such as the periaortic and the iliac nodes

are treated in a so-called inverted Y field. To-

gether they comprise total nodal irradiation. This

technique treats all the areas that are classically

involved by Hodgkin’s disease.

Returning to staging and the 4 district patho-

logic types, the more disseminated the disease the

poorer the prognosis. Also, if one examines the

pathologic types going from lymphocyte predomi-

nant to lymphocyte depleted we move from a

more benign to a more malignant disorder. No-

dular sclerosis and lymphocyte predominant are

usually localized and occur in the younger age

groups. They are thus more receptive to radiation

therapy. On the other hand, mixed cellularity and

lymphocyte depleted Hodgkin’s are more dissemi-

nated, found in older age groups, and usually

require MOPP combination chemotherapy. It is
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here that staging laparotomy is so important. As

previously mentioned, approximately 40 per cent

of cases are staged either up or down according

to the results of this procedure. This in turn

dramatically alters the therapeutic decisions. The

overall results have been most promising, with 5

year survival well over the 70 per cent, including

all stages of involvement and all pathologic

varieties.

Acute Non Lymphoid Leukemia (Acute

Granulocytic, Monocytic or Myelomonocytic
Leukemia).

This is the bad news. The reasons we’ve failed

here, unlike the acute leukemia of childhood, is

the relative insensitivity of this cancer to con-

temporary therapeutic agents given singly or in

combination. When chemotherapy is given, re-

mission so often achieved in childhood leukemia

is uncommon. When remissions are obtained, they

tend to be short-lived, usually lasting only a num-
ber of weeks. We have not dscovered newer

agents to which leukemia is sensitive. To pro-

duce a remission in this disorder, one literally

has to wipe out the marrow, leading to severe

marrow hypoplasia. This results in pancytopenia.

The white cells are gone, red cells are affected

leading to profound anemia; the platelets are few

and bleeding problems ensue. Isolation techniques

may be utilized—the so-called “life islands”

—

but they are costly and of questionable overall

therapeutic value. Contemporary management of

this hypoplastic phase of therapy is not universally

available; however, supportive treatment with

platlets and white cells (when available) are as-

sumed to be helpful. Even with the most aggres-

sive protocols using combinations of six and
seven drugs, the median survival of this leukemia

is still only slightly longer than a year. Even with

virtually every combination of drugs used in the

classical induction, consolidation, and mantenance
technique, survival has been little affected.

Transformed Cell Lymphoma (Reticulum

Cell Sarcoma, Histiocytic Lymphoma)
We have been surprised that simple combina-

tion chemotherapy has produced some prolonged

remissions in this disorder. The clinical presenta-

tion with wide-spread involvement outside the

lymphoid system bodes ill. Surprisingly and un-

expectedly, roughly 30 to 40 per cent of these

patients were alive and disease-free 5 years after

conventional combination therapy. Even 5 or 6

years ago when we were treating these people

with routine combinations like MOPP and vari-

ations on the MOPP theme (COPP), we found

that one third of such patients survived. When
transformed cell lymphoma involves bone alone

it likewise may run a benign course. The ques-

tion that arises is—is this the same disease?

In spite of contemporary therapy, the majority

of patients with transformed cell lymphoma still

die within two years.

When this disease evolves from the cleaved

follicle center cell—that is, when there is trans-

formation from what we used to call lympho-

sarcoma to reticulum cell sarcoma—the course is

again very short lived. This is not unlike the

blastic transformation one sees in chronic gran-

ulocytic leukemia. Regarding those patients who
are “cured,” one must again ask whether this is

the same disease. Is this merely a variation of

Hodgkin’s disease? These cases certainly act more

like Hodgkin’s than the usual transformed cell

disease. It remains for us to study these cases

and be able to predict which ones are salvageable.

These cases we can continue to treat in the con-

ventional manner. The others will require more

aggressive treatment.

Thymic Lymphomas

It has been only within the last two to three

years that we have learned to recognize this

disorder. These patients may present without a

thymic mass and are often misdiagnosed as acute

lymphoblastic leukemia. If one treats patients

with thymic lymphoma like patients with acute

lymphoblastic leukemia, with conventional chemo-

therapy, they rapidly become treatment failures.

They must be treated more aggressively. We pres-

ently use the most aggressive protocol we have

for acute lymphoblastic leukemia. The thymic

mass is also often confused with a follicle center

cell lymphoma or Hodgkin’s disease, especially

nodular sclerosis. The thymic tumor tends to be

very radiosensitive and disappears rapidly after

relatively low doses of irradiation, and one is

lulled into a false sense of security. Next the

marrow is involved, and these patients are dead

in only a few months.

The last category is the hemopoietic and

lymphoid neoplasms which are easily manageable,

but incurable. This includes chronic lymphocytic

leukemia, chronic granulocytic leukemia, hairy

cell leukemia, acute promyelocytic leukemia,

cleaved cell lymphoma, and myeloma.
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Multiple Myeloma

We now know that these malignant plasma

cells are synthesizing immunoglobulins at a con-

stant and predictable rate. There is a straight

line relationship between the amount of serum

immunoglobulin and the total size of the plasma

cell tumor. One can calculate the amount (grams

per cent ) of IgG or IgA in the serum and pre-

dict the overall weight of tumor tissue. Myeloma
cells, at the time of clinical presentation, have a

very slow doubling time—about 6 months. This

means myeloma is a very slow growing tumor.

The myeloma cells have a prolonged resting

phase, and thus do not respond well to treat-

ment. However, as one starts to treat more
aggressively, the doubling time shortens ap-

preciably, and therapy becomes more effective.

We can now measure the efficacy of our therapy

by the amount of serum immunoglobulin present

during treatment, and it is possible to stage mye-
loma according to the presence of anemia, x-ray

findings in bone, the amount of immunoglobulin

and Bence Jones protein produced, and overall

renal function.

By determining the exact stage we can tailor

our therapy to be more aggressive or benign,

depending on the exact stage of involvement. In

myeloma, radiation therapy is ablative to focal

lytic bone lesions. This was not realized hereto-

fore, and these lesions progressed to pathologic

fractures. Myeloma patients with such a facture

become bedridden, with the added problems of

infection, hypercalcemia, uremia, etc. This can

be prevented with prophylactic irradiation. Newer
combination chemotherapy may be more effective

than previously used single drugs such as Phenyl

Alanine Mustard (Alkeran) Cyclophosphamide

(Cytoxan) or Chlorambucil (Leukoran). In cases

of hyperviscosity, plasmapheresis may produce

temporary relief. Though plasmapheresis is a

great deal of trouble, patients presenting with cen-

tral nervous system, renal, or eye problems due

to hyperviscosity may be rapidly relieved of their

symptoms in a very dramatic fashion.

Cleaved Cell Follicle Center

Cell Lymphomas
These lesions we have heretofore called

lymphosarcomas. This tumor is very radiosensi-

tive, yet because of its wide distribution, it is

difficult to eradicate. Total body radiation was
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considered to be potentially curative, but recent

studies assessing the role of total body irradi-

ation are disappointing. For local involvement,

radiation therapy alone may be curative. If one

has Stage I disease—that is, only one lymphatic

area involved, local radiation should be used.

Unfortunately, this rarely occurs. Single chemo-

therapeutic agents, especially alkylating agents,

seem to work as effectively as combinations of

drugs. There appears to be little advantage in

using such combinations in this disorder. Cases

that are not treated because they are asympto-

matic and have disease confined to the lymphatic

regions alone seem to survive as long as those

treated with single or combination chemotherapy.

Many times these patients behave like chronic

lymphocytic leukemia and will live for a number
of years untreated.

The average survival in this group is some-

where between four and six years. Quite a few

patients have survived this long on virtually no

treatment at all. They may have diffuse adenopa-

thy, and some may have bone marrow involve-

ment, yet untreated they may survive for extended

periods of time.

It is hard to evaluate chemotherapy with this

background. Many times this disease presents

initially outside the lymphoid system. This is a

bad prognostic sign, especially if visceral involve-

ment is found.

An exception may be local involvement of the

stomach, which may be potentially curable with

surgery, radiation and/or chemotherapy. Charac-

teristically this disorder changes from a nodular

to a more diffuse involvement of lymph nodes

and from the cleaved to a transformed cell in

time. When this happens, conventional treatment

is not very effective.

Summary
Major technological and conceptual develop-

ments have changed our classification of neo-

plasms of the macrophage, hematopoietic, and

lymphoid systems. Analysis of treatment of pa-

tients with these neoplasms has become more

complex and generally more aggressive. Dramatic

changes have occurred in the prognosis and

quality of life of such patients, especially those

with Hodgkin’s disease, acute lymphoblastic leu-

kemia, and some of the non-Hodgkin’s lym-

phomas. It is anticipated the other neoplasms may
also respond to combination drug chemotherapy

now being developed.
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Current Concepts of

^^Minimal Breast CanceC^

Before the development of effective therapy

for breast cancer, there was no need to divide

the disease into categories. In the nineteenth

century, once a woman was identified as having

breast cancer, she was going to die of that disease.

Such women usually presented with large masses

in the breast and often had metastatic disease

at the time of diagnosis. With the acceptance

of the radical mastectomy came the realization

that preoperative determination of metastasis be-

yond the axilla was necessary. When lung me-

tastases were present, the mastectomy was not

performed and prognosis was demonstrably poor.

TTiis clinical staging determined therapy and prog-

nosis. Sub-categorization of breast cancer into

different types is useful only if the different cate-

gories have therapeutic and/or prognostic impli-

cations. The development of 1) sensitive screen-

ing methods for asymptomatic breast carcinoma

and 2) the realization that therapy other than

the standard radical mastectomy might be ac-

ceptable for breast lesions with little tendency to

metastasize has produced a need for more pre-

cise categorization of breast carcinomas and their

progenitor lesions into groups with prognostic

relevance.

Gallager and associates^ have included under

the conceptual designation “minimal breast can-

cer” the diagnostic terms of: lobular carcinoma

in situ, intraductal carcinoma, and lobular or

ductal invasive carcinoma forming a mass no

greater than 0.5 cm. in diameter. I do not be-

lieve that the term “minimal breast cancer”

should be strictly defined at present. We should

be committed to determining precise anatomic

definitions of this group of lesions including an

understanding of the natural history of each

lesion. Quoting from the paper of Gallager and

Martin:^

“Hyperplasia of ductal and lobular epithelium is re-

garded as the initial phase in the process which

eventuates in carcinoma. Since hyperplasia has other

possible outcomes, it has been referred to as a non-

obligate form of preneoplasia. Neoplastic transforma-

From the Divisions of Surgical Pathology and Cy-

topathology, Vanderbilt University Hospital Depart-

ment of Pathology.

DAVID L. PAGE, M.D.

tion obviously occurs within epithelium prior to in-

vasion, but the morphological criteria for the def-

inition of this transition point remain imprecisely

defined. Minimal breast cancer, therefore, represents

a stage in this continuum at which the epithelium is

fully committed to neoplastic development but at

which invasion either has not occurred or is little

more than microscopic in extent. The situation is

precisely analogous to the early phases of carcinoma

of the cervix, where carcinoma in situ and micro-

invasive carcinoma are well-recognized entities.”

Other terms related to “minimal breast cancer”

which carry different connotations and have been

in use longer are “early carcinoma of the breast”

and “occult carcinoma of the breast.” Neither of

these terms carries precisely the same implications

as “minimal breast cancer” and this was, of

course, the reason for introducing the new term.

Currently, “early carcinoma of the breast” is used

to indicate any malignant tumor confined to the

breast and of small but undefined size. The term

is inextricably related to the idea that carcinoma,

from its inception, is destined to progress in-

exorably to dissemination and death of the host in

the absence of effective therapeutic intervention.

The term, “occult,” is related to the sensitivity

of method (s) of detection and not to any thera-

peutic or prognostic indicator, and indicates a

tumor not detected by a specific technique or

techniques. Thus, any “occult cancer” must be

situationally defined as related to self-detection,

detection by physician, detection by mammogra-
phy, etc.

Histologic types of invasive breast carcinoma

associated with a reduced threat of death but not

currently included in the definition of “minimal

breast cancer” are: adenoid cystic carcinoma,

mucinous carcinoma, medullary carcinoma, tu-

bular carcinoma and papillary carcinoma.- Each

of these histologic patterns of breast carcinoma

is an invasive neoplasm, is associated with more

favorable prognosis, and has significantly smaller

percentage of lymph node involvement at time

of detection than the more common histologic

types of breast carcinoma.

Considerations of “minimal breast cancer” do

not include the potentially pre-cancerous changes

included under the generic term “fibrocystic dis-
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ease” or “chronic mastitis,”^ However, I will ex-

tend the present discussion to this even grayer

zone of knowledge because of its clinical applica-

bility. A discussion of lesions of the breast with

less death-dealing potential than minimal breast

cancer stresses the concept that we are dealing

with a spectrum of disease which ranges from no

increased risk of death from breast carcinoma

through changes carrying an increased percentage

risk of this eventuality. Although our knowledge

of the malignant potential of fibrocystic disease

in its several manifestations is severely restricted

by lack of information about natural occurrence

and behavior, there is good indication that pa-

tients with cysts, sclerosing adenosis, and peri-

ductal fibrosis have no increased risk of subse-

quent development of breast carcinoma over

women who do not have such changes in their

breast.^ However, hyperplastic lesions of breast

epithelium which are less atypical than carcinoma

in situ do carry an increased risk of subsequent

carcinoma. This risk varies from two to five

times greater probability of development of breast

carcinoma.^ Lesions included in this group which

indicate an increased risk of subsequent devel-

opment of invasive carcinoma are usually called

atypical ductal hyperplasia and atypical lobular

hyperplasia.

Summary
Some of the stages recognizable as part of the

continuum developing into metastasizing mam-
mary carcinoma are less threatening to a patient’s

life than the “classical” large and easily palpable

cancer. This realization has dictated the need for

development of terms to relay this concept. Even-

tually we would like to define categories whose

natural history we can predict with respect to

threat of death. As stated by McDivitt: “.
. . with

the increased clinical emphasis on the identifica-

tion and treatment of these so-called minimal

cancers, it behooves us to critically dissect areas

of pathological certainty from those of specula-

tion.” Presently, however, we must be satisfied

with the term, “minimal breast cancer,” as imply-

ing the concept that breast cancer is not an all-

or-none phenomenon. There are highly curable

forms (or jormes-jrustes) of the disease, some

of them not always resulting in metastasizing

cancer even if left untreated.
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Computerised Tomography for

Diagnosis of Brain Neoplasms
JOSEPH H. ALLEN, M.D.

In the remarkably short period of about 3

years, the CT scanner has become by far the most

useful adjunct to neurological diagnosis. Some of

it is old, and some of it very new. We still have

the x-ray tube and the patient through whom we

From the Department of Radiology, Vanderbilt Hos-

pital, Nashville, Tenn. 37232.

are passing the beam, but instead of registering

the resultant radiation flux passing through to the

opposite side of the patient onto film, sodium

iodide crystals are employed. Because these are

much more sensitive than x-ray film, it is possible

to gain more information with a small amount

of radiation. This, then, allows more observations.
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Each point within the cranium is viewed from

180 different angles, occasionally more, and then

the second new aspect appears: the computer.

The computer adds up the density reading for

each of more than 20,000 points in the head

and prints it on a paper printout either as a

number or as a dot whose density is propor-

tionate to the cumulative observations of the

corresponding area within the brain. It is now
possible to discriminate between tissues which

have very little difference in density, such as

grey matter, white matter, blood, cerebrospinal

fluid, fat, etc.—materials comprising the cranial

contents, all of which are invisible on x-ray

examination. Introduction of ordinary vascular

contrast material, similar to that used in angi-

ography and intravenous pyelograms, is com-

monly very helpful in distinguishing histologic

characteristics of mass lesions, and some are in-

visible without it. Frequently it is appropriate

to use the CT scan observations alone pre-

operatively without other studies.

Fig. 1. Metastatic carcinoma of the testis

A. Nonenhanced high vertex film.

B. Enhanced film, same cut. At least four

nodules appear.

Simple detection of lesions is consistently better

than the capacities of the radioisotope scan or

angiogram in almost all cases, and in addition,

visualization of the anatomic structures them-

selves adjacent to the lesion allow for more pre-

cise localization and form a basis for decision of

treatment in many cases. The prime limiting fac-

tor in diagnosis of mass lesions is size. The indi-

vidual picture element is 1 V2 mm. on most CT
scanners, and each tomographic “slice” is routine-

ly 1.3 cm. thick. Hence, lesions under approxi-

mately 1 cm. in size and some over this size are

difficult to detect, particularly if they are both

originally isodense with the surrounding brain and

fail to enhance appreciably with contrast material.

Fortunately, this is a rare occurrence with any

tumor.

Beyond the ability to see the tumor in relation-

ship to the surrounding anatomy, it is also fre-

quently possible to make a definitive diagnosis,

or at least to narrow down the possibilities to

a very few. A meningioma can be strongly sug-

gested by a slightly dense lesion which is en-

hanced with contrast material to a high densito-

metric reading (over 50 Housfield units, the

unit of density named for the inventor of the

scanner). A mass lesion of low density resembling

fat, particularly if it is away from the sellar area

and fails to enhance except possibly around the

margin, is likely to represent an epidermoid cyst,

etc.

Fig. 2. Meningioma of the right orbit displacing globe

anteriorly.

An extrem*ely helpful use of CT scanning with

brain neoplasms has been in the detection of

recurrent tumors. This has been consistently un-

satisfactory in far too many cases using angiogra-

phy, radioisotope brain scans, etc. With CT a

recurrent tumor can be visualized with consid-

erable precision because most of the tumors ex-

pected to recur are enhanced with contract ma-

terial. Therefore, one can compare baseline films

made without contrast enhancement, which regis-

ter the frequently complex changes which are

purely related to surgery, wiffi views made after

intravenous contrast material is given, and clearly

distinguish the enhancing tumor area from the

post-operative changes. Such lesions as menin-
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giomas, gliomas, cranial nerve tumors, medullo-

blastomas, are all enhanced quite well.

In diagnosis of metastases, a recent survey

indicated that approximately 80 percent of those

detectable at autopsy were seen on the CT scan.

Considering that a large number of metastatic

brain lesions encountered at autopsy are under

1 cm. in size, one can expect considerable pre-

cision in diagnosis of lesions. Most surveys agree

that CT is at least slightly better than the radio-

isotope brain scan for detection alone, and better

than angiography by a considerable margin. In

addition, this examination affords precise ana-

tomic relationships and much stronger histologic

clues.

Because of the excellent mathematical corre-

lations obtainable with the CT method, exact

location of brain neoplasms is much facilitated,

thereby improving the accuracy of radiotherapy.

Other effects such as the reductoin of edema and

other effects of steroids can be well demonstrated.

CT scan immediately following most types of

therapy will probably become routine because

of the precise comparisons which can be made

in detecting recurrence relatively early.

Another exciting application of CT scanning is

its use in the neighboring orbit—most of the prin-

ciples enunciated for brain apply here—with or-

bital masses. Other diagnostic modalities have

been attended with perhaps even more difficulty

and uncertainty than with diagnosis of brain

lesions, and again the CT scanner has produced

excellent results.

The newer scanners have already registered

several improvements. Faster examination times.

Fig. 3. Deep central recurrence of right sphenoid wing

meningioma.

more flexibility in position, and elimination of

bone artifacts have all been accomplished. Im-

provement in diagnosis of small lesions may come

more slowly, in that much of this depends upon

an increased amount of radiation, and radiation

dosage may limit how much improvement can be

obtained.

We have had no personal experience with the

use of the whole body scanner, and generally

the results are possibly slightly less exciting than

with the head. Already, however, body scanning

is well established for diagnosis of nodal masses

difficult to demonstrate by any other means, and

promises much information for the hepatic, renal,

and pancreatic areas particularly.

It is difficult not to wax lyrical about this mar-

velous machine. So much information is obtained

so much more safely, accurately, and conveni-

ently; in addition, a large amount of new infor-

mation has accumulated. Unlike most new

modalities, at our institution the grayer the head

of the clinician, the greater the enthusiasm for

the use of the computerized tomographic

method.

A DOCTOR’S PRAYER
I begin once more my daily work. Be thou with me, Almighty Father of Mercy, in all

my efforts to heal the sick. For without Thee, man is but a helpless creature.

Grant that I may be filled with love for my art and for my fellowmen. May the thirst

for gain and the desire for fame be far from my heart. For these are the enemies of Pity

and the ministers of Hate. Grant that I may be able to devote myself, body and soul, to

Thy children who suffer from pain. Preserve my strength that I may be able to restore the

strength of the rich and the poor, the good and the bad, the friend and the foe. Let me
see in the sufferer the man alone.

May there never rise in me the notion that I know enough, but give me strength and

leisure and zeal to enlarge my knowledge. Our work is great, and the mind of man presses

forward forever. Thou hast chosen me in Thy grace, to watch over the life and death of

Thy creatures. I am about to fulfill my duties. Guide me in this immense work so that

it may be of avail.

Maimonides (Abu Imram ibn Maimun) 1135-1204
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Update on the Status of Mammography
BURTON SILBERT, M.D.

Recently many questions as to the efficacy and

safety of mammography have been raised in the

scientific literature and unfortunately to a greater

extent in the lay press. All this negative publicity

about mammography has as its worst effect that

many women with clear indications for mam-
mography have been so frightened that they are

canceling necessary diagnostic mammograms.

The basis for most of the scare literature is

an article by Dr. John Bailar in the Annals of

Internal Medicine, in January, 1976. The article

is based on the so-called BEIR Report (The

Biological Effects of Ionizing Radiation) of the

National Academy of Sciences National Research

Council. This report includes an analysis of three

sources of evidence for increased breast cancer

in patients exposed to radiation.

1) Increased evidence of breast cancer in

women exposed to the atomic bomb at

Hiroshima.

2) Increased evidence of breast cancer in

women who had repeated ffuoroscopy to

evaluate therapeutic pneumothorax for

tuberculosis.

3) Increased evidence of breast cancer in

women who were treated for post partum

mastitis with radiation therapy.

In these instances the women were exposed to

very large doses of radiation, as much as 4000
rads to the breast in the article concerning ffuo-

roscopy. Radiation induced skin erythema was

noted in some of these patients. These “esti-

mated” radiation exposures from the above de-

scribed cases were used by Dr. Bailar to extra-

polate downward in a straight line method, to

reach his conclusion that we may be causing

more cancer than we are finding. This linear

hypothesis presume that the effects of radiation

exposure at high levels exist proportionately

downward to zero. This is presented in Dr. Bail-

ar’s article as fact rather than hypothesis.

In Bulletin-43 of the National Council of Radi-

ation Protection and Measurement (1975) the

Council warns against using linear extrapolations

from high to low dose and states that “there is

such a high probability of overestimating the

From the Department of Radiology, Park View
Hospital, Nashville, Tenn. 37203.

actual risk as to be of only marginal value, if

any, for purposes of realistic risk-benefit evalu-

ation.” The risks that Dr. Bailar raises would

appear to be extremely hypothetical with little or

no basis in fact. Similarity the benefits that he

ascribes to mammography are based on a study

begun in the early 1960’s in New York City

at a time when mammography was significantly

less sophisticated than it is today. That study

does not represent the current cancer-finding po-

tential of mammography.

The hypothetical risks combined with the out-

dated “benefits” were used by Dr. Bailar and

more recently Dr. Lester Breslow, Dean of the

School of Public Health at UCLA, to conclude

that there should be no screening of women under

50 years because “we would probably cause more

breast cancer than we found.” Even these men,

however, state that any woman who has a clinical

problem or a family history of breast cancer

should have mammograms. Unfortunately this

information is lost to many physicians and to

most patients, especially those getting their in-

formation from the lay press.

The quantity of cancers discovered in women
under the age of 50 is very significant. In the

27 NCI-ACS Breast Cancer Detection Centers,

as of June, 29 percent of the cancers discovered

were in patients under the age of 50. At one

of the breast eancer centers in Houston 40

percent of cancers detected were in women under

50 and in only one of these women had there

been detectable spread to regional nodes. The

lack of regional nodes is an excellent prognostic

sign for these patients. From 40 to 50 percent of

all cancers diagnosed by mammography have not

been detectable by any other means. In our hands,

at Park View Hospital in Nashville over 25 per-

cent of these otherwise non-detectable lesions,

found by mammography, were in women under

50 years of age. Our peak incidence of non-

palpable cancers was at age 50. To deny women
this close to our peak age incidence access to

mammography would seem to be counter-pro-

ductive.

In summary, the risks involved in mammogra-
phy are, at least, in part, hypothetical, and with

improved equipment and technique, the mam-
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MAMMOGRAPHY/Silbert

mographic dosage to the breast has decreased

and will undoubtedly continue to decrease. The

benefits of mammography as currently practiced

have been proven to everyone’s satisfaction in

women over 50 (even as a screening procedure)

and in symptomatic or high risk patients in

younger age groups. These facts have unfor-

tunately been overshadowed by all the recent

rhetoric.

The American College of Radiology has re-

cently issued a statement that “mammography in

asymptomatic women over age 35 promises to

reduce significantly deaths from breast cancer

but suggests that medical decisions must be indi-

vidualized to fit the patients needs.” The follow-

ing guidelines were suggested.

1) For asymptomatic women, the baseline

mammographic examination should be

performed between the ages of 35 and 40.

2) Subsequent examinations should be per-

formed at one-to-three year intervals

unless more frequent examination is

medically warranted.

3)

After age 50, annual or other interval

mammographic examinations should be

performed.

Arthur Holleb, M.D, the American Cancer

Society’s Chief Medical Officer “advised” in a

recent issue of Cancer that “for women between

the ages of 35 and 40 mammography should be

done for those who are at higher risk of develop-

ing breast cancer because they have:

1) Chronic cystic mastitis, with or without

pain.

2) Lumps and thickening in the breast.

3) A personal history of breast cancer.

4) A family history of breast cancer on the

maternal or paternal side.

5 ) A family history of breast cancer in

sisters.

6) Early onset of menstruation.

7) No history of pregnancy.

8) First full term pregnancy at age 30 or

older.

9) Breast surgery scheduled for diagnostic

purposes.

10)

Fear of breast cancer that requires the

reassurance of a negative exam.”
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Drug Overdose—An Increasing

Medical Emergency

Over the past several months, our laboratory

has performed toxicological analyses in 77 cases

of suspected drug overdose. The results are dif-

ferent from the national experience and therefore

deserve consideration. Additionally, since new

modalities of treatment are available, recognition

of the true state of the patient’s condition be-

comes critical.

The analytical scheme applied to these cases

is both qualitative and quantitative. The urine

sample is divided into four aliquots. One of these

is used for “spot” tests designed to demonstrate

the presence of salicylates, phenothiazines,

ethchlorvynol or bromides. The remaining three

are extracted with organic solvents at different

pH’s as a preparatory step for analysis by thin

layer chromatography and gas chromatography.

When drugs or other organic toxins are dem-

onstrated, identification is accomplished with the

mass spectrometer. The blood sample is divided

into two aliquots. The first is used for gas chro-

matographic analysis for alcohols. The second

aliquot is reserved for determining blood levels

for all drugs found to be present in the urine.

When gastric fluid is submitted, it is analyzed in

the same manner as urine.

In 19 cases (24,7 percent), no drugs could

be identified using this scheme, but in the re-

maining 58 cases (75.3 percent), 105 drugs or

alcohol were identified. Table 1 shows that about

half of the positive cases were due to one drug.

One patient had ingested five drugs

Table 1

Number of Drugs

Identified

0

1

2

3

4

5

Number of Patients

Total (Percent)

19 (24.7%)

30 (38.9%)

16 (20.8%)

5 ( 6.5%)

6 ( 7.8%)

1 ( 1.3%)

Table 2 lists the various drugs demonstrated

and their frequency within the group. Although

it is true that our experience is a selected one in

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, Tenn. 37203.

that it may represent the most serious cases, it is

interesting that only 32 percent were due to al-

cohol, salicylates or phenobarbital. In the national

experience, these drugs account for more than

half. Only twenty-eight cases (36 percent) were

due to non-prescription drugs, or toxins which are

easily available. The apparent extent to which

prescription drugs are available for deliberate or

accidental poisoning is therefore at least sur-

prising, if not alarming. Propoxyphene is the most

frequent offender in our experience.

Table 2

Drug Frequencies in Study Group

Propoxyphene 12 Acetaminophen 1

Alcohol (Ethyl) 10 Amphetamine 1

Salicylate 10 Aprobarbital 1

Phenothiazine 7 Arsenic 1

Meprobamate 6 Caffeine 1

Methaqualone 6 Chlordiazepoxide 1

Phenobarbital 6 Isopropanol 1

Amitriptyline 5 Methamphetamine 1

Sutalibital 4 Methyprylon 1

Diazepam 4 Morphine 1

Meperidine 4 Perphenazine 1

Phenacetin 4 Phencyclidine 1

Codeine 3 Procaine 1

Doxipen 3 Quinidine 1

Chlorpheniramine 2 Secobarbital 1

Desipramine 2

Glutethimide 2

In the past most cases of overdose have been

managed by gastric emptying, prevention of

further absorption by instilling oil, and support

of cardiovascular and respiratory function. A few

cases could be treated by direct antagonists of

the toxin or by membrane hemodialysis. A new
modality which promises to be applicable to

virtually all cases of serious overdosage is char-

coal dialysis. In this procedure, the patient’s blood

is continuously perfused through a small canister

of charcoal particles. Toxins as well as normal

low molecular weight metabolites are absorbed

from the plasma. In the hands of experienced

dialysis physicians, the procedure is effective and

reasonably safe. Charcoal dialysis requires care-

ful monitoring of serum chemistries and the

formed elements of the blood since hypoglycemia,

hypocalcemia, leukopenia and thrombocytopenia

will occur, but are manageable in expert hands.

Joseph J. Sannella, M.D.
Medical Director
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Galiium Scanning in the Detection and

Localization of Inflammatory Lesions

Gallium-67 is a cyclotron-produced radioactive

isotope of stable gallium-71, a metal with chem-

ical properties similar to aluminum and indium.

Tt emits three gamma rays suitable for scanning,

and since 1969 has been variously employed as a

localizing tracer in scanning for both primary and

metastatic tumor sites. More recently, in 1972

and 1973, gallium became recognized as a scan-

ning agent useful in the detection and localization

of occult inflammatory lesion.®’^ Further clinical

experience with this agent over the ensuing four

years indicates that this latter application prob-

ably comprises its more important clinical use.

Case Report

The patient is a 25-year-old Caucasian woman who in

1973 was shown to have Crohn’s disease involving the

terminal ilium and right colon. She was treated medi-

cally with antibiotics and steroids. She suffered acute ex-

acerbations in the summer and fall of 1974 which

responded to the medical regimicn. In 1976, she be-

came pregnant and at term was admitted to the hos-

pital in November, where she delivered a normal child.

Following delivery she began to suffer severe pain in

the right lower quadrant of the abdomen. She remained

afebrile. Physical examination revealed diffiuse tender-

ness in the right lower quadrant, but localizing findings,

such as point rebound tenderness, were not present.

Repeated X-ray examinations including KUB, cholecys-

togram, upper gastrointestinal and small bowel series,

and barium enema were normal. The latter studies indi-

cated apparent remission of the findings of granuloma-

tous colitis and ileitis which had been seen in previous

examinations. Over the first 20 days of the patient’s

hospital course pain in the right lower quadrant per-

sisted despite intensive therapy with antibiotics and

steroids. However, she remained afebriie. On the twen-

tieth and twenty-first hospital days, after a bout of

intense right lower quardrant pain, ultrasound and

gallium scans of the abdomen were performed.

The ultrasound examination demonstrated a 4 cm.

rounded, well-circumscribed sonolucent lesion 2 to 3

cm to the right of the midline at the level of the umbil-

icus (figure 1). This finding was strongly suggestive of

a cystic mass, rather than a solid lesion. The gallium

scan demonstrated a well-defined rounded lesion of

intense tracer localization near the lower tip of the

right lobe of the liver, corresponding in location to

the cystic mass noted in the ultrasound study (figure 2).

From the Department of Nuclear Medicine and

Ultrasound, Park View Hospital, Nashville, Tenn. 37203.
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Fig. 1. Ultrasound scan showing rounded, well cir-

cumscribed sonolucent lesion to the right of

the midline at the level of the umbilicus.

Fig. 2. Gallium-67 scan showing well defined, rounded

lesion near the tip of the right lobe of the

liver.

This confirmed the probable inflammatory nature of the

lesion. Exploratory laparotomy revealed an inflamma-

tory mass attached to the under surface of the liver,

incorporating the terminal ilium, and abutting against

the right colon. A right colectomy and resection of the

terminal ilium with removal of the mass were performed.

When opened, the mass emitted purulent liquid material.
j

Bacterial cultures grew staphlycoccus aureus.

P
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Discussion

The above case report amply illustrates the

facility of the gallium-67 scan in localizing and

confirming the presence of an intra-abdominal

abscess in the face of nondiagnostic, if not con-

fusing, clinical findings masked by antibiotic and

steroid therapy. Despite the presence of a large

lesion, the patient remained afebrile and free of

localizing signs throughout her presurgical hos-

pital course. Though the ultarsound examination,

a good, widely performed screening test for ab-

dominal, pelvic, or retroperitoneal abscess, initi-

ally delineated a cavitary lesion in this patient,

it was the gallium scan that confirmed its in-

flammatory nature, demonstrating the very com-

plementary relationship between these two pro-

cedures. In addition, the gallium scan is capable

of detecting solid, occult inflammatory lesions in

which actual abscess cavities have not yet devel-

oped. Among a group of twelve septic patients

scanned with gallium-67, Littenberg et al detected

inflammatory lesions in eleven."^ In all eleven pa-

tients, the lesion delineated by the scan subse-

quently proved to be the source of the sepsis.

PHYSICIANS WANTED

LaFollette Community Hospital,

LaFollette, Tennessee is seeking

an emergency room physician for

immediate placement. Also, in

need of family practice physician,

OB-GYN, and pediatrician. Guar-

anteed minimum $30,000 per year.

Completely furnished office build-

ing adjacent to hospital. Located

in East Tennessee, 45 miles

north of Knoxville.

Contact J. B. Wright, Administrator,

LaFollette, Tennessee 37766.

Phone 615/562-2211.

The only negative scan occurred in a patient with

typhoid fever and hepatitis, with no focal source

of sepsis. Among the eleven patients, six had in-

flammatory lesions with abscess cavities (pan-

creatic bed, splenic bed, liver, retrosternal space,

and two wound abscesses) and five had diffuse

inflammatory processes unassociated with actual

abscess formation (infected retrohepatic hema-

toma, pyelonephrytis, cystitis, sinusitis, and cho-

lecystitis). The latter five lesions could probably

not have been accurately diagnosed solely by

ultrasound examination.

Harold J. De Blanc, Jr., M.D.
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Guanethidine

Guanethidine (Ismelin®) is an effective anti-

hypertensive agent whose site of action is the pe-

ripheral sympathetic nervous system. Guane-

thidine is actively transported from the plasma

into peripheral nerve endings by the same process

which recirculates norrepinephrine back into the

nerve ending. Here guanethidine binds to norepi-

nephrine storage granules and results in a re-

lease of nervous tissue norepeniphrine. Further-

more, guanethidine is able to block release

of catecholamines as they are produced by

nervous stimulation. The selective peripheral

sympathetic blockade produced by guanethidine

is responsible not only for its antihypertensive

effects but also for the vast majority of the

undesirable side effects of the drug. Guane-

thidine blocks the normal sympathetic reflexes

and results in hypotension by decreasing venous

return to the heart and cardiac output and by

blunting responsiveness of the resistance and

capacitance blood vessels to sympathetic stimuli.

Total perripheral resistance is slightly decreased

in the supine position and does not rise with the

assumption of upright posture. For this reason,

there is an exaggeration of the hypotensive effects

of guanethidine in the upright position.

The sympathetic blockade produced by guane-

thidine may commonly cause expansion of the

plasma volume. Patients with cardiac disease who
require increased sympathetic tone for cardiac

function may have a worsening of their cardiac

condition during treatment with a sympathetic

blocker like guanethidine. The retention of so-

dium and expansion of plasma volume associ-

ated with guanethidine may result in the develop-

ment of tolerance to its antihypertensive effects.

The long plasma half-life of guanethidine (5

days) makes it possible to use the drug on a

once daily dosing basis. Because of this long

half-life, respeated daily administration of the

same dose will lead to accumulation of drug in

the body. When therapy is initiated or when the

daily dosage is changed, 3 half-lives or approxi-

From the Division of Clinical Pharmacology, Hyper-

tension Center, Vanderbilt University Hospital, Nash-

ville, Tenn. 37232.
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mately 15 days will be necessary to achieve a

steady state of plasma drug levels, and therefore

the antihypertensive effects of the drug may be

quite delayed.

For this reason a method has been developed

by which adequate blood levels for therapeutic

results can be reached quickly through a tech-

nique called guanethidine loading. In this tech-

nique, large loading dose of guanethidine are ad-

ministered orally on a 3 time a day basis until

blood pressure control is obtained. When the

standing diastolic blood pressure has fallen to

an acceptable level, a maintenance dose of guane-

thidine is calculated based on the total adminis-

tered dose. This technique requires that the pa-

tient be hospitalized so the blood pressure can

be carefully followed. Sodium restriction or a

diuretic is necessary during loading to prevent

sodium and water retention that could limit the

hypotensive effects of the drug and thereby mask
the degree of sympathetic blockade present.

Table 1

Suggested Loading Regimen for Hospitalized Patients*

Cumulative

Dose (Mg) Dose (Mg) +

6 am 12m 6 pm

80 25 35 140

40 50 75 285

90 110 125 570

150 150 150 940

*The drug is given at intervals of 6 hr. omitting the

night-time dose; pressures in supine and upright positions

are checked before each dose; loading is stopped at the

point of the control of upright blood pressure; the main-

tenance dose will be 1/7 of the total loading dose.

+ Corrected for loss of 1/7 of previous day’s total.

Table 1 indicates a typical guanethidine load-

ing regimen for a hospitalized patient. An initial

loading dose of 80 mg is used. This dose is chosen

because it has not produced excessive hypotension

in the vast majority of patients and is equivalent

to the body stores resulting from a daily main-

tenance dose of 10 mg. Subsequent doses are

calculated to increase the body stores by approx-

imately 30 percent. The nighttime dose of

guanethidine is omitted since observation of the
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patient during these hours may be somewhat

more limited than during the daytime. When
the desired fall in blood pressure is reached,

the maintenance dose of guanethidine is calcu-

lated as 1/7 of the amount of drug loaded into

the body pool. Patients have required 125-525

mg loading dose over a 2-3 day period of time.

It must be stressed, however, that there is no

standard regimen for guanethidine loading and

the load must be continued until the desired blood

pressure response is obtained. The guanethidine

loading technique is useful in situations in which

blood pressure can be safely lowered over a 1-3

day perod of time and in situations where acute

antihypertensive therapy used in the treatment

of hypertensive emergencies is being discontinued

and chronic maintenance therapy established.

Since guanethidine is capable of a profound

sympathetic blockade, its use has classically been

reserved for treatment of patients with severe

hypertension. Recent experience with the drug,

however, indicates that it may play an important

role in the treatment of the mild to moderate

hypertensive patient who does not respond initially

to diuretic alone. Since it lacks central nervous

system symptoms of sedation and depression and

since it has a long plasma half-life, guanethidine

has certain very desirable characteristics. It should

be stressed that for long term therapy, guane-

thidine should always be used in combination

with a diuretic to minimize sodium retention and

maximize its efficiency. Guanethidine may also be

used in combination with vasodilators in order to

bring about additional bood pressure control in

the supine position.

There are patients who do not achieve ade-

quate antihypertensive effect with guanethidine

initially or who become refractory to the anti-

hypertensive effect of guanethidine after an initial

good response. In such cases, it is often difficult

to determine the cause of this resistance to ther-

apy. Observing the patient for the presence or

absence of normal sympathetic reffexcs will permit

an assessment as to whether guanethidine is pro-

ducing its pharmacologic effects on the peripheral

sympathetic nervous system. If sympathetic re-

flexes are absent, then the agent is not producing

adequate antihypertensive response and the most

common causes of this apparent resistance to

guanethidine are expansion of the plasma volume

and increased circulating catecholamines. Aggres-

sive diuretic management and attempts at dietary

sodium restriction will result in return of blood

pressure control in the majority of these patients.

The remaining patients should respond to the ad-

dition of vasodilator therapy either as the specific

alpha adrenergic antagonist phenoxybenzamine or

as a non-specific vasodilators hydralazine and

prazosin. On the other hand, if sympathetic re-

flexes are present then guanethidine is not pro-

ducing its pharamcologic effect. Careful consid-

eration of compliance problems, drug interactions

as outlined below, and inadequate dosage of

guanethidine are all considerations at this point.

The simplest way to evaluate the presence or

absence of sympathetic reflexes is to observe the

patient’s pulse on assumption of the upright pos-

ture. While a lack of change impulses is not

helpful, the presence of an increased heart rate

upon assumption of the upright posture indicates

it is highly unlikely that baroreceptor reflexes are

blocked by guanethidine.

Since guanethidine enters the peripheral ad-

renergic nerve through the norepinephrine pump
mechanisms, agents which compete for this trans-

port mechanism can prevent the entrance of

guanethidine into the neuron and hence block its

antihypertensive action. The tricyclic antidepres-

sants and chlorpromazine are examples of drugs

which competitively block the uptake of guane-

thidine into the adrenergic neuron. Patients whose
blood pressure elevation has previously been con-

trolled by guanethidine will lose control over a

period of several days during treatment with

these agents. In the presence of pre-treatment

of patients with tricyclic antidepressants guane-

thidine will be ineffective as an anthypertensive

agent.

Ephedrine can also block the antihypertensive

effects of guanethidine through a similar mecha-

nism. Amphetamines, whose use in the treatment

of hypertensive patients is to be deplored, also

blocks the uptake of guanethidine into the ad-

renergic neuron, but in addition it also stimu-

lates the release of guanethidine from the pe-

ripheral sympathetic neuron. These interactions

have potentially serious clinical consequences in

patients with severe hypertension, and therefore

should be considered carefully whenever guane-

thidine is used.

Since guanethidine causes a hypersensitivity to

infused or circulating catecholamines, and may
in fact stimulate the release of catecholamines

from nerve endings, it should not be used in

patients who have pheochromocytoma. Guane-

thidine should also not be used for one week

JANUARY, 1977 27



following cessation of monoamine oxydase in-

hibitor therapy.

The undesirable side effects of guanethidine are

directly related to its antihypertensive actions.

When side effects occur, they are directly related

to excessive sympathetic blockade or to a relative

increase in parasympathetic activity. These un-

desirable side effects are most commonly seen

in patients with severe hypertension who require

complete sympathetic blockade for blood pres-

sure control. The most commonly noted symptom

associated with guanethidine therapy is ortho-

static dizzyness, weakness, or syncope usually

occurring in the morning. It is as accentuated in

hot weather with exercise or during ingestion of

alcohol-containing beverages. Each of these con-

ditions produces vasodilitation which cannot be

compensated for in the sympathetically blocked

patient. On the other hand, unopposed para-

sympathetic activity can result in bradycardia,

diarrhea, and delayed or retrograded ejaculation.

Rarely, exacerbation of symptoms of asthma may
occur in patients who have asthma and hyper-

tension. This does not represent, however, an

absolute contraindication to the use of guane-

thidine in the hypertensive patient with asthma.

Guanethidine does have a notable lack of side

effects related to the central nervous system and

drug related allergies, and rashes, fever, and organ

toxicity are essentially unknown despite 15 years

of its use as a prescription agent. This lack of

toxicity and its extreme effectiveness makes

guanethidine an important antihypertensive thera-

peutic agent.

Raymond L. Woosley, M.D., Ph.D.

Alan S. Nies, M.D.
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The Oath of Hippocrates

l swear by Apollo, the physician, and Aesculapius and health and all-heal and all the Gods
and Goddesses that, according to my ability and judgment, 1 will keep this oath and

stipulation:

TO RECKON him who taught me this art equally dear to me as my parents, to share my
substance with him and relieve his necessities if required; to regard his offspring as on the

same footing with my own brothers, and to teach them this art if they should wish to

learn it, without fee or stipulation, and that by precept, lecture and every other mode of

instruction, I will impart a knowledge of the art to my own sons and to those of my
teachers, and to disciples bound by a stipulation and oath, according to the law of medicine,

but to none others.

I WILL ALLOW that method of treatment which, according to my ability and judgment, I

consider for the benefit of my patients, and abstain from whatever is deleterious and

mischievous. I will give no deadly medicine to anyone if asked, nor suggest any such

counsel; furthermore, I will not give to a woman an instrument to produce abortion.

WITH PURITY AND WITH HOLINESS I will pass my life and practice my art. I will

not cut a person who is suffering from a stone, but will leave this to be done by practitioners

of this work. Into whatever houses I enter I will go into them for the benefit of the sick

and will abstain from every voluntary act of mischief and corrupion; and further from the

seduction of females or males, bond or free.

WHATEVER, in connection with my professional practice, or not in connection with it, I

may see or hear in the lives of men which ought not to be spoken abroad I will not diviluge.

as reckoning that all such should be kept secret.

WHILE I CONTINUE to keep this oath unviolated may it be granted to me to enjoy

life and the practice of the art, respected by all men at all times but should I trespass and
violate this oath, may the reverse be my lot.
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The radiograph below is an arteriogram on a 56-

year-old female patient with hypertension. What is

your diagnosis?

1. Fibromuscular hyperplasia of the renal artery

2. Atherosclerotic disease with stenosis of the right renal

artery

3. Traumatic renal artery aneurysms

4. Normal variation of the renal artery secondary to

injection of the contrast media.

Answer:

Fibromuscular hyperplasia of the renal artery

Discussion:

Fibromuscular hyperplasia of the renal artery

has emerged as a lesion of major importance in

causing renal vascular hypertension. This lesion

is of interest because it is a potentially curable

lesion which occurs predominantly in young

women. Pathologically, fibromuscular hyperplasia

is unassociated with primary atheromatous disease

and differs from atheromatous disease in that it

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, Tenn. 37232.

usually involves the distal portion of the main

renal artery. Atheromatous disease involves the

proximal portion of the renal artery at its take-off

from the aorta. The lesion of the fibromuscular

hyperplasia is marked by proliferation of fibrous

tissue and smooth muscle fibers which are fre-

quently associated with degeneration of elastic

fibers, the end result being narrowing of the renal

arterial lumen. The abnormal section of the

artery may be localized, or the lesion may involve

a considerable length of the renal artery. The in-

volved arterial segment may be composed of areas

of atrophy and proliferation of the wall of the

artery giving the wall the beaded appearance

radiographically. Roentgenologic diagnosis is

made by the typical angiographic appearance

which as seen in the radiogram presented demon-

strates the beaded appearance of the renal artery.

The so called string of beads.

The other diagnostic possibilities mentioned in

the above differential are not correct for the fol-

lowing reasons. The atheromatous changes of the

renal artery occur at the take-off from the aorta,

and generally do not involve the distal two-thirds

of the renal artery. This entity involves the renal

artery locally and does not extend for long seg-

ments of the renal artery as is seen in fibro-

muscular hyperplasia.

Traumatic aneurysms of the renal artery are

generally localized, producing a single aneurysm,

and preceded by a strong history of trauma to

the flank.

Normal appearance of the renal artery follow-

ing injection of contrast media certainly presents

a phenomenon referred to as “corrugated or

standing waves” of the renal artery. This appear-

ance can be more confusing to the angiographer,

but generally presents in a more equal and sym-

metrical wavy appearance to the arterial wall.

This phenomenon can be eliminated from a source

of possible error in diagnosis by the injection of

one percent lidocaine into the renal artery and

noticing the disappearance of the “standing

wave.”

Leif Ekelund, M.D.

A. James Gerlock, Jr., M.D.
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HISTORY
M.P., a 44 year old office worker had her first

myocardial infarction at age 38. The infarction was
complicated by congestive heart failure requiring chronic

digitalis and diuretic therapy. She had a second infarc-

tion in November, 1974, followed by a worsening of

her congestive failure. In January, 1974 she had cardiac

catheteriztion which demonstrated in large poorly con-

tracting left ventricle with an end diastolic pressure of

28 mm Hg ( Normal = < 12) and moderate mitral re-

gurgitation. The left anterior descending coronary artery

was totally occluded, the circumflex artery had diffuse

Her electrocardiogram is illustrated:

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.

disease and the right coronary artery had an 80%
obstruction. In February, 1975 she had coronary artery

bypass surgery in an attempt to salvage her remaining

myocardium. Since operation she had no recurrence of

chest pian or infarction, but developed severe right

ventricular failure. In November, 1976 she was re-

hospitalized with ascites., peripheral edema, marked

hepatomegaly and an SCOT of 1200 units (N = 8-42).

The 12 lead EKG shows normal sinus rhythm

with first degree AV block and a PR interval of

0.24 sec. The P wave duration is 0.11 sec in lead

II, 3 mm in height and has a significant terminal

negative deflection in lead Vi, indicating both

left and right atrial enlargement.

The QRS duration is 0.14 sec and the terminal

forces are both rightward and anterior with a

large R' in Vi indicating right bundle branch

block. Q waves are present in leads I, AVL, and

Vs to Ve which is compatible with an extensive

anterior-lateral and superior infarction. The R' in

lead Vi is quite large (20 mm) and may indicate

right ventricular enlargement, even in the presence

of the right bundle branch block. In this case

right ventricular enlargement was certainly pres-

ent since she had extensive right ventricular

failure and chronic passive congestion of the liver.

Final electrocardiographic diagnosis:

1. Anterior-lateral and superior myocardial

infarction

2. Right bundle branch block

3. Right ventricular enlargement

4. Left and right atrial enlargement

5. First degree A-V block

Rand T. Frederiksen, M.D.

Dollars Today—
—Doctors Tomorrow

American Medical Association

Education and Research Foundation
535 North Dearborn Street, Chicago 10, Illinois

i
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Renal Disease Program

Advances in technology and in the treatment of

patients suffering from chronic renal disease have

made possible the return of these people to so-

cially productive lives, but the costs of these

advances have made it impossible for most pa-

tients to pay for their own health care. The goal

of the Renal Disease Program of the Tennessee

Department of Public Health is to assist in pur-

chasing life-saving care and treatment for those

who are unable to pay for such services on a

continuing basis.

The Renal Disease Program was implemented

by the Department of Public Health on July 1,

1971, to assist in paying for treatment of patients

and in helping equip specialized dialysis centers

for their care. To provide medical care for the

first fiscal year, $250,000 in state funds were

appropriated by the Legislature, and the program

admitted 48 patients. New patients have been

added each successive year until the program is

paying for some or all of the care of 192 patients,

making the annual appropriation requirement

over $654,000.

Proposing standards for determining eligibility

for care and treatment under this program and

assisting in the development and expansion of

programs for the care of people suffering from

chronic renal disease is the role of the Renal

Disease Advisory Committee. The eleven mem-
ber committee is composed of representatives

from hospitals and medical schools which estab-

lish dialysis centers, voluntary agencies interested

in kidney disease, local public health agencies,

physicians, and the general public. The committee

has appointed two subcommittees, the Candidate

Evaluation and Selection Subcommittee and the

Patient Care Subcommittee.

The Candidate Evaluation and Selection Sub-

committee determines if a patient is medically in-

digent and eligible for the program using the

financial data provided by the patient on the

application.

Medical eligibility is determined by the Renal

Center physicians and/or the Patient Care Sub-

committee. Prerequisites include presence of end-

stage renal failure which requires dialysis and.

preferably, eventual kidney transplant; a sufficient

degree of understanding and motivation to assure

that the patient can and will participate in con-

tinuing hemodialysis; absence of other life-

threatening disease and systemic disease. (Pa-

tients should not be disabled by disorders such

as irreversible and progressive cardiac disease,

liver diseases, neurological disease, chronic pul-

monary disease, organic gastro-intestinal diseases

and malignancy. Patients with systemic disorders

such as diabetes mellitus, active lupus erythema-

tosus, scleroderma, amyloidosis, polyarteritis no-

dosa, and those who appear to be free of malig-

nancy for a resonable period of time may be con-

sidered on an individual basis by the Patient Care

Subcommittee after approval by the Candidate

Evaluation and Selection Subcommittee. The par-

ticular phase of the disease and extent of the

physiological and functional disability are key

evaluation factors.)

A study was made in August of the 172 pa-

tients on the program to develop a profile of the

“average” Renal Disease Program patient. The

average grade level of completed education was

8.76 years. This compares with the average grade

level for Tennessee citizens of 10.6 years. There

were 93 Blacks, 78 Caucasians, and 1 Oriental

on the program at the time of the survey. And
there were the same number of males and fe-

males—86 of each.

Age Distribution of Patients

Age Male Female Totals

0- 9 0 0 0

10-14 0 1 1

15-19 4 6 10

20-24 12 7 19

25-29 13 6 19

30-34 9 11 20

35-39 9 7 16

40-44 8 9 17

45-49 10 14 24

50-54 7 11 18

55-59 9 10 19

60-64 4 3 7

65 +
1 1 2

The most frequent primary disease leading to

end-stage renal failure was glomerulonephritis.

Of the sample, 61 patients had had this infection.

Hypertension was the second most common pri-

Continued on page 33
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Institutional Racism

Research for Change

Recent organizational goals of the Department

of Mental Health and Mental Retardation empha-

size a need for improved services to clients, more

community alternatives to institutionalization,

more participation generally from the community

for upgrading services, improvement of the com-

munity mental health center system, and examina-

tion of affirmative action successes with a focus

on racial parity.

In supporting all current departmental goals

State Mental Health and Mental Retardation

Commissioner Dr. Harold W. Jordan places

much emphasis on reaching the goal of racial

parity and equality of treatment.

The TDMHMR was recently granted funds

from the Center for Minority Group Mental

Health Programs of the National Institute of Men-
tal Health to conduct a comprehensive and sys-

tematic investigation of organizational barriers to

equality. Commissioner Jordan and Linda Doug-

lass, Ph.D. are co-principal investigators in the

project, and a staff of six program analysts and

a secretary have been hired to conduct the study.

The specific objective of the study is to identify

and eliminate organizational barriers to equality

within the Department. The focus of the project

is on organization rather than personal racism.

Institutional racism refers to the unequal oppor-

tunities rooted in the system of an organization

which do not have primary dependence on indi-

vidual attitudes or prejudice but rather are a by-

product of organizational practices and proce-

dures which provide advantages and privileges to

the majority. This includes placing institutional

control predominantly with the majority.

To assist in achieving the objective of the

study, four specific aims have been established.

The first is to develop a useful operational defini-

tion of institutional racism. The second aim is to

determine whether it exists and, if so, the extent

to which it exists within the Department. The third

aim is to isolate the conditions which lead to insti-

tutional racism, and the fourth aim is to assist the

facilities to determine corrective actions, and then
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to evaluate for the Department the proposed cor-

rective action plan.

In the first year of the project, a pilot study is

underway which encompasses the Central Office

and four of the eight facilities, representing both

urban-rural environments and psychiatric-devel-

opmental facilities.

Three types of data are being collected from

the facilities and Central Office Technology re-

quiring the collection of critical incidents will be

the primary research approach. A sample of more

than five percent of the total number of employees

has been selected from each facility and Central

Office.

Forty-five minute interviews are scheduled with

each sample member individually. During this

time the interviewee is provided with an explana-

tion of the nature of the study and responses to

any questions which he or she might have. Em-
ployees, of course, may decline to participate in

the project.

Standardized questions are used to elicit “criti-

cal” incidents or instances of either positive or

negative behaviors which produce or prevent prac-

tices that discriminate inadvertently against the

minority.

These instances will then be grouped into

homogenous categories which will form the basis

of a behavioral checklist. This checklist will be

administered anonymously to 100 percent of the

employees in the four facilities involved and in

Central Office. The results of the survey will gen-

erate the initial descriptive data for each of these

facilities and Central Office. These descriptions or

profiles will serve as the major focus of the study.

The diagnostic aspect of the profiles should indi-

cate areas where change is needed.

Supplementary to the major source of data are

interviews which involve managers in the facilities.

These interviews are designed to collect informa-

tion about the informal structures, procedures, or

policies of the Department. An average of fifteen

managers, with a majority of first line supervisors,

has been selected from each facility and Central

Office. In addition, all employees in decision-

making positions in the Personnel Divisions are
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being interviewed. Finally the facilities’ formal or

public policies are being examined to ascertain

whether the institution has concerned itself with

institutional racism.

Because the research involves people, federal

guidelines require that an Institutional Review

Board be created. The Board is composed of per-

sons with varying backgrounds and sufficient

qualifications to insure safeguarding the rights and

welfare of the individuals interviewed.

At present, the staff is proceeding with data

collection to build checklists for use in the facili-

ties and Central Office. The next step will be the

actual development of a checkfist or diagnostic

tool which will be used to determine the extent

and types of behaviors existing within the Depart-

ment which contributes to or reduces institutional

racism. The checklist will be administered to a

100 percent sample of the facilities involved and

Central Office.

In the second year, the same approach, with

*

Department of Public Health
Continued from page 31

mary problem with 24 patients deriving renal

disease from it. Geographically, Shelby County

had the largest number of state renal patients

with 64. Davidson County had 15 and Hamilton

County had 14.

Application to the Renal Disease Program is

a two-step procedure. 1) The applicant must

complete the Renal Disease Program application

forms which can be secured from the social

worker in the Renal Center or affiliated Dialysis

Unit or from the Tennessee Department of Public

Health. 2) The applicant or the private physician

must secure an appointment for a comprehensive

medical examination from one of the three Renal

Centers located at Baptist Hospital, Memphis;

City of Memphis Hospital, Memphis; and Van-

derbilt University Hospital, Nashville. Staff for

the nephrologist or in the Renal Center must

check and/or complete all application forms for

the patient, after which applications will be sent

to the Tennessee Department of Public Health for

review and approval by the Candidate Evaluation

and Selection Subcommittee and/or Patient Care

Subcommittee.

After a patient is accepted on the Renal

Disease Program, virtually all medical services

related to the condition will be covered either in

part or totally by the program. Medicare, under

which most patients are eligible, will pay 80

modifications based on experience from the pilot

study, will be applied to a larger and more gen-

eral sample from the Department. It is anticipated

that by the end of the second year, the develop-

ment of significant policy changes and recommen-

dations will be made by the Department to pre-

vent and correct conditions of institutional ra-

cism. More extensive studies are scheduled for the

third year.

This Minority Research Project of TDMHMR
is unique not only to Tennessee but also to the

Southeast Region. In addition, it represents a new

approach to understanding and reducing institu-

tional impediments to equality. It guarantees a

significant contribution, not only to the Depart-

ment but also to the current knowledge available

in the field; thus, it has national significance. No
single project could hold more social significance

for minority groups than that of gaining equality

by developing creative change in response to insti-

tutional racism.

percent of the medical expenses after three

months. The state Renal Disease Program, which

makes payment only after other third party

sources, will pick up the rest of the patient’s bill.

If a patient has no other source of financial cov-

erage, the program will pay 100 percent for all

covered services. The items and services currently

covered include in-center dialysis treatments,

drugs, laboratory fees, and professional fees.

Rental of kidney machines, water service for kid-

ney machines, supplies, transplants, and other

related medieal services are also covered.

The Tennessee Department of Public Health

works in close cooperation with the Renal Centers

and Dialysis Units to ensure that approved pa-

tients receive quality medical care and that the

patients’ physical well-being is given top priority.

The Department is anxious and willing to help

all patients and their physicians by answering

questions or discussing problems regarding medi-

cal care and financial assistance. For information,

contact:

William H. Utt, Dr. P. H., Director

Arthur J. Viehman, M.D., Medical Director

Jerry G. Marable, Program Coordinator

Chronic Renal Disease Program

Division of Categorical Medical Assistance

R. S. Gass State Office Building

Ben Allen Road
Nashville, TN 37216

Phone (615) 741-7201
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HILL

CREST

HOSPITAL
•3^nten6ive treatment

f^d^cLiatric ^l^idorderd

This 113-bed non-governmental psychiatric

hospital provides modern facilities for diagnosis

and treatment of patients \with all degrees of

illness, including those who show severely dis-

turbed behavior. Alcoholic and drug abuse

patients are also accepted.

In addition to care by psychiatrists and by

consultants in all medical specialties, the

treatment program includes occupational,

recreational, and physical therapy, social

services, and tutoring. Emphasis is on short-

term, intensive treatment of voluntary patients.

MEDICAL DIRECTOR: ADMINISTRATOR:

James K. Ward, M.D. Robert V. Sanders

HILL CREST HOSPITAL
HILL CREST FOUNDATION, INC.

6869 Fifth Avenue South

Birmingham, Alabama 35212

PHONE: 205-836-7201

Hill Crest Is a member of: American Hospital

Association, National Association of Private

Psychiatric Hospitals, Alabama Hospital As-

sociation, Birmingham Regional Hospital

Council.

Accredited by Joint Commission on Accredita-

tion of Hospitals. Medicare Approved.

Blue Cross Participating Hospital.
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C. Gordon Peerman, Jr.
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National Health Insurance

There are many physicians in this country who are convinced that the

American Medical Association and organized medicine should introduce a

comprehensive health care bill in the next Congress. This conviction resulted

in the major debate of the December AMA Clinical Convention and meeting

of the House of Delegates in Philadelphia.

Although most physicians would like to see this issue fade away, the

politicians do not seem inclined to let it die, even if our citizens feel that

other issues are more important today. Is the interest of the public as well

as the medical profession best served by opposing any comprehensive health

insurance or National Health Insurance legislation?

The cost of the health care package in organized labor’s contracts with

industry has become so oppressive that many industrialists might be willing

to let the Federal Government take the problem off their hands. The great

expense of bureaucratic administration of many Federally funded health

programs is growing and becoming an increasing financial burden for the

country.

With this climate developing in our nation, the House of Delegates of

the AMA voted to continue the policy of developing legislation based on the

fifteen points previously approved by the House. This approach to National

Health Insurance could avoid the socialistic health care programs that have

been developed in Europe. The program in Great Britain is a bureaucratic

nightmare. Medical care is often delayed and of poor quality. Many doctors

in England are fleeing the system and imigrating to other countries including

the United States.

Included in the fifteen guidelines for National Health Insurance are:

1. Minimal Federal involvement in administration.

2. No Social Security tax for financing.

3. No Social Security administration of insurance programs.

4. The use of private insurance on risk and underwriting basis.

5. Cost and quality controls,

6. Each state should have jurisdiction in licensure of physicians and

regulation of insurance.

With a bill based on these principles, it is possible that we could avoid

a terrible legislative mistake in the Congress. In proposing and working

for the adoption of legislation that will preserve freedom for patients to

choose their physicians, we will have kept the public trust. Physicians would

also retain a reasonable fee for service with minimal Federal bureaucratic

interference.

This course allows the medical profession to remain in the political arena

today fighting for those principles we believe will provide the best possible

medical care for this nation and provide much needed leadership for the

free world.

The TMA solicits the support of all of the physicians in our state and

their patients for the AMA bill to be introduced in the 95th Congress.

Sincerely,

PRESIDENT
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Thoughts for a New Year

As press time began to crowd in on me, I

remarked to one of my associates that I had not

written a New Year’s editorial. Not only that, I

didn’t have one in mind. His reply was, “why not

dig out one of your old ones and reprint it?” I

guess it isn’t plagarism if it involves only one’s

own writing, but I couldn’t quite bring myself

to do it. I did begin to look back through some

of the old ones though, and my most vivid im-

pression was, “How cloudy is our crystal ball.”

It takes so little to upset the balance.

The word for medicine right now is “pessimis-

tic,” and on the face of it it’s hard to see how it

could be otherwise, and yet judging by past ex-
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perience, you never know. You never can know.

Some devotees of astrology live in useless in-

activity because their stars never seem to produce

the “right day,” and others are goaded into de-

structive precipitate action. One good (or bad)

tornado, earthquake, hurricane, flood or epi-

demic, not to mention all the uncertainties of

civilization or lack of it, can bring our world

tumbling down around our ears. Less commonly

but just as unpredictably, windfalls can elevate us

to new heights. Even the most predictable paths

often collapse beneath us.

There is a lot of speculation about what is

going to happen to us in our various roles under

the new administration. Some things do appear

rather certain, but the only really certain of them

are death and taxes, and they, like most other

things, are generalities. The specifics are harder

to come by, and knowing them would likely com-

plicate and not simplify our existence.

Uniquely among civilizations the ancient Jews

were forbidden to consult arcane sources about

the future. They frequently disobeyed, with disas-

trous results. Whether we read tea-leaves, sheep

livers, palms, knots on heads, or stock market

bulletins and forecasts, or if we consult the stars

or the weather maps, our information is liable to

come out garbled and be subject to gross mis-

interpretation. Although it is frequently possible

to make valid projections based on current trends,

it often takes very little to erase the “if.”

I have, in retrospect, written some fairly pes-

simistic editorials, based on what I could see. But

though the retrospectoscope is brightly illumi-

nated, our future vision is exceedingly myopic,

and we need to remember it. We need to remem-

ber the words of Robert Burns that “the best laid

plans of mice and men gang aft aglae.” I do not

wish to be understood to be against planning. But

for your peace of mind in the new year, I give you

the words of Jesus; “Which one of you can live

a few years more by worrying about it? . . . Do
not worry about tomorrow; it will have enough

worries of its own. There is no need to add to the

troubles each day brings.” (Matthew 6:27, 34,

Today’s English Version). And the words of the

prophet Isaiah, “Thou wilt keep him in perfect

peace whose mind is stayed on Thee.” (Isaiah

26:3)
J.B.T.

Deja Vu in Phillie

The City of Brotherly Love, which is often

anything but, and which is the butt of many W. C.
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Fields jokes (often, not to say usually, justified),

became the scene last month of a minor revolt as

the AMA House of Delegates went into delibera-

tions at its 30th Annual Clinical Session. Bitter

cold weather and the Legionnaires’ disease kept

the crowds away in droves, so that the biggest and

best of all AMA education programs suffered a

sinking spell, but things were hot enough across

the river, where the cry was, “Down with Na-

tional Health Insurance, and a pox on HR 6222”

(the AMA sponsored NHI bill). The reference

committee hearings strung out into late afternoon,

and the House spent a lot of time retracing its six

month old steps from Dallas, but in the end the

House again sustained the position of the Board

of Trustees that it is absolutely necessary that

AMA have a national health insurance bill in the

95th Congress, and approved the report of the

Reference Committee, which commented that

“your Reference Committee is impressed with

the number of occasions on which this house has

reviewed and approved the substantive matter

either contained in HR 6222 or on which it is

based.”

I hate to accuse colleagues of being either

obdurate or thick-headed (or both) and I do it

only because I can identify with them, having on

occasion been accused of it myself, probably with

justification. But in this instance why having an

NHI bill in Congress necessarily means support

of the concept of mandatory universal NHI es-

capes me.

I personally bow to no man in my opposition

to mandatory universal NHI, and the Board occu-

pies the same position. But it is the candid opin-

ion of many members of the Congress that we
have thus far escaped it only because the AMA
has taken a positive position, instead of a nega-

tive one which unfortunately has come to be asso-

cited in the public mind with medicine generally,

organized or otherwise.

I shall not undertake to discuss further the bill

or the deliberations, as I am sure the latter will

be widely publicized, and the first already has

been. But I do wish to quote once again from the

report of the Reference Committee:

“Not only is the Committee impressed with

the preponderance of testimony in support of

HR 6222 but also with the substantive merit of

that testimony. Moreover, in the opinion of the

Committee, this bill embodies the principles ap-

proved by this House and represents a viable

mechanism to advance the Association’s views

on this subject. The Committee concurs with

the views of the Council on Medical Service,

the Council on Legislation, the Board of Trust-

ees and the many speakers who testified at the

hearing in support of HR 6222.”

An obdurate reactionary stand will do nothing

to stem the tide of public opinion, and can only

have the effect of closing off organized medicine

from any possibility of input into an area which

so vitally affects our future.

J.B.T.

Irresponsibility in High Places

Conversation overhead in a restaurant:

“Well, he was just acting like a politician.”

“Why do all politicians have to be dishonest?”

“I guess maybe they think that’s the only my?}'

to get what they want.”

“But does it have to be that way?”

“I don’t know.”

While 1 certainly would not want to tar every

politician with that brush, irresponsibility and

self-serving are distressing and dangerous wher-

ever they occur, and when they are present in

government it is doubly so because it touches so

many lives and because so often there seems to

be little recourse. It is probably why the term

“politician” conjurs up in people’s minds the

idea of self-service, as opposed to “statesman”

(in short supply these days).

The particular case in point is the series of

incidents of political interference in the adminis-

tration at Central and Western State Hospitals,

the latest of which resulted in the resignation and

the subsequent immediate firing of Dr. Exter F.

Bell as Superintendent of Central State, by which

Governor Blanton and his administration have

shown themselves to be totally callous to the

needs of the mental patients of the state.

Thomas O. Smith, chairman of the Central

State Board of Trust, is quoted as saying he had

warned Bell when he took the job as superinten-

dent there were political aspects to it.

“He was fully warned that this was the situ-

ation in Tennessee,” Smith said. “He took the

job right on the heels of the Ninow mess. I told

him it was just part of the job. The statute says

the superintendent serves at the pleasure of the

Commissioner who serves at the pleasure of the

Governor.”

If that is what the statute says, and it is, then

steps must be taken to make it say otherwise.

Unless it does, it will soon be impossible to

obtain proper leadership in our mental institu-
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tions, it it is not already. Our mental health pro-

gram may already have suffered irreparable harm

from the irresponsibility of the government. It is

time for this job to be removed from politics, be-

cause doctors for the most part do not make good

politicians.

J.B.T.

Acupuncture Defended

To the Editor:

It is with unusual interest that I read the November
issue of the Journal of the TMA. I refer specifically

to the articles on acupuncture.

I have used acupuncture daily in my medical practice

for almost three years and find it to be remarkably

effective and safe. I had the opportunity of learning

the procedure while practicing on the West Coast early

in 1974 and have utilized it extensively since that time.

I have enthusiastically observed its progressive accept-

ance in this country and have done what I could to

help.

Many researchers in California, New York, and other

states are conceding that it does indeed have a place in

the armamentarium of the American physician. Some
of these men, by the way, are getting close to explaining

the mechanism of action.

The article by Dr. Paul S. Crane, “Complications of

Acupuncture,” which is based upon one man’s observa-

tion, is quite an argument for the use of sterile tech-

nique. Indeed this very argument which he is using

against acupuncture could have been used against sur-

gery a generation ago before aseptic technique or anti-

biotics. To cast aspersion, however, against an entire

modality of treatment because of such complications in

the hands of some practitioners ignorant of sterile tech-

nique is erroneous.

In our clinic in Los Angeles and in my office in

Nashville, actual complications are rare, and results of

therapy are very rewarding.

O. Jerry Maynard, M.D.
Parkview Tower - Suite 1218

210 25th Avenue North

Nashville, Tenn. 37203

Author Request
To the Editor:

For a biography of Dr. Alton Ochsner of Ochsner

Clinic, New Orleans, opinions, evaluations, anecdotes,

reminiscences, photos are needed. Photos will be care-

fully handled and returned. All material gratefully re-

ceived by

Ira Harkey, PhD
401 Metairie Road, 706

Metairie, Louisiana 70005

ALFORD, JOSEPH W., JR., age 80. Died November
14, 1976. Graduate of Vanderbilt University School of

Medicine. Member of Nashville Academy of Medicine.

BARNES, LINDA STALEY, age 41. Died October 27,

1976. Graduate of the University of Miami. Member
of Marshall County Medical Society.

CLEMMER, HUBERT PYLANT, SR., age 69. Died

November 6, 1976. Graduate of Tulane University.

Member of Consolidated Medical Assembly of West

Tennessee.

CURREY, DOYLE EISON, age 66. Died November
28, 1976. Graduate of the University of Tennessee

School of Medicine. Member of Chattanooga-Hamilton

County Medical Society.

HUNTER, JOHN DAVIDSON, age 37. Died October

29, 1976. Graduate of Louisiana State University. Mem-
ber of Northwest Tennessee Academy of Medicine.

KILLEBREW, JOSEPH B., age 75. Died November 24,

1976. Graduate of Vanderbilt University School of

Medicine. Former member of Chattanooga-Hamilton

County Medical Society.

WILEY, WILLIAM A., age 73. Died December 1,

1976. Graduate of the University of Virginia, Member
of Sullivan-Johnson County Medical Society.

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BRADLEY COUNTY MEDICAL SOCIETY
Harry B. Johnston, M.D., Cleveland

Edwin G. Swart, Jr., M.D., Cleveland

Mervin A. Wade, M.D., Cleveland

CAMPBELL COUNTY MEDICAL SOCIETY
Thomas L. Cohen, M.D., LaFollette

CHATTANOOGA-HAMILTON COUNTY
Morris Z. Effron, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
John Q. Baker, M.D., Bolivar

Glen Barnett, M.D., Jackson

Russell Blanton, M.D., Trenton

Alvin Summar, M.D., Jackson

George Thomas, M.D., Jackson

Richard Larry Williams, M.D., Jackson

Stephen K. Wilson, M.D., Jackson

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
James F. Allbritten, M.D., Memphis
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John R. Austin, M.D., Memphis
Ajit Kumar Biswas, M.D., Memphis

Howard J. Chuang, M.D., Memphis

Joseph N. Fisher, Jr., M.D., Memphis

John H. Gardner, M.D., Memphis
Harvey C. Harmon, M.D., Memphis

James M. Holbert, Jr., M.D., Memphis
Bradford W. Kincheloe, M.D., Memphis
Robert M. Kisabeth, M.D., Memphis
Morris A. Lebovitz, M.D., Memphis
Richard K. F. Leung, M.D., Memphis
Frank A. McGrew III, M.D., Memphis
Douglas M. MacGaw, M.D., Memphis
Elizabeth H. Macintyre, M.D., Memphis
Michael R. Marshall, M.D., Memphis
William F. Matchett, M.D., Memphis
William F. Milam, M.D., Memphis
James F. Nash, M.D., Memphis
William L. Russo, M.D., Memphis
Jack M. Schneider, M.D., Memphis
William P. Stepp, Jr., M.D., Memphis
Erika F. Trapp, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Frederick S. Arnold, M.D., Nashville

William A. Gardner, Jr., M.D., Nashville

Aubrey J. Hough, Jr., M.D., Nashville

Montra M. Kanok, M.D., Nashville

Thomas E. Mason, M.D., Nashville

Henry P. Pendergrass, M.D., Nashville

Jonathan M. Schwartz, M.D., Nashville

Earl E. Vastbinder, M.D., Nashville

SUMNER COUNTY MEDICAL SOCIETY
Ralph H. Ruckle, M.D., Portland

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL SOCIETY
Charles P. Cole, M.D., Johnson City

David M. Freemon, M.D., Johnson City

John T. Smedley, M.D., Johnson City

pfOQfom/ ond neui/ of
ineclicol /odelte/

Nashville Academy of Medicine

A recommendation of the Board of Directors to in-

crease the annual dues for Active and Provisional

members from $100 to $150 was approved by 88% of

the membership present and voting at the November 9

meeting. The increase will become effective January 1,

1977.

Mr. Raymond Schklar of Nashville has been named
Assistant Executive Director of the Nashville Academy
of Medicine. He will assume the new position on

January 1, 1977.

According to Dr. James Hays, incoming President of

the Academy, Schklar will be primarily responsible for

administering the numerous activities and special proj-

ects of some 10 Academy committees. He will also

represent the association in the areas of governmental

relations and legislative affairs.

Raymond Schklar

A native of Williamson County, Schklar, 24, is mar-

ried to the former Susan Mitchell of Nashville. He is

an honor graduate of the University of Tennessee at

Knoxville with a B.A. degree in political science and

has completed course work toward a Master’s degree

in public administration at the University of Tennessee

at Nashville. For the past two years, he has served

as an administrator-invesigator with the U. S. Civil

Service Commission.

ifiedicol neui/
III lennc//ee

ETSU Medical Dean Appointed

Dr. D. P. Culp, president of East Tennessee

State University, announced on Dec. 7 the ap-

pointment of Dr. Jack E. Mobley, Sioux Falls,

S.D., as Dean of the University’s College of Medi-

cine. Dr. Mobley comes to ETSU from the Uni-

versity of South Dakota School of Medicine,

where he has been associate dean for clinical

sciences.

From 1972-74, Dr. Mobley was professor and

chairman of the department of urology at Rush-
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Presbyterian-St. Luke’s Medical Center in Chi-

cago, and from 1966-72, was head of the division

of urology at the University of Arkansas Medical

Center.

After undergraduate education at Arkansas

A & M College and the University of Arkansas,

Dr. Mobley received his doctor of medicine de-

gree from Vanderbilt Medical School and a mas-

ter of science in surgery from Mayo Foundation

and University of Minnesota Graduate School. He
has also done graduate study in the Tulane Uni-

versity School of Medicine. He is certified by the

American Board of Surgery and the American

Board of Urology.

Aolioncil neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Guilt By Innuendo

The American Medical Association has assailed

the government’s release of the names of 995

physicians who last year received $100,000 or

more from the Medicaid program, terming the

action “nothing less than an attempt at guilt by

innuendo.”

“It simply makes a tough practice tougher

for the thousands of dedicated, honest ghetto

physicians,” declared James Sammons, M.D.,

Executive Vice President of the AMA.
A total of 2,533 Medicaid providers, including

dentists, pharmacies and laboratories as well as

physicians, was released by the Social and Re-

habilitation Service (SRS) of the Health, Educa-

tion and Welfare Department. The Agency said

the list was requested under the Freedom of In-

formation Act by news media and others. Under

the Act, according to the Agency, the informa-

tion must be provided,

“The fact that these medical providers received

the stated amounts from the Medicaid program

should not be construed as any evidence of wrong-

doing, nor do amounts listed necessarily represent

‘earnings’ or ‘profits’,” SRS spokesman said, add-

ing that it had no information as to the size of

staffs employed by the individual doctors, or the

number of separate offices they may maintain.

In addition to the 995 physicians, there were

312 dentists, 127 labs, and 1,099 pharmacies on

the list released by HEW. The physicians in-

44

eluded 542 individual practices and 453 group

practices.

States with the largest numbers of physicians

on the list were California, 300; Illinois, 144;

New York, 113; Michigan, 83; Texas, 62; Ohio,

41 ;
and New Jersey, 28. The names and addresses

of all physicians, including those in the group

practices, were contained in the massive, inch-

thick document.

AMA’s Dr. Sammons asked, “Does HEW think

these doctors are guilty of fraud? Then let HEW
say so. Does HEW think they are guilty of viola-

tion of ethics? Then let them give us the names

and we will investigate.”

“The AMA favors prosecution to the fullest

extent of the law of any person—physician or

otherwise—who defrauds patients or the govern-

ment,” Dr. Sammons said, “But we are tired of

doctors being made the whippingboy by publicity-

seeking bureaucrats and politicians. If they want

to clean up Medicaid and Medicare let them go

after the Medicaid Mill and nursing home op-

erators who prosper in every major city with po-

litical protection. That’s the root of the corruption

and the fraud and abuse.

“This releasing of names is nothing less than

an attempt at guilt by innuendo. It simply makes

a tough practice tougher for the thousands of

dedicated, honest ghetto physicians. If HEW
wants to drive medical care out of the ghetto

completely, it has certainly hit upon a highly

effective method.”

Patient Package Inserts

Patient package inserts for almost all drugs,

one of the major demands of the consumer move-

ment, with their attending problems and concerns

were discussed at a two-day symposium here re-

cently. The session was sponsored by the AMA,
the Drug Information Association, the Food and

Drug Administration and the Pharmaceutical

Manufacturers Association.

The patient insert should not be confused with

the package insert. Years ago Congress approved

the requirements for the package insert for pre-

scription drugs, apparently in the mistaken belief

much of this information would get to the patient.

Most of it went to pharmacists; none was re-

quired to be given to patients.

There were hearings in the last Congress on

legislation introduced in House and Senate aimed

at providing patients, with certain exceptions,
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insert information on the prescription drugs they

receive.

FDA Commissioner Alexander Schmidt, M.D.,

told the symposium the consumer has a right to

know about the medicine he is taking. “There

is increasing evidence that a high proportion of

Americans either do not understand the prescrip-

tion instructions or do not follow them,” Dr.

Schmidt said. He contended there is a lack of

effective communication often between physician

and patient on drug information.

The information supplied patients must not be

as detailed as the warnings required in adver-

tising. This would be “an invitation to hypo-

chondria,” said Dr. Schmidt. Rather the informa-

tion should be in plain English, factual, and ex-

plain why the drug is being taken, major side-

effects to watch out for, and when to report

reactions to the physician, according to the FDA
Chief.

William Barclay, M.D., AMA Group Vice

President for Scientific Publications, said care-

fully prepared information about selected drugs

is desirable and could be of service to patients,

physicians and pharmacists. However, Dr. Bar-

clay cautioned that there is a clear danger that

the disclosure could be so alarming as to discour-

age use of drugs that are vitally needed.

One of the major questions to be answered is

how the insert would be distributed. “Obviously,

the physician would rather not have the responsi-

bility of stocking in his office perhaps thousands

of brochures,” he said.

Of even greater importance, is the liability and

other factors involved when physicians in certain

cases for the sake of their patients either want

no insert provided or want to suggest doses or

other information that might run counter to the

insert’s material.

Dr. Barclay noted that labelling has had little

effect on cigarette smoking. He also noted that

one of the most powerful drugs available with all

sorts of adverse reactions and addiction potential

would not be covered by the patient insert

—

alcohol.

John Adams, Ph.D., Vice President of the

PMA, said non-prescription drugs contain far

more patient informational material than the

stronger prescription drugs. However, the patient

package insert could cause severe strain on the

physician-patient relationship, he said. “An ade-

quate explanation of the risks and benefits might

be impossible in a brief description.”

Joseph Onek, Counsel for the Center for Law
and Social Policy, said physicians don’t have the

time to tell their patients all they need to know

about drugs. Patients forget away. He suggested

that a priority list be made up for the inserts,

starting with all drugs used in pregnancy, then

tranquilizers and barbiturates.

Confidentiality of Records

The Social Security Administration is asking

the public for help on how much information,

including medical data, should be disclosed from

Social Security records.

“Social Security needs to change its regulation

to make it conform with the Privacy Act, the

Freedom of Information Act, and the new gov-

ernment in the Sunshine Act,” a spokesman said.

“An important issue underlying these laws is

the basic conflict between the public’s right to

know and the right of privacy of the people

whose records are kept by Social Security,” SSA

Chief James Cardwell said. “We will need to

resolve that conflict in our regulation, and we

want the public’s help.”

Social Security said the revised regulation must

address the basic information about an individual

collected for purposes of administering the Social

Security Act vs. interchange of such information

with state or federal agencies to further efficient

administration of other benefit programs, or to

meet other governmental needs—a further con-

cern is the public’s right to know.

What personal information (including the So-

cial Security Number) should be disclosed by

SSA without the consent of the individual in the

following situations:

(a) for entitlement or potential entitlement

to other local/state/federal benefits or

service;

(b) for investigative or prosecution pur-

poses.

Among other questions nosed were whether

there should be limitations on disclosure of medi-

cal information to third parties and special pro-

cedures for disclosing medical information to the

subject individual, and to make public fees paid

to individual physicians, incorporated individual

physicians, and other providers of medical

services.

Grantee Appeals

The Public Health Service has changed the in-

formal appeals system available to its grantees.
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Now all discretionary project-grant programs

will be eligible to informally appeal certain ad-

verse, post-award decisions made by PHS Grants

Administrators. Previously, only specifically desig-

nated programs had access to the informal ap-

peals system.

The final arbiter of disputes between HEW
and grantees is the Departmental Grant Appeals

Board. Grantees wishing to formally appeal dis-

puted determinations to the Board must first ex-

haust any informal appeal procedures established

by HEW’s principal operating components.

Uniformed Services Dean Resigns

Anthony Curreri, M.D., has resigned as dean

of the fledgling Uniformed Services University of

Health Sciences to return to the University of

Wisconsin as Evan Helfaer Professor of Surgery.

Dr. Curreri, who has served two years with the

military medical academy in Bethesda, Maryland,

also has taken a position with the Veterans Ad-

ministration’s Middleton Memorial Hospital in

Madison.

A search is on for a replacement for Dr. Cur-

reri. Meantime, David Packard, Chairman of the

military medical school’s Board of Regents, will

act as President. The post is one of the most

attractive in government for a physician, paying

$70,000 annually, third highest pay in federal

government for anyone.

The school opened its first class this year.

Institute of Medicine Meets in D.C.

That medicine has had little to do with the

improvement in mankind’s health over the past

several hundred years was the attention getting

gist of the opening address theme of the annual

meeting of the Institute of Medicine here.

There was some sharp disagreement with the

speech by Thomas McKeown, M.D., Professor

of Medicine at the University of Birmingham,

England, but Dr. McKeown insisted that “human

health is determined mainly by way of life,” not

medical advances.

According to Dr. McKeown, the decline of

mortality and growth of population started at the

end of the 1600’s when farmers began a more

scientific and diligent approach to producing

crops. “This increase in food supplies between

the end of the 17th century and the mid- 1800’s

coincided with a substantial reduction of mor-

tality from infectious diseases—and, it is sug-

gested, was the main reason for it.”

Powerfully supporting this progress was im-

proved hygiene atlecting the quality of food and

water in the late 1800’s, Dr. McKeown said. “The

contribution of immunization and therapy has

been recent and, over the whole period, relatively

small.”

The English physician said “that what is true

for other living organisms is also true for man.

Namely that health depends essentially on con-

trol of environmental influences, including those,

which by his own behavior, the individual makes

for himself.”

Some institute members contended that Dr.

McKeown was shortchanging the effect that im-

munizations and the post- 193 5 development of

antibiotics, etc., have had on health. The speaker

conceded that these have had a significant impact,

but he said that in viewing huge population

masses the new treatments do not loom large

statistically in comparison with the general im-

provements in living conditions.

An analysis of the current burden of various

illnesses in the U.S. based on use of medical

services and facilities, loss of life and work time,

was presented by Dorothy P. Rice, Director of

the National Center for Health Statistics.

The rank order of categories of disease ac-

cording to burden were : mental illness and handi-

cap, respiratory diseases, ischaemic heart disease,

bone and joint disease, accidents and suicide, and

neoplasms.

The annual meeting concentrated on the state

of treatment of schizophrenia, hypertension, and

smoking and disease.

Pilots Need Stricter Physicals

“Airplane pilots need stricter physician exami-

nations because medically unfit airmen continue

to endanger themselves and the public,” claims

the General Accounting Office (GAO) in a report

to Congress.

Most of the criticism was directed at private

pilot screening but the GAO said that even com-

mercial pilot tests are often less thorough than

those for military pilots, air traffic controllers

and foreign civilian pilots.

Better medical examination requirements would

be especially helpful in singling out pilots with

heart trouble, alcoholism and high blood pressure,

the GAO said.

The report suggested there are some 23,000

private pilots “who may represent potential safe-

ty problems, including about 12,500 with records
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of driving (autos) while intoxicated and 200 with

physical disabilities which prevent them from

driving an automobile,” said the GAO.
The GAO, an investigative agency for Con-

gress, proposed that the Federal Aviation Ad-

ministration on withdrawal or denial of drivers’

licenses for pilots.

Most scheduled U.S. airlines have tougher

medical checks than required by federal law, but

there is no requirement that the airlines notify the

government when pilots with FAA medical cer-

tificates flunk their airline physicals, according

to the GAO.
The GAO report and the recent publication

of several books questioning airline safety and

pilot reliability may lead to Congressional hear-

ings in 1977.

Consumer Health Information Act

Moving to carry out a new federal law, HEW
has made appointments designed to give higher

priority to health education, health promotion,

and disease prevention activities.

The new law, the National Consumer Health

Information and Promotion Act, was approved by

the Congress last summer.

Assistant Secretary for Health, Theodore

Cooper, M.D., announced that Roger O. Ege-

berg, M.D., Special Assistant to the Secretary

for Health Policy, will serve as his special assis-

tant for health education.

A staff office—the Office of Health Informa-

tion and Health Promotion—will be set up in the

office of the Assistant Secretary for Health.

Named as interim director of that office was Ms.

Jane Fullarton.

Dr. Egeberg will have overall responsibility

for health education policy and for developing

better working relationships with outside organi-

zations engaged in health education activities.

The new law directs the office of health in-

formation and health promotion to:

**coordinate health information;

**coordinate such activities with the private

sector;

**facilitate coordination with other federal

agencies, and professional organizations,

citizens organizations, and public interest

groups;

**and, coordinate the operation of a na-

tional clearinghouse on health informa-

tion, promotion, and prevention activities.

Ms. Fullarton is currently the director of the

Division of Health Research, Office of Policy

Development and Planning, Office of the Assis-

tant Secretary for Health.

Hospital Bed Decrease Urged

A National Academy of Sciences panel has

called for a 10 percent decrease in the ratio of

hospital beds to population. Claiming that a sur-

plus of short term general care beds is contribu-

ting to higher medical costs. The panel said a

national health planning goal should be to reduce

the present ratio of 4.4 beds per 1,000 persons

to 4.0 by 1981.

This would be accomplished by curtailing hos-

pital construction and closing down some existing

hospital facilities.

Panel member John D. Thompson, M.S., of

Yale University estimates that about 50,000 hos-

pital beds which are now either in use or slated

for construction would have to be eliminated. He
and the panel stressed the need for waiting peri-

ods for elective surgery as a way to increase hos-

pital efficiency and occupancy rates.

The report sponsored by the Academy’s Insti-

tute of Medicine also recommends shifting from

the present system of retrospective cost reim-

bursement to a prospective rate-setting system.

The report states the present third-party system

“virtually guarantees the widespread development

of excess bed capacity and encourages unneces-

sary and inappropriate treatment.”

Three of the 1 1 panel mem.bers dissented from

some or all of the report’s conclusions. The

major dissent came from Donald G. Shropshire,

administrator of the Tucson Medical Center and

a representative of the American Hospital Associ-

ation who wrote “too much of the blame for costs

is being put on beds . . . the recommended arbi-

trary formula . . . has no real basis in fact.”

DR. R. PHILLIP BURNS of Chattanooga has been

appointed Chairman of the Department of Surgery of

the UT Clinical Education Center in Chattanooga.

DR. JOHN S. DERRYBERRY of Shelbyville has been

named to serve on a new Joint Commission on Pre-

scription Drug Use.

DR. R. H. DUNCAN of Knoxville has been elected

Chairman of the Park West Hospital Board of Directors.

DR. CLARENCE FARRAR of Mancheser has been
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elected as President-Elect of the Coffee County Medical

Association.

The newly elected Fellows of the American College of

Physicians from Tennessee are: DR. R. K. FARRIS,
DR. JAMES D. YATES and DR. RONALD F.

YATTEAU all of Knoxville. Also elected was DR.
MOHAMMED MOINUDDIN of Memphis.

DR. FRED M. FURR of Concord has been elected

to the Board of Trustees of the American Society of

Bariatric Physicians.

DR. G. BAKER HUBBARD of Jackson was named
Chairman of the Southern Medical Association’s Coun-

cil at their 70th Annual Scientific Assembly in New
Orleans.

DR. A. L. JENKINS of Knoxville has been reelected

Secretary-Treasurer of the American College of Emer-

gency Physicians.

DR. DAVID P. MCCALLIE of Chattanooga received

one of the highest Community Service Awards from the

Tennessee Hospital Association for his efforts in the

development of the Southeastern Tennessee Area Health

Education Center and for his work in gaining passage of

an independent hospital authority to administer Erlanger

and Children’s hospitals.

DR. GRACE E. MOULDER of Shelbyville was installed

as President of the Tennessee Academy of Family

Physicians during the 28th Annual Assembly of the

Academy.

DR. DOUGLAS H. RIDDELL has been installed as

the new president of the Nashville Surgical Society.

Other officers are DRS. GREER RICKETSON, Pres.

Elect, and HERSCHEL A. GRAVES, JR., Secy.-Treas.

Outgoing President is DR. JOHN L. SAWYERS.

DR. JOSE A. VECIANA of Martin received a Dis-

tinguished Service Award for his work during a recent

outbreak of encephalitis in Weakly County.

DR. THOMAS WHITE of Columbia was elected Presi-

dent of the medical staff of the Maury County Hospital

Board of Trustees.

DR. WENDELL W. WILSON of Old Hickory has been

named Family Physician of the Year by the Tennessee

Academy of Family Physicians at its Annual Meeting

in Gatlinburg.

announcement

NATIONAL
1977

Jan. 17-21 Nevada Academy of Family Physicians,

Sahara-Tahoe Hotel, Lake Tahoe

Jan. 17-21 Southeastern Breast Oncology Conference,

Marriott Hotel, Miami

Jan. 27-29 Southern Society for Pediatric Research,

Braniff Place Hotel, New Orleans

Jan. 28-30 Midwinter Radiological Conference, Cen-

tury Plaza Hotel, Los Angeles

Jan. 28-30 Southern Radiological Conference, Grand
Hotel, Point Clear, Alabama

Jan. 30-

Feb. 4

Feb. 2-6

Feb. 3-8

Feb. 28-

Mar. 3

Mar. 10-11

Mar. 24-27

Mar. 25-27

Mar. 26-31

Mar. 28-31

Apr. 3-7

Apr. 13-14

Apr. 17-21

Apr. 17-22

Apr. 17-24

Apr. 18-21

Apr. 19-23

Apr. 23-28

Apr. 25-30

Apr. 29-

May 1

Apr. 13-16

American Society of Contemporary Medi-

cine and Surgery, Diplomat Hotel, Holly-

wood, Florida

American College of Psychiatrists, Hyatt

Regency Hotel, Atlanta

American Academy of Orthopaedic Surg-

eons, Las Vegas Hilton and Convention

Center, Las Vegas

American College of Cardiology, Phila-

delphia Civic Center, Philadelphia

American Society of Regional Anesthesia,

Diplomat, Hollywood, Florida

American Society of Internal Medicine,

Alameda Plaza, Kansas City, Missouri

American Psychosomatic Society, Fair-

mont Colony Square, Atlanta

American Academy of Allergy, Ameri-

cana Hotel, New York

American College of Surgeons, Los An-
geles Hilton, Los Angeles

Southeastern Surgical Congress, Ameri-

cana, Bal Harbour, Florida

American Geriatrics Society, San Francis-

co

American Academy of Pediatrics, New
Orleans Marriott, New Orleans

American College of Radiology, Sham-

rock Hilton, Houston

North American Clinical Dermatologic

Society, Hyatt House, Monterey, Cali-

fornia

American College of Physicians, Dallas

Christian Medical Society, Wichita Hilton

Inn, Wichita

American Pediatric Society, Chalfonte-

Haddon, Atlanta

American Academy of Neurology, Atlanta

Hilton, Atlanta

American Trauma Society

STATE
Tennessee Medical Association, Hyatt-

Regency, Nashville

^ ^ ^

PHYSICIAN OR SURGEON
WANTED

Physician, or Surgeon, for Spinal Cord Injury

Service in modern 923-bed hospital. Deal with

many problems of medicine. Emphasis on total

rehabilitation, or maintenance of rehabilitation

goals, through team aproach. Liberal benefits,

malpractice coverage, rotating night duty. Equal

Opportunity employer.

Contact: Chief of Spinal Cord Injury Service

Veterans Administration Hospital

1030 Jefferson Avenue

Memphis, Tn. 38104

(901) 523-8990
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New Study just Released!

Important

mformatioii

fin: ^rpsidans

aboutSeries
Latest National Survey* Reports:

Pharmacists again prefer

PUREPAC
Over every other generic manufacturer.

There are 5 major national drug manu-
facturers with generic lines: Purepac,
Pfizer, Lederle, Parke-Davis and SmithKline,

but only Purepac manufactures more of its

generic products—in its own plants, than
any of the other 4.

Purepac’s is the most complete of all

these national generic lines, and Purepac’s
prices are more economical.

Now that many states have repealed
their anti-substitution law, you can help

reduce your patients prescription costs

with quality generics. Prescribe Purepac,

Manufacturers of Fine Pharmaceuticals for Over 48 Years

AMERICA’S LEADING NATIONAL BRAND OF GENERICS

or request your pharmacists to dispense

the Purepac brand.

Bio-availability data of Purepac manu-
factured pharmaceuticals and Generic
Reference Chart are yours upon request.

*The November 1976 study by American
Druggist Magazine reconfirms Purepac
leadership over every other generic
manufacturer.

Copies of this study, and Purepac’s Annual
Report are available.



The continuing medical education accreditation

program of TMA has full approval by AMA’s
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA’s commit-

tee, you may receive for your attendance at its

functions Category / credit for the AMA Physi-

cian’s Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Associa-

tion, 112 Louise Avenue, Nashville, Tennessee

37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various subspecial-

ties have been developed by the School of Medicine and

the Division of Continuing Education of Vanderbilt

University. The practicing physician, with the guidance

of the participating department chairman can plan an

individualized program of one-to-four weeks to meet

recognized needs and interests. The experience will in-

clude contact with patients, discussion with clinical and

academic faculty, conferences, ward rounds, learning in-

dividual procedures, observing new surgical techniques,

and access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.

Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.

Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.

Oncology Robert Oldham, M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James, Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neil, M.D.
Plastic John B. Lynch, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy Vernon H. Reynolds, M.D.

ELIGIBILITY : All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT : American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION; For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, Tenn. 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

1977

Jan. 28-29 Annual Edwards Lectureship in Surgery,

H. William Scott, M.D.

Mar. 4-5 Update in Anesthesiology 1977, Bradley

Smith, M.D.

March Tumor-Associated Products, Robert Old-

ham, M.D.

Mar. 30-31,

Apr. 1

April

Apr. 22-23

Apr. 28 ,

Hypertension: Update 1977, American

College of Physicians, Grant W. Liddle,

M.D.; Paul E. Slaton, M.D.

Prostatic Diseases in General Medicine,

Robert Rhamy, M.D,

Gynecologic Oncology and the Eighth

Annual Whitacre Lecture, Conrad Julian,

M.D.

Annual Frank H. Luton Lecture in

Psychiatry, Marc Hollender, M.D.
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May 19-20

May 14

May 25-26

June 21-22-23

September

Oct. 17-22

December

Postgraduate Course in Allergy, Vander-

bilt University; University of Tennessee,

Memphis; University of Mississippi,

Philip Lieberman, M.D.; Samuel Marney,

M.D.

International Medicine, Vanderbilt Uni-

versity Medical Alumni Reunion

Sixteenth Annual Seminar in Psychiatry,

Frank Luton, M.D.

National Symposium on Impedance

Screening in Children, Bill Wilkerson

Hearing & Speech Center, Fred Bass,

Ph.D.; Charles Bluestone, M.D.; Jerome

Klein, M.D.; Earl Harford, Ph.D.

Pediatric Cardiology: Seventh Annual

Pediatric Symposium, Thomas Graham,

M.D.

Family Practice Intensive Review 1977,

Vanderbilt University School of Medi-

cine; Tennessee Academy of Family

Physicians, Paul E. Slaton, M.D.

What’s New in Obstetrics for Physi-

cians, Erank H. Boehm, M.D.

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1977

Feb. 10-11

Feb. 12-13

Feb. 25-26

Feb. 27-

Mar. 2

Mar. 6-9

Mar. 16-18

Mar. 21-26

April 4-6

April 21-22

April 28-29

May 23-27

May 25-28

Advanced Hypnosis, Memphis

Obstetrical Anesthesia, Memphis

Current Concepts of Cancer Manage-
ment, Memphis

Otolaryngologic Allergy, Memphis

Basic Principles of Rhinoplasty, Mem-
phis

Gynecologic Endocrinology, Memphis

General Review Course for Family Phy-

sicians, Memphis

Colposcopy, Memphis

Controversies in General Surgery, Mem-
phis

Leigh Buring Conference, Memphis

Intensive Review of Anesthesiology,

Memphis

Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

SYMPOSIUM ON
ENDOCRINE CAUSES OF MENSTRUAL

DISORDERS
Hilton Inn, Memphis, Tenn.

March 16-18, 1977

Included are Normal Events, Central Nervous Systems

Disorders, Ovarian Disorders, Pituitary Disorders.

A Postgraduate course for practicing physicians ap-

proved for 20 Elective Hours by AAEP.

For further information, please contact:

Division of Continuing Education

UTCHS
800 Madison Avenue

Memphis, Tennessee 38163

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Jan. 27-28

Eeb. 17-18

March 3-4

March 7-11

March 30

March 31

April 1

April 22-23

May 16-20

Chattanooga

Pulmonary Medicine for the Clinician

Chattanooga Choo-Choo

Basic Medical Genetics for the Prac-

ticing Physician

Chattanooga Choo-Choo

Arthritis and Office Orthopaedics

Pine Isle Resort

Buford, GA
Diagnostic Radiology for the Primary

Care Physician

Tamarron Ski Lodge

Durango, CO
Urology Circuit Course

Athens, TN
Urology Circuit Course

Chattanooga, TN
Urology Circuit Course

Dayton, TN
Pediatric ENT
Chattanooga Choo-Choo

General Radiology

Sahara Hotel

Las Vegas, NV

Athens, Tenn.

Chattanooga,

Tenn.

Jan. 20

Eeb. 3

Eeb. 24

March 10

March 24

April 7

April 28

May 12

Medicine Update ’77

12:00 noon to 2:00 p.m.

4:00 to 6:00 p.m.

Dermatology

Cardiology

Gastroenterology

Rheumatology

Neurology

Endocrinology

Oncology

Infectious Disease

AGP 1977 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three-to-five days, they are directed toward

practicing physicians and are presented in association
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with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

See August 1976 issue for complete listing.

Topics in Internal Medicine

The American College of Physicians will sponsor a

postgraduate course Selected Topics in Internal Medi-

cine at the West Virginia University Medical Center in

Morgantown, Mar. 2-4.

Director Edmund B. Flink, F.A.C.P., and faculty will

present three days of review of what is new in internal

medicine. Special topics in medicine and specialties

will be presented in lectures, panels, demonstrations,

illustrative case analyses and workbook exercises. Re-

lated topics will be presented in blocks. Emphasis will

be on newer diagnostic information and participation

in problem situations is planned.

Registration fee for ACP Fellows, Members, Residents

and Research Fellows will be $100; Nonmembers, $150;

and ACP Associates, $50.

Clinical Hematology
The University of Alabama School of Medicine will

host a March 7-9 ACP postgraduate course on Solving

Problems in Clinical Hematology. Thomas W. Sheehy,

F.A.C.P., and Marcel E. Conrad, F.A.C.P., co-directors,

will emphasize six important areas of clinical hema-
tology through lectures and in-depth (small group) dis-

cussions centering around clinical case material which

will be provided participants prior to their arrival in

Birmingham.

The six areas are malignant lymphoma; leukemia;

hemolytic anemia; nutritional hematology; platelet ab-

normalities; and immune deficiency disease. Pertinent

pathologic material from tissue sections, bone marrows,

and peripheral blood will be provided on color slides

for each of the sections. These v/ill accompany the

case material made available prior to the beginning of

the course.

Registration fees for ACP Fellows, Members, Resi-

dents and Research Fellows will be $120; Nonmembers,

$175; and ACP Associates, $60.

Infectious Disease Course

The Third Stanford-Palo Alto Medical Research

Foundation Winter Course in Infectious Diseases at

Sun Valley, Idaho will convene March 7-11. Director

Jack S. Remington, F.A.C.P., and faculty will provide

a thorough and up-to-date review of topics in infectious

diseases of special interest to the internist and generalist

in practice. This five-day program will devote particular

emphasis on newer concepts of diagnosis, treatment and

prevention of infectious diseases and a separate session

will be devoted to the clinical relevance of the recent

advances in the knowledge of host defense mechanisms

against infection.

Topics to be covered will include the opportunistic

fungal, bacterial and viral infections seen in the com-
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promised host, the hepatitis viruses and vaccines, res-

piratory bacterial and viral infections and vaccines, and

the spectrum of disease entities associated with myco-

plasma. Sessions on bacterial infections will cover gram

negative sepsis and shock and the problem of dissemi-

nated intravascular coagulation. There will also be dis-

cussions of urinary tract infections. Other subjects will

include endocarditis, anaerobic infections, meningitis,

streptococcal infections, gonorrhea and syphilis, the

bacterial diarrheas, and diseases caused by slow viruses.

Sessions on therapy will cover the newer antifungal

and antibacterial agents and their proper use in treat-

ment and prophylaxis. The use of antibiotic combina-

tions and the effect of host factors that may influence

antibiotic action will also be covered. The special prob-

lem of hospital-acquired infections and their epidemi-

ology will be discussed.

Registration for ACP Fellows, Members, Residents

and Research Fellows will be $140; Nonmembers, $200;

and ACP Associates, $70.

Physiologic Basis of Clinical Disease

Director Donald W. Seldin, F.A.C.P., has designed a

March 14-17 course on The Physiological Basis of Clin-

ical Disease to provide an understanding of the basic

physiologic concepts of disease and the practical appli-

cation of these concepts to the understanding of clinical

disorders of man.

Presented at the University of Texas Health .Science

Center at Dallas Southwestern Medical School, the

pathophysiology of major diseases of the endocrine,

cardiovascular, pulmonary, gastrointestinal-liver, im-

munologic-hematologic and renal systems will be cov-

ered.

In each case the unederlying physiologic derangements

will be employed as the basis for providing a rational

means of diagnosing and treating the disease in question.

Registration fees for ACP Fellows, Members, Resi-

dents and Research Fellows will be $120; Nonmembers,

$175; and ACP Associates, $60.

Recognition and Management of

Heart Disease

The University of Arizona College of Medicine, Tuc-

son, will host a three-day ACP postgraduate course

March 17-19. Directors Frank I. Marcus, F.A.C.P., and

Gordon A. Ewy, M.D., will present Clinical Recogni-

tion and Management of Heart Disease— 1977 which

will place emphasis on the approach to the prevention

of sudden cardiac death, the current status and indica-

tions for coronary artery bypass surgery, diagnosis and

treatment of valvular heart disease and modern drug

therapy.

Comprehensive audio-visual equipment will permit

maximum audience participation. Electives will allow

the physician to explore areas of interest in greater

depth.

Registration fees for ACP Fellows, Members, Resi-

dents and Research Fellows will be $100; Nonmembers,

$150; and ACP Associates, $50.

Endocrinology and Metabolism

Endocrinology and Metabolism will be presented
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March 21-25 at the University of California, San Fran-

cisco under the directorship of Peter H. Forsham,

F.A.C.P. The latest developments will be presented in

the fields of; the adrenals, cortex and medulla, the para-

thyroids both parahormone and calcitonin problems, the

thyroid, the pituitary, hypothalmic realsing factors and

inhibitory factors, the testes, the ovaries, lactation both

normal and abnormal, and diseases of the Islets of Lan-

gerhans including excess gastrin.

Important metabolic diseases will be covered, notably

the various types of diabetes, diseases of lipid metabo-

lism, gout, glycogen storage diseases and some of the

congenital diseases of carbohydrate, protein and fat

metabolism. This will be done in terms of pathophysi-

ology, diagnosis and treatment, and there will also be

some selected clinical presentations.

Registration fees for ACP Fellows, Members, Resi-

dents and Research Fellows will be $140; Nonmembers,

$200; and ACP Associates, $70.

Peripheral Arterial Disease and

Venous Thromboembolism
The American College of Physicians, the Council on

Thrombosis of the American Heart Association, the

American Heart Association Northeast Ohio Affiliate,

Inc., and the Cleveland Clinic Education Foundation

will sponsor the March 23-25 postgraduate course in

Cleveland: Peripheral Arterial Disease and Venous
Thromboembolism.

This course is to assist physicians in updating their

diagnostic and therapeutic skills in acute and chronic

venous and arterial thromboembolism as well as other

areas of peripheral vascular disease. Emphasis will be

on cerebral, visceral and peripheral circulations. Non-
invasive and invasive diagnositic modalities will be

analyzed. The area of therapy will include anticoagu-

lants, platelet anti-aggregates, thrombolytic therapy,

mechanical means that affect blood flow, alterations in

autonomic tone and various surgical procedures.

The course will consist of two and a half days of

lectures, a movie, question and answer session, and an

exhibit.

Registration for AHA Members, ACP Fellows, Mem-
bers, Residents and Research Fellows will be $100; Non-
members, $150; and ACP Associates, $50.

Clinical Rheumatology
At the University of Arizona in Tucson will be the

March 28-April 1 Clinical Rheumatology: The Diag-

nosis and Treatment of Arthritis and Related Diseases,

to bring the practicing internist up-to-date on the prac-

tical aspects of diagnosis and treatment of rheumatoid

arthritis and related disease. Clinical observations, labo-

ratory data, roentgenographic findings, new and perti-

nent modalities of therapy, appropriate physical therapy

and the part of corrective orthopedic surgery in arthritis

will be particularly emphasized. There will be presenta-

tion of basic investigations as correlated with the clinical

aspects of diagnosis and treatment.

Fees for ACP Fellows, Members, Residents and
Research Fellows, $140; Nonmembers, $200; and ACP
Associates, $70.

Gastroenterology and Gastorintestinal

Oncology

Towsley Center for Continuing Education at the Uni-

versity of Michigan Medical Center in Ann Arbor will

hold a March 28-April 1 ACP postgraduate course

in honor of H. Marvin Pollard, M.A.C.P., Honorary

Course Chairman. Gastroenterology and Gastrointesti-

nal Oncology, under the directorship of Keith S. Henley,

F.A.C.P., will help the internist in the diagnosis and

management of gastrointestinal disorders encountered in

practice. Emphasis will be placed on the clinical signifi-

cance of recent advances in knowledge, and should

therefore, prove helpful to those studying for specialty

and sub-specialty examinations. It will also benefit those

who have part-time or full-time teaching responsibilities.

Registration fees for ACP Fellows, Members, Resi-

dents and Research Fellows will be $140; Nonmembers,

$200; and ACP Associates, $70.

Hypertension Update

Hypertension: Update 1977 will be presented March
30-April 1 at Vanderbilt University School of Medicine

in Nashville under the directorship of Grant W. Liddle,

F.A.C.P. The course is designed to offer practicing

clinicians the opportunity to hear and participate in

sessions that will bring their knowledge up-to-date in

all aspects of the management of one of the most fre-

quently occurring diagnoses in the practice of medicine:

hypertension.

An approach to the diagnosis of the curable causes of

hypertension will be outlined. Pseudoaldosteronism, oth-

er varieties of “low renin hypertension”, and the more
common diagnostic dilemmas will be reviewed in greater

depth.

Treatment modalities will be reviewed. Problems in the

management of complications of treatment and hyper-

tensive emergencies will be discussed and a priority list

for drug therapy developed. Major discussion will

deal with drugs and dietary compliance. Panels will

address controverises in hypertension, e.g., whether to

diagnose first or treat and then diagnose.

The use of renin in diagnosis, treatment decisions, and

renovascular hypertension will be discussed. Medical

versus surgical approaches to renal artery lesions will be

reviewed. Ample time will be arranged for group discus-

sion of individual cases and questions and answers.

Registration for ACP Fellows, Members, Residents

and Research Fellows will be $100; Nonmembers, $150;

and ACP Associates, $50.

UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems

One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

practice with patients in the Intensive RBT Treatment

Program.
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The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that

is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

SEVENTH FAMILY MEDICINE REVIEW
Session III

February 20-26, 1977

Registration Fee: $295.00

For further information:

Maxie C. Maultsby, Jr., M.D.
Office of Continuing Education

Department of RBT
University of Kentucky

Lexington, Kentucky 40506

AMERICAN COLLEGE OF
CHEST PHYSICIANS

1977 POSTGRADUATE CALENDAR
Continuing Education Programs

See September, 1976 issue for listing.

PEDIATRIC PULMONARY PROGRAM
The postgraduate course, “The Young Lung—Inten-

sive Care 1977”, will be held at the Manor Vail in Vail,

Colorado, January 17-20, 1977, sponsored by the Amer-
ican College of Chest Physicians and the University of

Colorado Medical Center. This course has been evalu-

ated for 17 hours credit toward the American Medical

Association’s Physician Recognition Award under Cate-

gory 1.

The program was designed to provide practicing phy-

sicians with up-to-date information on diagnostic tech-

niques, care of the critically ill child and general man-
agement of pediatric pulmonary diseases from birth

through young adulthood. Sessions will include didactic

lectures, panel discussions, and workshops dealing with

current respiratory equipment, procedures and prob-

lems.

Topics of the three workshops are: “Current Respira-

tory Equipment and Nursing Procedures,” “Emergency
Techniques and Instruments in ICU” and the “Use of

Mechanical Ventilators in Pediatrics.”

While the program will be of special interest to the

practicing physician, ICU nurses, senior inhalation

therapists and other senior health professionals are en-

couraged to attend. Registration fees for this course

are: ACCP members, $155.00; Non-member physicians,

$180.00; Residents, nurses, therapists, $100.00.

ACCP PULMONARY PROGRAM
The American College of Chest Physicians will spon-

sor the postgraduate course, “Management of Acute and

Chronic Respiratory Failure”. This program will be held

at the Konover Hotel in Miami Beach, Florida, Febru-

ary 7-11, 1977.
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This intensive five-day course will stress pulmonary

function in health and disease and the assessment of

the patient with respiratory insufficiency. This will be

followed by presentations of the pathology, and patho-

physiologic disturbances present in small airway disease,

COPD, ARDS, and pulmonary hypertension.

This program has been evaluated for 26 hours credit

toward the AMA Physician’s Recognition Award under

Category 1. Registration fees are: ACCP members,

$160.00; Nonmember physicians, $185.00; Residents,

nurses and allied health professionals, $125.00.

For further information:

Dale E. Braddy

Director of Continuing Education

American College of Chest Physicians

911 Busse Highway
Park Ridge, Illinois 60068

NETWORK FOR CONTINUING
MEDICAL EDUCATION
Schedule for Upcoming Programs

PROGRAM SCHEDULE
Jan. 24- “DIFFERENTIAL DIAGNOSIS OF

Feb. 6 ORAL LESIONS,” with Maurice Galante,

M.D., Associate Professor of Surgery,

School of Medicine; Sol Silverman Jr.,

DDS, Chairman and Professor of the Di-

vision of Oral Biology, School of Dentis-

try; both at the University of California,

San Francisco.

“LOW BACK PAIN—CHRONIC,” with

Peter Marchisello, M.D., Chief, Back

Clinic, Hospital for Special Surgery, New
York City.

“DRUG SPOTLIGHT: ANTIARRHYTH-
MIC DRUGS,” with Edmund H. Sonnen-

blick, M.D., Professor of Medicine, and

Chief of the Cardiology Division; William

H. Frishman, M.D., Director of Non-In-

vasive Cardiology; both of the Albert Ein-

stein College of Medicine, New York City.

Feb. 7- “SPINAL CORD TRAUMA,” with Alain

Feb. 20 B. Rossier, M.D., Chief of Spinal Cord

Injury Service, Veterans Administration

Hospital, W. Roxbury, Mass., Professor of

Spinal Cord Rehabilitation at Harvard

Medical School, Boston.

“ANTIBIOTICS IN RENAL FAILURE,”
with Harold C. Neu, M.D., Associate Pro-

fessor of Medicine, Associate Professor of

Pharmacology, and Head of Section on

Infectious Diseases, College of Physicians

and Surgeons, Columbia University, New
York City.

“BENIGN PROSTATIC HYPERPLA-
SIA,” with Earl Wendel, M.D., urologist,

Passavant Hospital, Chicago.

Feb. 21- “ANAEROBIC INFECTIONS, PART I,”

Mar. 6 with Robert Fehety, M.D., Head Division

of Infectious Diseases, Department of

Medicine, University of Michigan, Ann
Arbor.
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“ANAEROBIC INFECTIONS, PART
II,” with William I. Ledger, M.D., Pro-

fessor of Obstetrics and Gynecology, Uni-

versity of Southern California, and Direc-

tor of Maternal Fetal Medicine at Wom-
en’s Hospital, Los Angeles.

“CARCINOMA OF THE PROSTATE,”
with Earl Wendel, M.D., urologist, Passa-

vant Hospital, Chicago.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

1977 Practice Management and Economic
Seminar Schedule

Feb. 17-20 San Diego, California

Apr. 30- Queen Elizabeth II Cruise

May 7

lune 18-25 Madrid, Spain

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Florida

ALTON OCHSNER MEDICAL
FOUNDATION

“Vascular Surgery—Updated”

February 3-5, 1977

Ochsner Medical Institutions

Monroe Hall

This course is directed toward the practicing general

and vascular surgeon and its purpose is to update the

practicing surgeon as to the newer developments in

vascular surgery. There are to be short, formal lectures

and panel discussions with questions from the audience.

There will also be some wet clinics to demonstrate the

operative technic of certain procedures.

Registration Fee—$125.00

Please send all requests for information to:

Continuing Education

Alton Ochsner Medical Foundation

1516 Jefferson Highway
New Orleans, Louisiana 70121

504/834-7070, Ext. 5831

Immunopathology of the Skin

The Seventh Annual Conference on the Immuno-
pathology of the Skin will be given on May 26 to 28,

1977 by the Departments of Microbiology and Derma-
tology through Continuing Medical Education of State

University of New York at Buffalo at the Sheraton

East in Buffalo, New York immediately following the

Second Annual Westwood Conference organized by Dr.

Richard L. Dobson and his associates.

The first part of this conference is designed primarily

to afford practitioners a basic understanding of recent

advances in the field and to enable them to utilize pres-

ent knowledge of this subject in their practice. Registra-

tion fee is $95.00. For further information on regis-

tration write to Mrs. Gloria Griffin, 219 Sherman Hall,

SUNY/B, Buffalo, New York 14214.

Common Pediatric Problems

Children’s Hospital National Medical Center and

George Washington University are sponsoring a three-

day Symposium on Common Pediatric Problems on

June 8-10, 1977. It features a Symposium on Hematol-

ogy, Oncology and Immunology; a Symposium on

Adolescence; and a day of workshops. The guest faculty

consists of Drs. Robert Baehner, Lewis Barness, Harvey

Colten, Charles Dinarello, Margaret Smith and Sheldon

Wolff.

This continuing medical education program has been

approved for credit by the American Medical Associa-

tion and the American Academy of Family Physicians.

Further information may be obtained by writing to Mrs.

Susan Weiss, 13407 Brackley Terrace, Silver Spring,

Maryland 20904.

American Society for Clinical

Pharmacology and Therapeutics

Speakers Available

The American Society for Clinical Pharmacology

and Therapeutics maintains an active Continuing Edu-

cation Program including a Speakers Bureau. Members

of the Society are prepared to provide authoritative

postgraduate education in many areas of clinical phar-

macology and therapeutics. The Society is an accredited

body for continuing medical education.

Limited funds are available to provide honoraria for

speakers, and the host organization will be responsible

for all travel expenses.

Applications for speakers may be sent to the Ameri-

can Society for Clinical Pharmacology and Therapeu-

tics, 1718 Gallagher Road, Norristown, Pennsylvania

19401.

MARICOPA COUNTY GENERAL HOSPITAL
March 18-20, 1977

Emergency Medicine: Clinical-Radiological Correlation

This interspecialty postgradaute seminar will be pre-

sented March 18-20, 1977 at Pointe West Resort in

Phoenix, Arizona. Content will be directed to radiologists

and emergency room physicians. The course is approved

for 14 hours of Category I, American Medical Associa-

tion credit. Tuition: $110.00.

For further information write to Program Director,

Austin R. Sandrock, M.D., Chairman, Department of

Radiology, Maricopa County General Hospital, 2601

East Roosevelt, Phoenix, Arizona 85008.

TRAUMA SEMINAR
The second annual Suncoast Trauma Seminar, a con-

tinuing education course for physicians and residents,

will be held March 9-11, 1977, at the University of

South Florida College of Medicine, Tampa, Florida.

The course is sponsored by the American College of

Surgeons Committee on Trauma, and co-sponsored by

the Department of Surgery, University of South Florida

College of Medicine.

Course director is Roger T. Sherman, MD, FACS,
Professor of Surgery and Chairman, Department of
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Surgery, University of South Florida College of Medi-

cine.

The course, offering a comprehensive program of

continuing education in the definitive treatment of the

seriously injured, is designed to enhance the knowledge

and skills of physicians who are first confronted with

trauma patients in rural, suburban and urban hospitals.

Course curriculum will include such trauma topics as:

blood volume replacement, monitoring the severely in-

jured patient, thoracic trauma, vascular injuries, man-

agement of infection in the trauma patient, metabolic

response to trauma, eye injuries, fractures and disloca-

tions of the spine and pelvis, and priorities of the mul-

tiple injury patient.

The course has a limited registration of 200. The fee

for physicans is $125; for residents, $75. Advance regis-

tration forms may be obtained by writing to Dr. Sher-

man at the Department of Surgery, University of South

Florida College of Medicine, Box 16, 12901 North 30th

Street, Tampa, Florida 33612, or by writing the ACS
Trauma Division, American College of Surgeons, 55 E.

Erie, Chicago, Illinois 60601.

ALLERGY SCIENTIFIC CONGRESS
New York City, March, 1977

The American Congress of Allergy and Immunology,

the first scientific assembly to be sponsored jointly by

the four national organizations of clinical, research and

academic allergists, will be held in New York City,

March 26-31, 1977.

The components of the six-day program include two

days of postgraduate instruction, March 26 and 27, and

a four-day scientific program supplemented by lunch-

eons, seminars and scientific workshops. Several hundred

scientific papers on subjects relating to the latest findings

in research, diagnosis and therapy of allergic disorders

will be presented. Preceding the formal opening of the

Congress, on Eriday, March 25, 1977, a course in

Aeroallergen Identification will be offered by the four

societies at the Americana, the headquarters hotel.

FOURTH ANNUAL
ASPEN MUSHROOM CONFERENCE

Hotel Jerome

Aspen, Colorado

August 7-12, 1977

The Fourth Annual Aspen Mushroom Conference is

designed for physicians, amateur mycologists and scien-

tists interested in the identification and toxic properties

of mushrooms. The Conference is sponsored by the

Colorado Mountain College, Glenwood Springs and the

Beth Israel Hospital, Denver, Colorado.

The program will be structured for the beginner as

well as the advanced student by offering independent

teaching sessions for each group. Didactic sessions and

refresher courses on mushroom identification will be

held in the early mornings and late afternoons at the

novice and advanced student levels. The program will

include mushroom microscopy for a limited number of

advanced students, and mushroom chemistry and chro-
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matography. Courses on advances in the diagnosis and

treatment of mushroom poisoning and on hallucinogenic

mushrooms will be offered to physicians and others in-

terested in these subjects.

Generally, in the late summer, the Aspen mountains

are productive of a wide variety of mushrooms. Experi-

enced leaders will conduct daily forays into the sur-

rounding mountains to collect edible and poisonous

species and study their field characteristics.

Adequate time will be allowed to participate in leisure

mountain activities including the renowned Aspen Music

Eestival.

AMA Physician Recognition Award: Up to 30 hours

for Category II.

Eor further information contact:

Aspen Mushroom Conference

c/o Beth Israel Hospital

1601 Lowell Boulevard

Denver, Colorado 80204

(303) 825-2190 Ext. 354

ADMINISTRATION SEMINAR
A Medical Practice Administration Seminar featuring

the AMA’s Medical Collection Methods will be held

lanuary 26, 1977, 8:30 a.m.-12:00 noon at the Hilton

Inn-Central in Nashville.

For further information contact:

Robert C. Fraim Associates, Inc.

10409 Lovell Center Drive

Concord, Tennessee 37720

Telephone (615) 693-0041

NURSING HOME RULES AND
REGULATIONS AVAILABLE

“TMA is encouraged with the increasing number

of physicians in long-term health care facilities.

As a service, the Association has on hand latest

federal rules and regulations regarding opera-

tion within nursing homes including physicians’

services. Write the TMA office, c/o Long-Term

Health Care Committee or check with your local

nursing home.”

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



AMA Outlines Policy on

Release of Information

The American Medical Association’s policy on the

release of information from the physician’s data file has

been reaffirmed by the Board of Trustees. The policy

assures appropriate sharing of data within limits that

safeguard the confidentiality of individual physician’s

records and the AMA’s proprietary rights and legal

liabilities.

Pressure to release data for commercial and other

uses has intensified during the past year. The policy

provides for the use of data for specific purposes stated

on requests approved by the AMA.
However, data cannot be used for the development of

independent physician data files, and start-up tapes will

not be provided for developing independent data banks

or service bureaus.

Data cannot be used to validate the AMA data base

unless a binding agreement is signed with the AMA.
The AMA will continue to assist individuals, institutions,

organizations and agencies with legitimate needs for in-

formation.

AMA Gives $25,000 Grant To Support

TV Violence Monitoring

The American Medical Association announced today

a grant of $25,000 to support the TV violence monitor-

ing activities of the National Citizens Committee for

Broadcasting. A media reform group based in Washing-

ton, D.C., the NCCB is concerned with documenting the

amount of television violence portrayed in prime time

network television. Their goal is to encourage more
thoughtful and informed choices on the part of the

public, broadcasters, advertisers and producers.

“This action represents a strong commitment by AMA
to endorse and finance activities that will encourage the

industry to reduce the amount of violence in TV pro-

gramming, according to James H. Sammons, M.D.,

AMA’s executive vice president. “Our grant will subsi-

dize NCCB’s study of the new fall programming. We
believe NCCB is providing a valuable service by rank-

ing TV programs and sponsors according to the extent

with which they are identified with violence. The Ameri-

can public has a right to know which programs contain

the most violence so that people can then make respon-

sible decisions about family viewing.”

At its annual convention in June of this year, AMA’s
House of Delegates endorsed the position that TV vio-

lence is an environmental hazard affecting the health of

American children.

NCCB’s study, to be completed in early December, is

designed to have direct impact on advertisers, ad agen-

cies and networks. Incorporating some procedural refine-

ments in the monitoring and ranking process, the new
system will be based on monitoring reports tabulated by

using either of two definitions of violence.

Developed by George Gerbner, Ph.D., of the Uni-

versity of Pennsylvania, the first definition includes

overt forms of violence, as well as natural disasters,

car chases and comedic violence. The second definition

is limited to aggressive violence against individuals

—

physical violence, use of weapons and capital crimes.

Cost of Medical Practice

Records Sharp Increases

Soaring inflation, increased malpractice premiums,

and higher wages and benefits for employees are the

three main reasons it costs physicians more to provide

medical service today. This is the finding of an Ameri-
can Medical Association poll of a cross section of

American physicians seeking their opinion on why medi-

cal costs are rising and how costs can be contained. Doc-
tors also believe government programs, such as Medi-
care and Medicaid, and expensive new technology are

forcing costs of providing medical care higher, the poll

indicates.

Nine out of ten MDs responding to the survey say

that their practice overhead costs have increased in the

last three years, with 44 percent estimating increases

ranging between 26 percent and 50 percent. Some 42

percent had increases of 25 percent or less, while the

remainder found their costs going up more than 50 per-

cent. Overwhelmingly, physicians (85 percent) believe

that, taking all health services costs into account, the

greatest savings can be effected in hospitals. Only 6.4

percent think substantial cost savings could be effected

in medical office practice.

The single most important step the doctor can take in

his own practice to contain costs is related to reducing

malpractice premiums or decreasing the incidence of

claims, poll respondents declare. Other suggestions for

savings include more use of support personnel, increased

patient volume handled more efficiently, more attention

to budgets, reduction of overhead, and more careful

purchasing of supplies.

Many physicians say the main way to reduce costs

for patients is to order fewer tests, but they point out

that malpractice is forcing them to practice more de-

fensive medicine. Government controls are not the

answer, the doctors believe. “Experience has decreed

that when the government gets involved, costs go up,”

one doctor writes.

Malpractice Rates Hurting Patients

Cost of physicians’ malpractice insurance is hitting the

patient where it hurts—in the pocketbook. Patients paid

an estimated $1.24 for malpractice insurance each time

they visited a doctor in 1975. That amount was about

8.1% of the full amount the patient paid for the visit,

according to preliminary estimates of the American
Medical Association. The impact on the patient this

year is even greater because malpractice insurance rates

are still on the upswing. In 1973, a patient paid an esti-

mated average of 30 cents per doctor visit for malprac-

tice insurance, or about 2.4% of the full price of the

visit.

Physicians paid an average of $610 for malpractice

insurance in 1968 and $1,905 in 1973. Since then,

according to a government survey of the insurance

industry, the premiums went up another 84% in 1974
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and 125% in 1975. The AMA used those percentage

increases to estimate the average payment per doctor

in 1975 for malpractice insurance, $4,533.

All told, doctors’ business expenses (including their

malpractice insurance rates) have been rising substan-

tially faster than increases in doctors’ fees. During the

eight years 1966-1974, doctors’ business costs per pa-

tient were rising at an 8.3% per year rate. At the same

time, according to the Consumer Price Index, doctors’

fees went up at a 6.2% average annual rate.

Studies indicate that the sharp rises in malpractice

insurance rates are also having a “ripple effect” on

patient care and costs, the AMA notes. In a survey of

its members the Texas Medical Association recently

identified the steps physicians are taking to avoid a mal-

practice suit:

• 67% of the Texas doctors said they were ordering

more X-rays;

• 66% were ordering more lab tests;

• 65% were making greater use of a second physi-

cian’s opinion;

• 51% were setting limits on the procedures they

were willing to perform;

• 50% were delegating less responsibility for the

patient’s care to others;

• 48% were hospitalizing their patients more.

Forty-eight percent of the Texas physicians said in-

creases in their malpractice insurance premiums had

forced them to raise their fees in 1975, and 95% anti-

cipated that they would have to raise their fees in the

future for the same reason.

“When Federal controls on physician fees were

dropped in 1974, we asked physicians to do their best to

hold the line,” commented AMA executive vice presi-

dent James H. Sammons, M.D. “Physician fees have

not risen as rapidly as their costs. But no one can rea-

sonably expect doctors to absorb the sometimes horren-

dous impact of increased malpractice insurance prem-

iums.”

HEW Medicare Regulations

The Department of Health, Education, and Welfare

today published final regulations under which Medicare

providers may obtain judicial review of any final decision

of the Provider Reimbursement Review Board, or of

any reversal, affirmance, or modification by the Secre-

tary.

The five-member Provider Reimbursement Review

Board under Medicare has as its function to hear Medi-

care appeals by institutional health care providers who
disagree with the cost determinations made by health

insurance organizations acting as fiscal intermediaries in

the administration of Medicare hospital insurance. Mem-
bers must be authorities in health care costs.

Under the regulations, a Medicare provider may file

for judicial review by a Federal court after the final

decision of the Provider Reimbursement Board, or of the

Secretary, but must do so within 60 days of the final

decision.

The Department may elect to review any decision of

the Board but must do so within 60 days after the pro-

vider has been notified of the Board’s decision.
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The Advance of Knowledge
About Alcoholism

A new definition of alcoholism, made possible by
recent increases in understanding of the effect of al-

cohol on the body and brain of man, was announced
today by the joint National Council on Alcoholism/

American Medical Society on Alcoholism Committee on
Definitions.

ALCOHOLISM is a chronic, progressive, and poten-

tially fatal disease. It is characterized by tolerance, and

physical dependency, pathologic organ changes, or both,

all of which are the direct or indirect consequences of

the alcohol ingested.

1. “Chronic and progressive” means the physical, emo-
tional and social changes that develop are cumulative

and progress as drinking continues.

2. “Tolerance” means brain adaptation to the presence

of high concentrations of alcohol.

3. “Physical dependency” means that withdrawal symp-

toms occur from decreasing or ceasing consumption

of alcohol.

4. The person with alcoholism cannot consistently pre-

dict on any drinking occasion the duration of the

episode or the quantity that will be consumed.

5. Pathologic organ changes can be found in almost any

organ, but most often involve the liver, brain, periph-

eral nervous system, and the gastrointestinal tract.

6. The drinking pattern is generally continuous but may
be intermittent, with periods of abstinence between

drinking episodes.

7. The social, emotional, and behavioral symptoms and

consequences of alcoholism result from the effect of

alcohol on the function of the brain. The degree to

which these symptoms and signs are considered de-

viant will depend upon the cultural norms of the

society or group in which the person lives.

The definition was reviewed and endorsed by the

Executive Committee of the American Medical Society

on Alcoholism, the single medical group devoted to the

treatment of this disease, and the National Council on

Alcoholism, the volunteer health agency in the U.S.

working for the control of alcoholism.

"BESIDES STATE AID, FOUNDATION GRANTS, AND
PHILANTHROPIC DONATIONS, DOES ANYONE KNOW

HOW WE CAN RAISE A FEW BUCKS?"
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Current Concepts in the Diagnosis

And Treatment of Cancer

A Symposium Part II

Adjuvant Chemoimmunotherapy of Cancer
ROBERT K. OLDHAM, M.D.

ADJUVANT CHEMOTHERAPY
Adjuvant therapy is a relatively new concept in

cancer management. For solid tumors, adjuvant

therapy is the application of further treatment

after primary surgical or radiotherapeutic man-

agement. This means patients are being treated

after primary therapy in the absence of clinically

detectable cancer. The concept of adjuvant ther-

apy is based on statistical expectations. It is

known that cancer will ultimately recur in a

significant number of patients because clinically

non-detectable “micro-metastasis” are present

after initial therapy.

Breast cancer illustrates the concept of ad-

juvant therapy very well, as the anatomical

distribution of the primary lesion has significant

prognostic implications. (Table 1) In breast

carcinoma, for example, a patient with negative

lymph nodes in the axilla has a very low recur-

rence rate over the subsequent 5-10 years (per-

haps 20 percent). By contrast, a patient with

four or more positive nodes in the axilla has a

greater than 80 percent chance of recurrence of

From the Division of Oncology, Vanderbilt Univer-

sity Medical Center, Nashville, Tenn. 37232.

This and the following paper were presented as a

part of a Symposium at the 82nd Annual Meeting of

the Upper Cumberland Medical Society, Red Boiling

Springs, Tenn., June 19, 1976.

Table 1

Failure Rate (%) in Breast Cancer
After Primary Treatment

5 Years 10 Years
All Patients 40 50
Negative Nodes 18 24
1-3 Positive Nodes 50 65

4-f- Positive Nodes 79 86

the breast carcinoma within the next ten years.

Consequently, to tell a patient with four nodes in

the axilla that the tumor has been completely

removed is obviously going to be incorrect 80
percent of the time. In such individuals with

a high statistical likelihood for recurrent disease

it is currently believed that adjuvant therapy, in

an attempt to prevent recurrence, may be the most

effective method of management.

It is axiomatic in the treatment of leukemia,

lymphoma and solid tumors that the lower the

cell mass the more effective the treatment. There-

fore, waiting for tumors to recur (the more
conservative approach) is likely to lessen our

chances of controUing the disease. Most of the

information available to date in the management
of soUd tumors indicates that more aggressive

earher treatment is more likely to result in higher

control rates. This concept was initially postulated

for leukemias and lymphomas and is now being

applied increasingly to certain solid tumors. As is
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illustrated in Table 2, recurrent disease in breast

carcinoma, particularly if metastatic to other

organ sites, is essentially a lethal sign. Three

years after the time metastatic disease is first

diagnosed, only 20 percent of the patients are

still alive. Although combination chemotherapy

significantly prolongs fife in patients with meta-

static breast carcinoma, the ultimate control of

the disease over the ensuing 5-10 years is rel-

atively poor. It is clear that a recurrence in most

Table 2

Percent Survival After Recurrence

of Breast Cancer

1 Year 82

2 Years 50

5 Years 10

10 Years 5

solid tumors is a lethal sign as opposed to being

a signal for further therapy.

For the reasons cited above, adjuvant therapy

has now come of age in cancer management.

Two recent studies have been published on the

adjuvant therapy of breast carcinoma. The

initial study utilized Alkeran post-surgically in

the adjuvant care of breast cancer patients (Table

3). Alkeran is an alkylating agent which has

been used in the treatment of metastatic carci-

Alkeran

Placebo

Table 3

Failure Rate After Surgery

Alkeran Study—18 Months

All

Patients

10% (10/103)

20% (24/108)

Pre-

Menopausal

3% ( 1/30)

30% (11/37)

Post-

Menopausal

11% ( 7/66)

21% (13/63)

noma of the breast with only modest success.

When applied post-surgically to patients with a

high expectation of recurrence (those with posi-

tive axillary nodes) it has decreased the recur-

rence rate as compared to control group who
v/ere left untreated after primary therapy. The

follow-up in these patients is now greater than

three years and the most recent results appear to

indicate that Alkeran is most effective in pre-

venting recurrence in pre-menopausal women.

Cytoxan, Methotrexate and 5-Fluorouracil

(5-FU) is a combination of three anti-cancer

agents which has been effective in the treatment

of metastatic carcinoma of the breast. This com-

bination, termed CMF, will induce a regression

of disease in over half of the patients with widely

metastatic disease. Recently these drugs have

been applied by Bonnadonna^ to the adjuvant

treatment of patients with breast carcinoma.

(Table 4) Again, based on the statistical expec-

tation for recurrence in patients with positive

axillary nodes, CMF has been given for one year

Table 4

Failure Rate After Surgery

CMF Study—30 Months

All Patients 1-3 Nodes 4-f Nodes
CMF 5% (11/207) 4% ( 5/139) 9% ( 6/68)

Placebo 24% (43/179) 17% (21/125) 41% (22/54)

after surgery. In comparison to a control group

treated with placebo after their initial surgical

procedure, those who were treated with CMF
had a significantly lower recurrence rate. For

example, in the patients with four or more axil-

lary nodes approximately 75 percent of the

placebo treated group have recurred by 30

months, whereas only approximately 15 percent

of the CMF treated group have recurred. Al-

though the data are less striking for those patients

with one to three positive axillary nodes, a statis-

tical difference was also forthcoming there. Be-

cause of the survival data shown earlier, where

it was demonstrated that recurrence in breast

carcinoma is a lethal sign, the use of adjuvant

therapy to prevent recurrence may significantly

extend the life span of these patients. Whether

or not this represents a delay in disease recur-

rence or whether it will ultimately represent con-

trol of the disease on a more permanent basis

remains to be seen.

One of the problems that physicians are very

conscious of in relation to chemotherapy is the

problem of toxicity. One of the reasons toxicity

has been particularly marked with anti-cancer

therapy is that many of the patients are terminally

ill with bulky, widely metastatic disease at the

time treatment is instituted. For chemotherapy to

work in such patients is asking quite a lot. It is in

such terminally ill patients that the toxic mani-

festations have been the most striking. In con-

trast, those patients treated with adjuvant therapy

(such as those cited above on CMF) are generally

ambulatory, in a good state of general health and

are much less affected by toxic side effects of

treatment. The percentage of total dose adminis-

tered was very high in these patients. Seventy-five

percent received a full dose of Cytoxan, 80 per-

cent a full dose of Methotrexate, and 80 percent

88 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



a full dose of 5-FU. Since the doses are reduced

for toxic manifestations, this means that toxicity

was generally mild with this drug combination.

Table 5 shows that although only 4 percent of the

patients in the CMF group had no toxicity, the

Table 5

Toxicity of CMF

Leukopenia

# Patients %

2,500-4,000 139 67

<2,500 8 4

Thrombocytopenia (<75,000) 29 14

Hair Loss 114 55

Mucositis 37 18

Cystitis 57 28

No Toxicity 8 4

patients with severe toxicity were rare. Only 4

percent had severe leukopenia (less than 2500/

mm®) and since it is recognized that the white

count must be below 1500 before serious prob-

lems of infection are common, this does not

represent severe leukopenia. Only 14 percent had

a platelet count of less than 75,000 and the

platelets must be below 25,000 before bleeding

becomes a severe and frequent problem. In con-

clusion, the adjuvant therapy of breast carcinoma

has been effective over this short term and has

been relatively non-toxic in this group of patients.

COMBINATION CHEMOTHERAPY
The principle of using combination chemo-

therapy is another important concept. It is de-

rived from the data with acute lymphocytic and

acute myelocytic leukemia, and with lymphoma

and Hodkin’s disease. As is shown in Table 6,

regressions and complete remissions are induced

Table 6

Complete Remissions and Duration

in Advanced Hodgkin’s Disease

Nitrogen Mustard

Vincristine

Procarbozine

Prednisone

MOPP

Medium
Complete Response Duration (Months)

20% 2.5

< 10%
< 10%
< 5% . .

81% 36

by single agents at low frequency in these dis-

eases. For example, for Hodgkin’s disease each

of the chemotherapeutic agents active gives only

about a 20 percent remission rate as a single

agent. When appropriate combinations are put

together, 80 percent of the patients go into com-

plete remission. In addition to a higher complete

remission rate with combination chemotherapy,

the duration of unmaintained remission is much

longer with combination therapy. Therefore,

single drug chemotherapy in the treatment of

leukemia, lymphoma and Hodgkin’s disease is

of historical interest only. Combination chemo-

therapy is exclusively utilized in these diseases

at the present time.

For solid tumors, single drug chemotherapy

is useful in inducing objective responses in a

small percentage of patients, and it may give

palliation from distressing symptoms as well.

Here, as in the diseases cited earlier, combination

chemotherapy appeared to be much more ef-

fective than single agent treatment. Breast cancer,

for example, responds to single agents such as

Cytoxan or 5-FU in less than 20 percent of the

cases. A combination such as CMF is capable

of inducing regressions in metastatic carcinoma of

the breast in greater than half of the cases. With

other combinations utilizing Adriamycin as many
as 75 percent of the patients with metastatic carci-

noma of the breast will respond to treatment.

So combination chemotherapy with the correct

combination, in the right sequence, at the right

dose, utilizing the correct schedule, is the ap-

propriate mechanism by which most solid tumors

should be treated. When applied early in the ad-

juvant setting such as is discussed here, one

gives the patient the best expectation for suc-

cessful cancer control.

The principles involved in therapy of carci-

noma of the breast are relevant to tumors with a

relatively low level of biologic aggressiveness.

The doubling time and growth rate for carci-

noma of the breast is quite slow as compared to

many of the more aggressive tumors. By contrast,

osteogenic sarcoma is a disease with a very high

biological aggressiveness and a very rapid growth

rate. Patients with osteogenic sarcoma will 80

percent of the time demonstrate lung metastasis

by 24 months after primary surgical extirpation.

Lung metastasis in osteogenic sarcoma has been

a lethal sign of recurrence. Practically speaking,

100 percent of those with recurrent disease are

dead in two years. This means that therapy for

recurrence is ineffective and the recurrence is

lethal in such patients. Current studies indicate

that the patients treated post-surgically for os-

teogenic sarcoma with adjuvant therapy with

either high dose Methotrexate or with Adriamy-

cin or a combination of the two drugs have a

much lower recurrence rate at 24 months (Table
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7). It is important to understand that although

patients with metastatic disease can respond to

these drugs as well, the cell mass is much lower

in patients having had adjuvant therapy and

their responses are likely to be much more dur-

Table 7

Failure Rate After Primary

Surgery—Osteogenic Sarcoma

(30 Months)

Pulmonary Metastasis Dead
High Dose Methotrexate 30% 5%
Historical Control 80% 75%

able. As these data indicate by 24 months only

20 percent of the patients with osteogenic sar-

coma in the absence of adjuvant therapy are

alive, whereas 85 percent of those on adjuvant

therapy were alive at 24 months.

In summary, it appears that for adjuvant

chemotherapy the points to be remembered are

as follows:

1) Multiple drug chemotherapy is generally

more effective than single drug chemotherapy.

2) Application of currently available drugs in

an appropriate manner can make a difference in

the biological behavior of these tumors.

3) Small amounts of tumor cells may respond

whereas larger amounts may not.

4) The biological behavior of these tumors

is not a mystery but is in large part predictable

at the time of primary therapy given a reasonable

amount of information on the distribution of

disease at the time of primary intervention.

IMMUNOTHERAPY
A second modality that is currently being ex-

plored in cancer management is immunotherapy.

Immunotherapy has been tried in leukemias and

lymphomas and in certain solid tumors and, like

adjuvant chemotherapy, it is most effective when

the cell mass is extremely small. Unlike chemo-

therapy, it appears to be effective only when the

cell mass is extemely small. That is, chemother-

apy may well induce a remission in some cases

where clinical disease is present, whereas im-

munotherapy will probably not be effective in

that setting. Therefore, immunotherapy will prob-

ably be effective only in the adjuvant setting.

It is known there are certain membrane dif-

ferences between tumor cells and normal cells

and that tumor associated antigens exist on the
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surface of cancer cells. This potentially makes
the tumor cell detectably different from normal
cells and gives the possibility of immune rec-

ognition as a defense mechanism and as a basis

for specific immunotherapy (Table 8).

Another rationale for immunotherapy is that

Table 8

Rationale For Immunotherapy
of Cancer

1. Existence of tumor associated transplantation antigens
(TATA).

2. Common TATAs, shared by tumors of same type.
3. Defect in immune response

general

restricted

the occurrence of the tumor may indicate a defect

in the immunological capability of the patient and
that immunotherapy may in some way be correc-

tive. A wide variety of approaches has been used

in the field of immunotherapy (Table 9). Active

immunization of the patient with specific or non-

Table 9

Approaches to the Immunotherapy
of Cancer

1. Active immunization

Specific

Non-specific

2. Transfer of immune cells, sera, or immune cell products
Adoptive transfer with cells

Passive transfer of antisera

Transfer factor

RNA from immune lymphocytes
3. Removal or inactivation of tumor promoting factors

specific immunotherapy has been tried. While

specific immunotherapy refers to immunization

with a cancer cell or its products, non-specific

immunization refers to the general stimulation by
non-tumor related materials such as BCG (bacil-

lus Calmette Guerin). BCG and similar bacterial

products are utilized because of their ability to

stimulate the body’s immune defenses in a gen-

eral way. Other available methods for immuno-
therapy might include the adoptive transfer of

immuno-competent cells and the passive transfer

of serum containing antibody against the tumor.

Transfer factor from lymphocytes has also been

prepared to stimulate immune responses.

In addition to BCG, chemicals such as dinitro-

chlorobenzene (DNCB) have been applied to

certain skin cancers with some clinical success.

These chemicals may cause the host to recognize

the skin cancer and destroy it with its own im-

mune capabilities. BCG has been used to stimu-

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



late the immune responses in a non-specific way

in cutaneous melanoma and has been effective

when injected into the tumor nodules. BCG has

also been given by scarification in a variety of

disease states.

Specific immunization with the injection of

tumor associated products has also been tried.

Whole tumor cells, rendered inactive by X-ray

therapy, have been injected into patients to stimu-

late the immune response. Fractions of tumor

cells have been used with modification of tumor

cell surfaces to try to make tumor antigens more

available for immune stimulation.

In this rapid overview of the immunotherapy,

we have not been able to discuss the many clin-

ical studies, but it is apparent that there are a

variety of limitations of such therapy. Some of

these limitations are shown in Table 10. Im-

munotherapy is effective only with small amounts

Table 10

Limitations of Immunotherapy

Usually effective only with small amount of tumor present

Threshold effect rather than first order kinetics

of tumor cells (probably less than a million cells)

and since it takes over a billion cells to form a

1 cubic centimeter nodule (generally the lowest

level of clinical detection) it is obvious that im-

munotherapy is going to be a relatively weak
tool in cancer management.

An early study on immunotherapy is shown in

Table 11, which is from the studies of Professor

Mathe, an innovative French physician who in

Table 11

BCG -{- Allogeneic Blasts:

Immunotherapy of ALL (Mathe)

(% Alive)

120 Days 5 Years
Immunotherapy 60% 50%
Control 10% 0%

the mid-1960’s began treating acute lymphocytic

leukemia with a combination of BCG and irradi-

ated tumor cells.^ In these initial studies 20 pa-

tients were randomly placed on immunotherapy
and 10 were assigned no treatment. All of the

controls were dead by two years but with a

follow-up of as long as seven years about 40
percent of the patients on immunotherapy were

still alive. Although there is a variety of prob-

lems with experimental design in this study it

has stimulated tremendous clinical interest and
subsequent clinical trials.

Does immunotherapy have any dangers? There

are several theoretical possibilities. Theoretically

one could transfer with tumor cells a tumor virus.

In an individual with an already growing tumor,

that seems not to be too pertinent, but in the

adjuvant setting where certain of the patients may
already be cured by their primary intervention

this is a practical consideration. Enhancement

of tumor growth is also a possibility, and there

are also certan side effects to patients being

treated with immunotherapy. BCG causes a hy-

persensitivity reaction and injection of some of

the other bacterial products can cause a severe

fever and chills. But compared to the kind of

toxicity that we deal with chemotherapy, radio-

therapy and with surgery, the side effects with

immunotherapy are generally quite mild.

In sofid tumors, such as malignant melanoma,

intra-lesional BCG has been tried and as is shown

in Table 12 has met with some success. Over

half the injected nodules regress and up to 20

Table 12

Intralesional BCG
in Malignant Melanoma

% Regression

Injected

Nodules

65% (79/121)

% Regression

Non-injected

Nodules

21% (25/119)

%
Complete

Response

25% (25/97)

percent of the non-injected nodules may regress

simultaneously. The fact that non-injected nod-

ules regress probably means that some systemic

immunity is being stimulated by these injections.

Table 13 shows a recently published study from

UCLA where patients with malignant melanoma

Table 13

Recurrence Rate:

BCG by Scarification

in Resected Stage II Melanoma
(3 Years)

Morton Study Pinsky Study

BCG 45% 60%
Historical Control 75% 60%

were treated with BCG and compared to a con-

trol group. ^ These were all patients with stage

II melanoma where all known disease was

resected and the patients were treated post-

surgically. Although the differences here are sig-

nificant, the study was not randomized and is

therefore subject to several criticisms. A con-

current randomized study by Pinsky with BCG
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with scarification in similar cases of melanoma

did not show any significant effect. More studies

are in progress with immunotherapy and these

results should be enlightening over the next two

to five years.

In acute lymphoblastic leukemia, acute myelo-

blastic leukemia, malignant melanoma, Hodgkin’s

disease and perhaps in chronic lymphocytic leu-

kemia there are some initial data which would

indicate that these tumors may be altered in a

perceptible way by early intense immunotherapy.

CONCLUSION
I think the future in this area involves a re-

duction of tumor cell mass by primary surgery

or radiotherapy followed by aggressive chemo-

therapy to further reduce the number of tumor

cells and perhaps lastly with the use of adjuvant

chemoimmunotherapy to eradicate the remaining

cells. The future of cancer management rests with

the earlier application of current therapeutic

modalities to patients with cancer rather than

attempts at controlling the disease after widely

metastatic cancer is clinically apparent.
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Adjuvant Radiotherapy
STEVEN L. STROUP, M.D.

In an effort to improve cure rates in the treat-

ment of malignant diseases, we have been evalu-

ating reasons for failure in patients treated by

customary modalities. In most instances treat-

ment failures have been in two areas 1) local

persistent disease after surgery or radiation and

2) distant hematogenous metastases.

Parallel investigations have shown that radi-

ation cell kill is dependent on the dose of radi-

ation given, time over which the dose is delivered,

number of tumor cells present and cellular ki-

netics of the tumor system. From these investiga-

tions, it became obvious that smaller numbers of

residual cells could be sterilized by a smaller dose

than that ordinarily required to sterilize larger

foci of tumor cells.

Clinical trials were established to see if surgery

and irradiation could be utilized together to im-

prove local control rates. Surgery was utilized to

debulk the large number of tumor cells, with

radiation used to treat microscopic foci of per-

From the Department of Radiology, Vanderbilt Medi-

cal School, Nashville, Tenn. 37232.
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sisting cells. Less radical surgery could thus be

performed and the radiation dose could be modi-

fied to reduce the complication of the combined

treatment.

This was first applied in head and neck tumors

where surgery or radiation alone were having

difficulty in controlling the local tumor. When

radical surgery and radical irradiation were uti-

lized the cure rates did not improve sufficiently

to justify the marked increase in morbidity. Ir-

radiation was then used either pre- or post-op-

eratively at the 5000 rad dose level, with surgery

used to remove the existing tumor. Cure rates

doubled in some instances, with very acceptable

increases in morbidity. These studies proved that

5000 rads could sterilize micrometastases, while

we knew from previous experience that at least

6000 rads were needed to sterilize gross epithelial

lesions.

These principles have been applied to other

tumor systems where surgery has historically had

difficulty in managing local disease. The following

are situations where we are currently combining
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surgery and adjuvant radiation in our initial

treatment plans rather than using irradiation to

treat the recurrent or persistent disease.

Soft Part Sarcomas

If simple excision of a soft part sarcoma is

performed, there is an 80 percent chance of local

recurrence, while if a radical resection is done

there is a 29 percent chance of local recurrence.

Simple excision plus irradiation shows a 20 per-

cent local recurrence rate with better preservation

of function than with radical excision.

A case example is a 16-year-old male, who
presented with a one centimeter mass in the right

groin which excisional biopsy proved to be an

extra-osseous osteogenic sarcoma. Rapid split

course irradiation was delivered to the local area

and adjuvant systemic chemotherapy was given

to prevent hematogenous spread. The patient is

now two years post treatment with excellent

function and no signs of recurrent tumor.

Adenocarcinoma of Rectum

Adenocarcinoma of the rectum is a frequent

tumor which historically has been treated with

surgery alone. This method of treatment yields

approximately 65 percent 5 years NED survival

for patients when the disease is limited to the

mucosa and mucularis. When the tumor extends

through the serosa and or involves regional

nodes, the cure rate with surgery decreases to

35 percent 5 yr. NED.
Studies are now underway to see if post-oper-

ative irradiation given to the high risk patients

for treatment of residual microscopic disease can

increase the cure rates.

Adenocarcinoma of the Pancreas

Studies have shown that post-operative ir-

radiation given to patients who have had diag-

nostic procedures and bypass surgery can be

curative. Protocol studies are now being utilized

to see if combination irradiation and chemother-

apy can increase cure rate. This is a tumor that

is increasing in incidence and has carried a very

poor cure rate with surgery alone.

Barrel-Shaped Carcinoma of Endocervix

Surgery or irradiation alone has been some-

what disappointing in the treatment of the bulky

endocervical carcinoma. Recently combined ir-

radiation and an extra-fascial hysterectomy have

been shown to increase cure rates with little in-

crease in morbidity.

Adenocarcinoma of the Endometrium

Irradiation is used as an adjuvant to surgery to

sterilize regional nodes and prevent vaginal cuff

recurrence.

Hypopharyngeal Carcinomas

When pharyngectomy and radical neck dis-

section are used alone, the cure rate is approxi-

mately 15 percent for lesions larger than two

centimeters. Irradiation alone yields the same

poor results, but when used as an adjuvant to

surgery the cure rates are doubled to about 35

percent 5 years NED.
We have been discussing the use of surgery

to debulk tumors and the use of adjuvant irradi-

ation to sterilize residual microscopic tumor.

There are tumor systems that are not amenable

to surgery and are treated with chemotherapy

as the primary treatment. It has been shown that

chemotherapy can be curative in certain types

of these diseases especially if irradiation can be

used to treat the “bulk” disease, thereby utilizing

chemotherapy to treat microscopic foci of cells

where it has been shown to be more effective.

The following are examples of application of

these principles.

Oat Cell Carcinoma of Lung

This is a poorly differentiated carcinoma that is

primarily in the lung, but due to its virulence,

metastasizes hematogenously very early. Irradi-

ation is every effective in the treatment of the

primary lesion but often is not curative because

of the early systemic spread of the tumor. Effec-

tive chemotherapy has been developed to treat

the systemic involvement. It has been shown that

by using irradiation to treat the large bulk of

cells and by utilizing adjuvant chemotherapy to

treat potential circulating cells initially the cure

rates of this disease can be markedly improved.

Wilms’ Tumor

When surgery alone was utilized to treat this

malignant tumor of childhood, the cure rates were

16 percent. More recently, as irradiation and

chemotherapy have been used as adjuvants to

surgery, the cure rates have increased to greater

than 80 percent.
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Acute Lymphoblastic Leukemia

Great advances have been made recently in

the treatment of this once uniformly fatal disease.

Today with the use of effective chemotherapy to

treat marrow involvement and irradiation to treat

sanctuary sites such as CNS, kidneys and testicles

the cure rates are now approximately 65 percent.

Extensive Non-Hodgkin’s Lymphoma
Radiation is given to decrease the tumor bur-

den so that systemic chemotherapy can be more

effective in the treatment of residual systemic

cells. This has helped to change chemotherapy’s

status from a purely palliative tool to a po-

tentially curative tool.

SUMMARY
This paper has described the use of radiation

as an adjuvant modality to surgery and chemo-

therapy. With surgery it can be used to treat

microscopic residual disease after surgery has

removed the majority of tumor cells. With chemo-

therapy, radiation can be used to kill larger

number of cells so as to decrease the tumor

burden thereby making chemotherapy more

effective.

Several tumor systems were described as ex-

amples of the adjuvant use of radiation. Statistics

compiled as a summary of the literature were

given to show the effectiveness of these concepts.

It is hoped that further gains in cancer cures

can be achieved in the future as our understand-

ing of tumor kinetics improves and as we utilize

present modalities more scientifically.

^ ^ ^
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Cardiovascular Disease Prevention

Program in a Community Hospital
ALAN L. GRABER, M.D., AND MARY VIRGINIA MANLEY, R.N.

Introduction:

Symptomatic coronary heart disease is pre-

ceded by several decades during which many of

its precursors, called cardiovascular risk factors,

can be identified.^'® Some of these risk factors

are metabolic, such as hyperlipidemia, hyper-

glycemia and hypertension, and some are related

to behavior and habits, such as cigarette smok-

ing, exercise and obesity. Since both metabolic

and environmental factors are often similar with-

in families, and their treatment is often inter-

twined, this program was designed to identify

families at high risk for cardiovascular disease

and to teach the young, asymptomatic family

members to modify their coronary-prone be-

havior as a group. Children and young adults

have the most to gain from identification and

modification of cardiovascular risk factors. This

program emphasizes involvement as early in life

as possible.

Materials and Methods:

A pilot program was begun at St. Thomas
Hospital in Nashville, Tennessee, in the fall of

1975. A nurse identified all patients in the hos-

pital with coronary heart disease, documented

by coronary cineangiography or by an acute

myocardial infarction. Using these symptomatic

patients as index cases, the nurses then sought

their asymptomatic relatives for both screening

and education regarding cardiovascular risk fac-

tors. Persons who elected to participate in the

screening program were evaluated as follows.

Blood pressure was recorded; fasting serum was

measured for cholesterol, triglycerides and glu-

cose; smoking history was obtained; obesity was

determined from the Metropolitan Life Insurance

Table; and the patient was considered physically

inactive if the interview determined that he

walked less than one-half mile daily.

RESULTS: During the pilot year, 174 persons

From the Departments of Medicine and Patient Care

Services, St. Thomas Hospital, Nashville, Tennessee.

Supported by a grant from the Middle Tennessee

Heart Association.

participated in the screening program. Hyper-

cholesterolemia was present in 5 percent of those

screened, fasting hypertriglyceridemia in 15 per-

cent, and elevations of both serum cholesterol

and triglyceride were found in another 3 percent.

Therefore, 23 percent of the subjects screened

had some lipid abnormality. Previously unde-

tected hypertension was found in 16 percent of

the screened subjects and two young people had

unsuspected fasting hyperglycemia (diabetes

mellitus)

.

Twenty-one percent of the screened subjects

smoked cigarettes, 4 percent were overweight,

and 62 percent had sedentary physical activity

patterns.

When hypertension, hyperlipidemia or diabetes

was detected, the subjects were referred to their

physicians for treatment.

More than 1,000 persons attended the educa-

tional sessions, which offered instruction about

the development of cardiovascular disease and

myocardial infarction, the role of risk factors,

and ways to modify or reduce risk factors.

DISCUSSION: Data from this screening pro-

gram were similar to that of other epidemiologi-

cal surveys, demonstrating lipid abnormalities or

hypertension in up to 20 percent of the popula-

tion.^® Identification of the risk factors is of

great importance in family members of patients

with proven coronary heart disease, since the

presence of a positive family history itself consti-

tutes a large cardiovascular risk factor. The ef-

fects of multiple risk factors are cumulative. The

high incidence of behavioral abnormalities, such

as cigarette smoking, over-eating and under-

exercising, which frequently are similar within a

family, can be emphasized in an educational pro-

gram, particularly if begun early in life.® Chil-

dren and young adults in coronary-prone families

should be motivated to modify potentially de-

structive behavior patterns. While it would be

ideal to identify and modify risk factors in the

pre-symptomatic stage throughout the commu-
nity, the immediate family members of patients

who recently suffered a symptomatic coronary

event are accessible to screening at the hospital.

FEBRUARY, 1977 95



C-V DISEASE PREVENTION/Graber

They are motivated, at least for the short-term,

particularly if they face the problem as a family

group.

SUMMARY : Cardiovascular risk factors were

identified in asymptomatic family members of

hospitalized patients with proven coronary heart

disease. The family members were determined

to be at risk because of a positive family history

of coronary heart disease. Screening for cardio-

vascular risk factors disclosed lipid abnormalities

in 23 percent, previously undetected hypertension

in 15 percent, and two cases of asymptomatic

fasting hyperglycemia. In addition to the meta-

bolic and blood pressure abnormalities, high in-

cidences of behavioral factors such as cigarette

smoking, over-eating and under-exercising were

also demonstrated. Twenty-one percent of the

screened family members were cigarette smokers,

44 percent were over-weight and 62 percent had

a sedentary physical activity pattern. Metabolic

and environmental factors are often similar within

families. A hospital educational program de-

signed to reduce cardiovascular risk factors in

these families has been initiated.
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Continuing Medical Education:

The Present State of the Art
JOHN B. THOMISON, M.D.*

Medical education is a process which for the

physician begins the day he enters medical school

and continues throughout his career. For pur-

poses which are mostly administrative this con-

tinuum is divided into undergraduate, graduate,

and post-graduate, the last usually referred to

as Continuing Medical (or Physician) Education.

Undergraduate Medical Education

And the LCME
Undergraduate medical education began in the

days of Amen-hotep and Hippocrates, if not

earlier, first as a preceptorship, which was the

major mode of training. Schools later grew up

around some of the teachers and in the Middle

Ages the great schools of Europe were estab-

lished. The first schools on the American con-

tinent began near the end of the 17th century,

and even a hundred years later, at the time of

the American Revolution, there were only a

few, which were confined to the east coast. The

next hundred years saw the proliferation of

countless “medical schools,” springing up, as did

their Greek predecessors, around practitioners.

Some were very good and some were very bad,

and all made money for their founders and fac-

ulty, since very little outlay of cash was in-

volved. Steps were finally taken by the AMA
to regulate undergraduate medical education, and

the Flexner report of 1910 established the ground

rules for the AMA’s accrediting body, the Coun-

cil on Medical Eduction. In 1942 undergraduate

medical education became a joint responsibility

of the AMA and the Association of American

Medical Colleges (AAMC) through their Liaison

Committee on Medical Education (LCME).

Graduate Medical Education:

The CCME and LCGME
Graduate medical education was pretty in-

formal until relatively recent times. Most medical

*Chairman, TMA Committee on Continuing Medical

Education and member of the AMA Council on Con-
tinuing Physician Education.

graduates (including preceptees) simply hung out

a shingle and began practice. From the Middle

Ages on, however, there were a few hardy souls

who were willing to endure relative privation and

bone-wearying work to advance their knowledge

and skills, and these men hired at little or no

pay on with the great hospitals in European

cities as house physicians and surgeons. Most

of the better known American doctors received

some training “abroad.” Soon the hospitals asso-

ciated with our eastern universities, prominently

in Boston, New York and Philadelphia, became

the training ground for most American doctors

seeking additional training, but “going abroad”

was considered “the thing to do” until World

War I dropped its bomb on European medicine.

Internships slowly came to be required by

licensing boards for practice in most states, and

internship accreditation was carried out solely

by the AMA. Residency program accreditation

was a hodge-podge, carried out under various

Residency Review Committees having represen-

tation from the AMA, the specialty societies, and

specialty boards. Following the Millis Report of

1966 steps were taken to organize these frag-

mented activities, and in 1972 the Coordinating

Council on Medical Education (CCME) was

established by the five major medical organiza-

tions having the greatest involvement and interest

in medical education; the AMA, the American

Board of Medical Specialties (ABMS), the

American Hospital Association (AHA), the

Association of American Medical Colleges

(AAMC), and the Council of Medical Specialty

Societies (CMSS). Soon its component for

graduate medical education, the Liaison Com-
mittee for Graduate Medical Education
(LCGME), began to function as the accrediting

body.

A discussion of the CCME and its various

components is outside the scope of this paper.

If you are interested, you should consult Nesbitt’s

fine paper on the subject.^ We are concerned

here with the step-child and Johnny-come-lately

of the education continuum, continuing medical

education.
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Continuing Medical Education

Contrary to popular belief, in which the popu-

lace has been encouraged by parts of the media

and by various individuals and agencies in the

Federal government, most doctors have always

engaged, to a greater or lesser degree, in educa-

tional activities throughout their professional

career. Because much of this has been informal,

and therefore not visible to public snoopers, word

got around that doctors got their degrees and

licenses and quit learning. There are, of course,

unfortunate and often highly visible individual

instances in which this is almost true. But few

doctors go through a week without a consultation,

which can be the most rewarding of all forms of

education. It is also true that conventions are

often play-times, but more often they are not,

and doctors have always been inveterate meeting

goers. They read journals, refer to texts (on

which a considerable part of their income is

spent) and attend staff and medical society meet-

ings. Most do indeed continue, and continue ade-

quately, their education, though some in the

more inaccessible rural areas find it difficult to

do so.

Much of our problem stems from the informa-

tion explosion which has occurred since the turn

of the century, but particularly since World War
II. Because it has become virtually impossible to

learn, let alone keep up with, everything even in

a specialty, super-specialization has resulted,

leading to further problems with the public.

CME at the local level has been spotty at best.

A few states, most notably Kansas, have had

excellent outreach through the medical school to

rural practitioners. Specialty societies generally

have maintained education opportunities for their

constituents both nationally and at least region-

ally, and most medical schools have made local

provision for post-graduate courses. About 20

years ago TMA put on a circuit-riding effort in

conjunction with the medical schools, but the

return was rather meager for the effort involved.

The problem was largely one of having a program

which would interest enough people in a special-

ized medical society.

The Minis Report, and several subsequent re-

ports, put the handwriting on the wall, and gov-

ernmental agencies began to get into the act. In

1967 the President’s National Advisory Commit-
tee on Health Manpower recommended that
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“state societies and state government should ex-

plore the possibility of periodic relicensure of

physicians and other health professionals. Re-

licensure should be granted either upon certifica-

tion of acceptable performance in continuing

education programs or upon the basis of challenge

examination in the practitioner’s specialty.”

In response to this stated policy of government,

state licensing boards and medical societies re-

acted in various ways. First New Mexico and

subsequently 14 other states enacted legislation

requiring evidence of either CME or competency

for continued licensure. As of January 1977 this

has been implemented in 11 out of the 15.

Thirteen other states followed Oregon in requir-

ing CME for membership in the state medical

society. Mandatory CME had come of age.

The TMA Committee on CME
Tennessee opted, and has to this point con-

tinued to opt, for the carrot rather than the stick.

An ad hoc Committee on Continuing Medical

Education was appointed in 1968 with Dr. Ru-

dolph Kampmeier as chairman. The following

year it became a standing committee, and the

author became chairman in 1970. The commit-

tee’s recommendation was that physicians be en-

couraged to qualify for the AMA Physician’s

Recognition Award (PRA), which requires 150

hours of approved activity every three years, and

that community hospitals be encouraged to seek

approval of their CME programs for Category

IV credit, which was the only allowable credit

at that time.

In 1971 the AMA discontinued accrediting

local programs and placed the burden of local

accreditation on the state societies, continuing

themselves to accredit only medical schools and

programs or institutions involving three or more

states. In March 1972 your TMA committee re-

ceived approval from the AMA Council on

Medical Education, as the second state after

California, to conduct its own accreditation pro-

gram. It was recognized that such an accredita-

tion program was a physical impossibility for a

voluntary committee, and in October, 1972, Mr.

James Ingram joined the TMA staff as Director of

CME (DCME) to function under the direction

of the committee.

Over the years, there has been a subtle change

in direction in AMA philosophy concerning its

accreditation program. This change, while not

particularly to the liking of many of us who have
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been in the program from the beginning, has

been made necessary by the hard facts.

It has been recognized from the beginning by

all concerned that if a physician is to be required

to fulfill requirements of CME, educational op-

portunities must be made available close to his

practice. It was for this reason that the state

programs were set up to accredit and to send rec-

ommendations to the Council on Medical Educa-

tion for their action in turn. Because of the desire

to get community hospitals involved, site visit

teams were encouraged to be relatively lenient

and to allow for the broadest possible construc-

tion on requirements so that any valid learning

experience would qualify for approval as Cate-

gory I. (For an explanation of the various cate-

gories, you should refer to the AMA informa-

tional pamphlet on the PRA."*)

A number of events have since occurred which

have served to tighten surveys and to narrow the

construction on requirements. One is the difficulty

in documenting the value of engaging in most

types of so-called educational activities. Another

is the ready availability of the increasing number

of high quality educational programs, and a third

is the increasing importance of the PRA to legis-

lative and professional bodies. A fourth is the

formation and imminent operation of the Liai-

son Committee on Continuing Medical Education

(LCCME).

Accreditation and the LCCME
The LCCME, formed in 1975, is the last com-

ponent of the CCME to become operational.^’^

Whereas accreditation for CME has rested solely

with the AMA’s Council on Medical Education

since it began this function ten years ago, other

agencies have seats on the LCCME, and the

Committee will soon be taking a hard look at the

whole accreditation procedure. With that in mind,

the AMA House of Delegates at its annual ses-

sion in June, 1976 passed a resolution reaffirming

its support of the accreditation program of the

state medical societies, accreditation which had

been tantamount to accreditation by the Council,

and recommending that the LCCME continue to

follow the recommendations of the state societies.

The Council’s Advisory Committee on CME,
which is advisory to the Council on matters of

CME, recognized that if the LCCME (made up,

in addition to the 4 members from the AMA, of

3 members from the AAMC, 3 from the AHA,
3 from the ABMS, 3 from the CMSS, and one

each from the Association of Hospital Medical

Education (AHME), the Federation of State

Medical Boards (FSMB), the Federal Govern-

ment, and the public) is to look with favor on this

recommendation, the high quality of programs

approved for Category I credit must be assidu-

ously protected. It is anticipated that the LCCME
will continue most of the procedures of the Coun-

cil, which has to date accredited over 850 organi-

zations and institutions, but it has not as yet

agreed on its by-laws. Presumably it will com-

mence functioning later this year.

It is necessary to remember that the CME
Committee of the TMA, and through it the Coun-

cil or the LCCME, accredits not individual pro-

grams, but accredits institutions or organizations

to put on high quality programs. It is absolutely

necessary, therefore, that the institution or organi-

zation have a responsible committee of its own
which is not only able but willing to decide which

of its programs are acceptable for Category I

credit and which are not. Each accrediting agency

down the line is responsible for the actions of the

body or the program it approves and it is respon-

sible for monitoring them to assure compliance

with requirements. In today’s political climate,

this is mandatory, and the stated requirements

must be met for each program designated Cate-

gory I. I cannot emphasize strongly enough that

not every program put on by an accredited insti-

tution will necessarily carry Category I approval.

In fact it is expected that many will not.

Basic Requirements for Category I

Category I programs carry certain specific

requirements which must be met,^ and it is in-

cumbent upon the sponsoring institution or or-

ganization to ensure that they are. Some of these

are:

1. The accredited organization must be suf-

ficiently involved in the planning, develop-

ment, administration, and evaluation of the

program to assure that it meets the defini-

tion of a planned program, and must accept

full responsibility for its educational value.

It is inappropriate for an accredited organi-

zation to “rubber stamp” a program as an

accredited co-sponsor.

2. A planned program, for the purposes of

Category I credit, must present a body of

knowledge in sufficient depth that the sub-

ject is comprehensively covered so as to

meet the defined objectives.
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3. The program must have a defined objective,

and must be planned, coordinated, adminis-

tered, and evaluated in terms of meeting

that objective.

4. The objective must be aimed at giving a

defined level of knowledge or specific per-

formance skill. A series of unrelated lec-

tures on different topics covering only one

or two points in each topic would not qual-

ify as a planned program.

5. To the extent possible, educational objec-

tives should be based on demonstrated

CME needs, as defined by practice profile,

peer review, self assessment, or audit, or

be designed to present a newly developed

body of medical knowledge.

6. In all cases, proper evaluation must be car-

ried out to determine how well the objec-

tives were met. A “happiness index” de-

rived from participant questionnaires is not

adequate evaluation. Ultimately, it should

depend on demonstrable impact on patient

care.

Under certain circumstances. Category I credit

may be obtained by use of audiovisual or other

educational materials. It should be pointed out,

because it is often lost sight of, that Category I

programs are not in themselves necessarily “bet-

ter” than programs carrying other designations.

Nor does it mean that institutions or organiza-

tions which have been accredited to put on Cate-

gory I courses are necessarily “better” than those

which have not. It simply means that these or-

ganizations have taken the trouble to voluntarily

submit to meeting standardized requirements,

and so Category I programs are simply programs

which are put on by those accredited bodies, and

they must by definition be designed to meet

specific objectives. It is for this reason that a

specified minimum number of hours in this cate-

gory must be obtained. When this requirement

has been satisfied, any other credit hours, includ-

ing additional Category I hours, should be con-

sidered of equal value regardless of category.

CME— The Future

Well then, where are we in Tennessee in our

effort to get CME to the practicing physician? A
few hospitals and medical societies have received

accreditation to put on Category I programs (and

we are speaking here only of Category I. Credit
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opportunities in other categories abound). The

medical schools in the state are exploring avenues

of service in this area, both individually and as a

consortium. The possibility of expanding the net-

work of Area Health Education Centers is a real

one, but is inconclusive as of this writing.

The Executive Vice President of the AMA,
Dr. James Sammons, recently stated that continu-

ing medical education is a top priority activity of

the AMA. The Council on Physician Education

has been mandated to increase its activities far

beyond the two national meetings, so that in

1976 nine regional CME programs were held in

conjunction with state medical societies, specialty

societies, and/or medical schools, utilizing medi-

cal school facilities for the teaching. Fifteen are

to be held in 1977, and 23 are projected for

1978.

In addition the AMA Council is developing a

sub-regional curriculum, with packages of two

to four 3 hour Category I courses to be available

to local hospital staffs, for which AMA would

handle all the mechanics, such as promotion,

registration, obtaining faculty, and printing and

distributing syllabi, and would assume the risk of

financing the project. Financing would be through

a charge of $10 per credit hour ($30 per 3 hour

course). The first of these courses is in produc-

tion at the present time, and production will begin

shortly on a second. It is projected that eventually

many of the better courses now being presented

at the regional meetings will be available on

video-tape to medical staffs in their local setting.

This would require only a sponsoring physician

on the part of the medical staff, and the mechan-

ics would be handled through TMA. More spe-

cific information will be forthcoming as the pro-

gram develops.

In addition to the continuing medical education

activities of medical organizations, there is a great

deal of interest on our behalf by large numbers

of other institutions and organizations. A great

deal of commercial interest has been generated in

continuing medical education, and such things as

cruises, safaris, and so on have been developed

with continuing medical education ostensibly the

prime purpose, though you might have some dif-

ficulty in persuading your friendly tax auditor

that such was indeed the case. By and large,

these are money making ventures for their spon-

sors, either directly or indirectly. In any event,

though they frequently have good medical teach-

ing, unless they are sponsored by an accredited
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organization or institution, they cannot carry

Category I credit. This does not of course mean

that you should not consider them in some other

category, because many of them are quite good,

but you should examine your reasons for choos-

ing them and act appropriately.

There is also a lot of interest in our continuing

medical education which borders onto meddling.

The Miller and Fink Corporation, publishers of

Patient Care Magazine, a year or so back assem-

bled a group of representatives from professional

organizations, specialty societies, medical schools,

community hospitals, national and state govern-

ments, and the pharmaceutical industry under the

title of the Alliance for Continuing Medical Edu-

cation (ACME).^ The ACME is an ad hoc infor-

mal assembly of persons brought together to dis-

cuss and attempt to resolve problems facing

continuing medical education. They set up a group

of task forces, culminating in a National Invita-

tional Conference in Atlanta in the spring of

1976 where it was agreed (by them) that the

Alliance should continue “as an interdisciplinary

forum to focus attention on priorities and to spur

national and local organizations to action,” and

that possibly in the future a fund would be estab-

blished to coordinate research and disseminate

results.

The Josiah Macy, Jr. Foundation in 1976

published the report of the Commission on Physi-

cians for the Future, which focused on a variety

of major issues bearing on national health needs,

a part of which had to do with medical education

in all its aspects. The foundation is presently ex-

ploring the formation of a national commission

which would be an independent body with a full

time staff of its own to look into all these things

and report yearly in a public document.

The federal government continues to have pro-

prietary interest in your continued competence,

and what effect all this activity and interest on the

part of so many will have on your future is uncer-

tain, as my crystal ball has suddenly fogged up.

I think you can be sure it will be considerable.

Because “it is acknowledged that hours of par-

ticipation in CME cannot be used to assure that

the physician needed the information taught, that

it was learned correctly, retained or applied cor-

rectly, or that the physician’s patient’s received

better care,” ^ progressively more is being written

as to the futility, if not indeed the folly, of man-

datory CME. But the tide is not likely to turn

soon, and the AMA is proceeding with plans for

easy terminal input and complete computer stor-

age of every physician’s CME record. This will no

doubt reach fruition in the near future, perhaps

this year.

Your TMA CME Committee continues to be

active in your behalf, and is anxious to bring to

you what you need to satisfy your CME require-

ments, whatever the future may hold. We solicit

your input, which along with your requests

should be addressed to TMA to the attention of

the DCME, Mr. Ingram.
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"We’re using it as a substitute for shock therapy."

FEBRUARY, 1977 101



univef/p|| of lcnAe//oc

mecHccil ofcincl fouiicl/

Accelerated Hypertension*

ARNO A. SCHOENBERGER, M.D.:

A 33-year-old black male was admitted to the W. F.

Bowld Hospital on 31 Oct 75 with severe hypertension.

Three weeks before admission he suffered from occipi-

tal and frontal headaches and tinnitus. A public health

nurse, a friend of the family, took his blood pressure

4 days before admission and found it to be 220/150

mm Hg. He attended a clinic at another hospital from

which he was transferred to the Clinical Research Cen-

ter of the City of Memphis Hospital.

In the past he had frontal headaches relieved by

Anacin,® and occasional dizzy spells upon bending

over. However, he never sought medical attention and

never had his blood pressure taken before the present

illness.

Review of systems revealed a right sided congenital

cataract and microphthalmia. He had mild rectal bleed-

ing from hemorrhoids and nocturia for several weeks

prior to admission.

There was a history of hypertension and cardiovascu-

lar disease in the family. The patient was a funeral

home worker exposed to embalming fluids. He smoked
an occasional cigarette and drank about one fifth of

liquor a week.

Physical examination showed the blood pressure in

the right arm to be 218/150/140 mm Hg, in the left

arm 206/155/144 mm Hg. The pulse rate was 80 beats

per min, temperature 98 °F, respiratory rate 18 per min.

Weight was 20314 lbs., height 6714 in. The general

impression was that of a muscular, mildly obese, black

male in no distress. Examination of the eyes revealed

a congenital cataract and hypoplastic globe on the

right. The left retina disclosed a flat disc, some arterio-

lar narrowing but a normal A/V ratio, and no hemor-
rhages or exudates. The carotid pulse showed a fast

upstroke with normal descent. There was a left ventricu-

lar lift and the point of maximum impulse was 2 cm
to the left of the midclavicular line. There was a

prominent S4 gallop; Si was normal; S2A was increased

with S2P physiologically separated from it. There was a

grade I/IV early systolic murmur at the left sternal

border which faded away with the Valsalva maneuver.

The arterial systolic blood pressure of the lower ex-

tremities was the same as in the upper extremities.

Laboratory work-up showed a hematocrit of 39%
with normal red blood cell indices. The white blood

cells were 5800 per mm® with a normal differential

count; platelets were normal; and the ESR (Wintrobe)

was 60 mm per hr. Urinalysis showed a specific gravity

of 1.012, pH 6.5, protein 3+, but no hemoglobin, glu-

cose or ketones. The sediment was first reported to

*City of Memphis Hospital Case #595380
Presented 7 Jan 76
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show 1-2 WBC/per HPF. Upon review, a few RBC
casts, oval fat bodies and hyaline casts were noted

also. The BUN was 15 mg per dl, creatinine 1.7 mg
per dl, and the creatinine clearance 94 ml per min.

Total serum protein was at the lower limits of normal;

electrophoresis revealed decreased fractions of albumin

and gamma globulin. LDH and CPK were moderately

elevated. The serum uric acid was 9.9 mg per dl. Tri-

glycerides were elevated to 438 mg per dl consistent

with type IV hyperlipidemia. Chest X-ray showed the

heart size to be at the upper limit of normal with a

contour of left ventricular enlargement. The electro-

cardiogram displayed a normal sinus rhythm, an angle

alpha of +45°, a deep Qs, positional in origin, abnor-

mal T-waves and the high voltage QRS criteria fmaxi-

mum precordial R+S>4.0 mV) of left ventricular

hypertrophy. The echocardiogram revealed a large left

ventricular chamber with generalized hypertrophy of

the walls.

The patient was first treated with nitroprusside infu-

sion intravenously at a rate of 5 to 30 mg per min for

three days and showed a prompt fall in blood pressure

(Fig 1). He tolerated this well with only a slight in-

crease in heart rate. On the third day he was started

on hydralazine intramuscularly with the sodium nitro-

prusside being tapered rapidly. Adequate control of

blood pressure thereafter was maintained with oral

hydralazine alone. There was a decrease in creatinine

clearance from 94 to 70 ml per min in the next week.

Daily echocardiographic studies were made and during

the second week further work-up was done for creatin-

uria, proteinuria and secondary causes of hypertension.

The 24-hour urine for total protein was 5.6 to 6.5 gm.

Determinations on the urine for sodium, vanilmandelic

acid (VMA), potassium, and 17-hydroxy steroids were

normal. Plasma renin activity (PRA) was within normal

limits for the amount of sodium excreted in the urine.

A rapid sequence IVP was within normal limits; the

kidneys were normal in size. The FANA test for lupus

was negative. Excretion of 5-hydroxy indole acetic acid

(5-HIAA) was normal. Complement levels (C3 and

C4) were normal as were the ASLO titer and the bleed-

ing profile. A renal biopsy showed arteriolar nephro-

sclerosis and advanced focal glomerulosclerosis. The

latter lesion probably accounted for the red cell casts,

provided an explanation for the accelerated hyperten-

sion, and presaged a fairly rapid future deterioration of

renal function.

At the end of the hospital stay, the patient’s blood

pressure was controlled at 140/90 mm Hg. He was

discharged on a low salt, high protein diet and hydral-

azine 200 mg per day.

On a return visit several weeks after discharge, mild

proteinuria and a diastolic blood pressure between 100

and 110 mm Hg was found. A diuretic (hydrochlor-

thiazide) was added to the medication.
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Fig. 1, Hemodynamic effects of vasodilator therapy in

patient, with accelerated hypertension. Note

prompt fall in peripheral vascular resistance

(PVR, in dyne-sec-cm’® x 10'^). BP = mean
arterial blood pressure (mmHg), C.O. = cardiac

output in ml/sec, HR = heart rate in beats/

minute, EF = ejection fraction in percent.

Discussion

JAY M. SULLIVAN, M.D.:

This patient represents a case of severe, accel-

erated hypertension who did not meet the usually

accepted criteria for the diagnosis of malignant

hypertension because his retinae did not show

papilledema. At the time of admission the uri-

nalysis suggested glomerular involvement subse-

quently confirmed by the renal biopsy.

You have seen in his case the different proce-

dures performed in searching for the various sec-

ondary causes of hypertension. Rather than going

into the reasons for all the different tests at this

point, I want to begin by reviewing some of the

features of accelerated and malignant hyperten-

sion and apply these to the way in which we are

currently managing a patient of either sort.^’^

Course

There are roughly 23 million Americans who
have hypertension. This disorder frequently has

an insidious onset, moderate blood pressure ele-

vation which continues for years either without

symptoms or with mild symptoms of headache,

dizziness, or palpitations, and may progress to the

development of cardiac hypertrophy, congestive

heart failure, and coronary artery disease. Mild

retinopathy is not infrequently seen, including

A-V nicking, arteriolar narrowing, and tortuosity.

Cerebrovascular accidents, either thrombotic or

hemorrhagic, are common and renal function be-

comes somewhat impaired gradually.

Either de novo, or anywhere during the pro-

tracted course of benign essential hypertension,

some 10 percent of patients will enter a malig-

nant phase, either spontaneously or as a result of

intercurrent renal disease. This phase is charac-

terized by extreme elevation of blood pressure,

progressive renal insufficiency with proteinuria

and azotemia, cerebral edema, intracerebral hem-

orrhage, and advanced retinopathy. In addition

to the retinal arteriolar narrowing and tortuosity

during this phase there are soft exudates, flame-

shaped hemorrhages and papilledema.^

In untreated hypertension changes take place

within the cardiovascular system. Before the on-

set of the malignant phase, patients develop con-

centric hypertrophy of the left ventricle. The

muscle works against a high afterload over the

years. As the heart hypertrophies nothing very

exciting happens to the chest film; a little bit of

left ventricular prominence appears and the right

ventricle usually remains normal in size because

the left ventricle is doing all the work and has

not yet failed. Pressures remain normal in the

pulmonary veins and capillaries and in the pul-

monary arteries, and right ventricular function is

unimpaired. When the disease accelerates, things

get worse. The left ventricle dilates and has to

develop a very high tension in its wall which may
exceed the ability of the coronary circulation to

supply oxygen and substrates for contraction. In

addition, the aortic ring may dilate and aortic

insufficiency develop, the left atrium dilates as

left ventricular diastolic pressure rises, and mural

thrombi form. As the atria also dilate and fail to

contract normally, additional thrombi can form.

Atrial fibrillation, which occurs frequently, con-

tributes to the intracardiac thrombogenesis. As

the pressure rises in the left atrium, pulmonary

veins, pulmonary capillaries, and pulmonary ar-
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teries, the right ventricle enlarges and eventually

fails. Generalized cardiomegaly, some pleural

effusion and pulmonary congestion are seen on a

roentgenogram of the chest at this stage.

Renal Morbidity

Untreated hypertension can also cause renal

damage. I want to contrast the changes that one

can see as a result of chronic hypertension, which

might very well be present in a patient presenting

in the malignant phase, with superimposed

changes of the malignant phase. Just as one sees

first hypertrophy of the heart then superimposed

dilatation and failure, in the kidney one can see

a comparable progressive deterioration of func-

tion. With time the renal arterioles develop fibro-

sis and hyalinization of the walls, impaired flow,

and anatomic changes known as nephrosclerosis.

These changes in the kidney are relatively fixed.

Lowering the blood pressure retards progression

of but doesn’t erase them, so there is some im-

pairment of renal function as the result of long

standing, so-called benign, essential hypertension.

With the onset of the malignant phase another

type of morbidity develops which is termed fibri-

noid necrosis of the renal arterioles. This lesion

consists of the deposition of fibrinoid material

throughout the media of the small arteries with

necrosis of vascular muscle fibers, and inflamma-

tory reaction and intense proliferation of connec-

tive tissue cells. Thus, a lesion develops whereby

the vessel becomes partially occluded. Lowering

the blood pressure in a patient with malignant

hypertension will allow the lesion to resolve in

part, healing over a period of about two weeks.

Clinical Manifestations and Outlook

The symptoms in a patient with malignant

hypertension can be relatively unimpressive,

which shows the importance of measuring the

blood pressure. In the days before effective anti-

hypertensive treatment was available visual im-

pairment was present in 79 cases of a series of

105; acute headaches in 6, hematuria in 5, hema-

turia plus visual impairment in 3, acute cardiac

failure in 1, nausea, vomiting and upper gastric

pain in 1, and very vague symptoms in one. The

last might easily and inadvertently have resulted

in the patient being given an appointment to re-

turn to the clinic in about 3 months had not the

pressure been measured.

The majority of the untreated series of 105

patients followed by McMichael and Murphy‘S

were dead within 4 to 6 months. When autopsied,

42 percent of them had essential hypertension.

The majority of those with secondary causes for

hypertension had renal disease: chronic pyelo-

nephritis in 20 percent, chronic glomerulo-

nephritis in 15 percent. Polyarteritis nodosa was

rather frequent, close to 5 percent. Unilateral

renal artery disease was present in 3.2 percent.

Other causes of hypertension were relatively rare.

Without treatment, the prognosis clearly is poor.

Figure 2 shows the survival time, in years, of

untreated and treated patients.^ Among the for-

mer most died in less than one year. With treat-
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Fig. 2. Comparison of survival in groups of patients

with good and poor renal function, treated and

untreated. (From Sokolow and Perloff, Am. J.

Cardiol. 6:850, I960)."

ment, survival improved considerably. How much

benefit will be derived from treatment depends in

part upon renal function at the start of therapy.®

We talked about the nephrosclerotic lesions that

can be present when treatment is begun and the

fibrinoid necrosis which can be superimposed in

the malignant phase. Let’s say you start treatment

not knowing which is which, not having the re-

sults of renal biopsy in the emergency ward, but

the patient has a creatinine clearance greater than

45 ml per min. Patient survival is pretty good

over the next several years. Contrast this with

patients whose creatinine clearance has already

fallen to beneath 45 ml per min; survival time is

short. Clearly, new approaches are needed to pre-

vent renal function from deteriorating before and

during the acute phase of treatment. Parentheti-

cally, this is the focus of some of our recent re-

search.
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The Renin-Angiotensin-Aldosterone

System in Hypertension

During the development of accelerated or

malignant hypertension, the reninangiotensin-

aldosterone system becomes involved. Figure 3

briefly presents the operation of this system. As

Fig. 3. Role of the renin-angiotensin-aldosterone sys-

tem in regulation of effective blood volume.

blood pressure or sodium delivery falls, the jux-

taglomerular apparatus within the kidney releases

an enzyme, renin, which acts on a glycoprotein

in the blood, renin substrate, to form angiotensin

I. This peptide is split as it goes through the lung

to form angiotensin II which is an 8-amino acid

chain with two major functions: First, it is a

potent vasoconstrictor which causes vascular re-

sistance to go up and, second, it stimulates the

adrenal cortex to release aldosterone which in

turn causes salt retention, builds up blood vol-

ume, and signals the juxtaglomerular apparatus

that the effective blood volume has been restored.

Renin release then shuts off. With malignant hy-

pertension, or with arteriosclerotic involvement of

the renal arteries causing significant stenosis, the

juxtaglomerular cells continuously get the defi-

cient pressure-volume signal. They keep releasing

renin, aldosterone is secreted, angiotensin levels

climb causing increased constriction of the pe-

ripheral vasculature, and salt and water are re-

tained making angiotensin even more effective.

The blood pressure keeps going up but somehow
does not feed back to turn off the juxtaglomerular

cells because as a result of disease within the kid-

neys or in the renal arteries the cells are not being

perfused. One of the hallmarks of malignant

hypertension and of a few other forms of hyper-

tension is high plasma renin activity (PRA).

Suffice it to say for the present that there are sub-

groups with low PRA, the prime example being

primary aldosteronism, and some with normal

PRA. Most patients with ordinary essential hy-

pertension are in the normal PRA category, and

those with malignant or severe hypertension or

with renal artery stenosis are in the high PRA
category. Because the renin in the latter, and thus

the angiotensin, are elevated and the patient is in

a vasoconstricted state, it seems reasonable to

believe that if therapy were directed toward re-

ducing renin levels, thereby reducing plasma

angiotensin II and vasoconstriction, that this

treatment would be ideal for the malignant phase

of hypertension.

Physiologic Considerations in Therapy

Any of the drugs which block the sympathetic

nervous system will impede renin release. Propra-

nolol will decrease renin release, as will reserpine,

methyldopa and guanethidine. It has been shown

that patients with the highest renin activity will

Hydroiozine loav) 300300 300 300 300 300 300300 300 300 300 300 mg

Methyldopa 2000 mg

Propronolof - 30 40 I20 I20 I6O 240400 300 300 240 240 240 240 240 240 240 240 240mg

Minoxidil 5 lO tO 15 20 mg

Fig. 4. Effect of sequential therapy with propranolol,

followed by minoxidil, on the hemodynamic

status of a patient with accelerated hypertension.

Symbols and units of measurement as in Fig-

ure 1.
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441005have the greatest drop in blood pressure when
given propranolol. Because patients with malig-

nant hypertension have high PRA, propranolol

might be a good agent to use in their treatment.

As part of a research project, Dr. Ratts, Dr.

Mance, Dr. Johnson and I have used propranolol

to treat a patient with malignant hypertension

who was treated initially with hydralazine. Figure

4 shows the daily blood pressure, heart rate, car-

diac output measured by echocardiography, and

calculated peripheral vascular resistance. The ini-

tial response to vasodilators was good. Blood

pressure fell, resistance fell, and cardiac output

went up as the afterload was taken off the heart.

Then, because the pressure didn’t stay well con-

trolled, we added propranolol and increased the

dose of diuretics.

The major effect of this combination was a fall

in heart rate, and cardiac output, while peripheral

resistance did not return to normal until minoxi-

dil, a potent vasodilator, was added. If you con-

sider the arterial renal, cerebral, and myocardial

lesions of malignant hypertension, you might con-

clude that if you use drugs which keep peripheral

resistance up or let it climb higher (as a result of

the baroreceptor reffex) and drop cardiac output

at the same time, then you are not going to be

perfusing peripheral tissues very effectively.

This year Dr. Schoeneberger, Dr. Ratts and I

have been studying this problem in more detail.

Figure 5 shows data on a patient we studied in

a similar way who, when first admitted, was

treated with furosemide and trimethaphan (Arfo-

nad®) and placed on methyldopa while furos-

emide was continued. This is conventional ther-

apy and the patient had a perfectly good

response. His blood pressure came down and his

hospital record looked fine. However, when echo-

cardiography was performed, we found that we
had lowered his cardiac output as a result of a

reduction in both heart rate and ejection fraction,

but the peripheral resistance had actually climbed.

The patient might go home with a good blood

pressure but a potentially unfavorable hemo-

dynamic state.

We have tried to rethink this problem looking

again at the factors that determine blood pressure.

The hemodynamic expression of Ohm’s Law is

that blood pressure is the product of cardiac out-

put and peripheral vascular resistance. Much of

what we have been doing in our customary ther-

apy of malginant hypertension, however, has

been concerned with reducing cardiac output

106

I 2 3 4 5 6 7 8 days

THERAPY

Furosemide 8 0 80 80 80 80 80 80 80 mg

Trimethaphan ,1

Methyldopa 250i.v 1000 750 1000 1000 1500 1500 1500 mg

Fig. 5. Effect of diuretic and sympatholytic therapy on

hemodynamic status of a patient with accelerated

hypertension. Symbols and units of measure-

ments as in Figure 1.

rather than resistance. We produce vigorous diu-

resis, drop blood volume and venous return and,

in turn, cardiac output. Then we add compounds

like propranolol to slow the heart rate and inter-

fere with myocardial contractility. Much of the

reduction of the blood pressure to therapy is

obtained in this way but without lowering periph-

eral vascular resistance.

In studies at the Cleveland Clinic, examination

of the hemodynamic profile of various forms of

hypertension showed that people with normal or

mild essential hypertension have, in addition to

an increased blood pressure, an increased heart

rate, sometimes an increased but usually a normal

cardiac output, and an increased peripheral vas-

cular resistance.’' The severely hypertensive pa-

tients have a high blood pressure and rapid heart

rate but a cardiac output which is low and a

peripheral resistance that is high. Theoretically,

vascular resistance can be lowered by suppressing
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renin activity and thus lowering angiotensin II

levels, or by the use of directly acting vasodila-

tors.

We have available at present three direct-acting

vasodilators that can be given parenterally, one of

which can also be given orally.^ Hydralazine,

sodium nitroprusside and diazoxide all lower

blood pressure. Hydralazine usually results in a

reflex increase in cardiac output which makes it

somewhat dangerous to give to someone with

coronary disease because the heart has to work

harder. Diazoxide does the same thing by drop-

ping resistance. Nitroprusside tends to cause

either no change in cardiac output or to alter

it very slightly up or down. The reason is that

nitroprusside also causes venous pooling with

decreased venous return to the heart. All three

drugs lower peripheral vascular resistance in-

stead of causing a reflex increase. None affect

renal blood flow nor glomerular filtration rate

adversely and all tend to drop renal vascular re-

sistance. Nitroprusside has favorable effects on

the heart by decreasing the mean systemic pres-

sure (afterload) and the radius of the left

ventricle (cardiac dilatation is decreased). Since

tension is the product of pressure and the radius

of the involved chamber (the La Place relation-

ship), intramyocardial tension and myocardial

oxygen consumption are reduced. Pulmonary

capillary pressure falls and pulmonary edema, if

present, improves as the afterload is reduced.

Stroke volume increases as does tissue perfusion.

Because the heart is smaller and working against

less pressure, it requires less oxygen, and myo-

cardial efi&ciency and function are improved.

We carried out the same kind of study on the

patient presented today. When he first came in,

he received nitroprusside only, which brought his

resistance and pressure down (Fig. 1) while the

cardiac output climbed slightly. He was then

placed on chronic hydralazine therapy, 300 mg
per day to start and later reduced to 200 mg per

day. (If you give this drug chronically in doses

larger than 200 mg a day, you run the risk of

precipitating a reversible lupus syndrome.) With

time, the patient’s resistance returned to a normal

level, the blood pressure returned to a good level,

cardiac output climbed but not overly so, the

heart rate stayed about the same and the ejection

fraction increased. Hemodynamically he was

doing a lot better.

This case was managed without diuretics. I

don’t want to convey the impression that diuretics

should not be used at all. If a patient presents

with heart failure, pulmonary edema and acceler-

ated hypertension, judicious use of diuretics is

indicated. If someone is going to receive a com-

pound Ike diazoxide, which tends to cause reten-

tion of sodium and water when used in multiple

doses, then it is essential to administer appropri-

ate doses of diuretics during the time the patient

is receiving the diazoxide. When he went back to

work, increased his activity and started following

his regular diet, which probably contained more

salt than we were giving him, the patient required

a diuretic for chronic blood pressure control. The

vasodilator alone wasn’t potent enough for

chronic therapy but appeared beneficial in the

first week or so of therapy of a patient who pre-

sented during an accelerated or malignant phase.

Recommended Emergency Therapy

With this background we can now focus on

what constitutes desirable therapy for various

types of hypertensive emergencies. If a patient

presents in the age group in which you would not

expect coronary disease or severe cerebrovascular

disease, who has typical hypertensive encephalop-

athy, whose diastolic pressure is above 140 or

150 mm Hg, with a retina showing papilledema,

hemorrhage and exudates, and who is actually

having severe CNS manifestations such as local-

izing signs or actual seizures, then I think the

thing to do is to get the pressure down promptly.^

You can do this two ways. If I were in the emer-

gency ward and handling the patient, I would

draw up a syringe full of diazoxide, 300 mg, and

inject it rapidly intravenously. The pressure

should fall within 5 minutes. If it doesn’t fall by

half an hour, I would repeat the dose. It is

equally acceptable to start the patient on a nitro-

prusside drip if it can be started promptly and if

there are people in attendance to stay and regulate

the infusion. The mistake that we see being made
is someone reasoning, “Well, I think nitroprusside

is better than diazoxide because you can control

the pressure more precisely.” I agree with that.

But you can’t give nitroprusside unless you have

the patient under constant cardiodynamic moni-

toring. Therefore, nitroprusside should not be

started until the patient is admitted to the Inten-

sive Care Unit or Coronary Care Unit. But, if a

bed is not immediately available in either of those

units, treatment might be held up several hours,

a hazardous and unjustified delay. The therapist

should not fall into that kind of trap. If the pa-
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tient has severe encephalopathy, get treatment

started at once.

A patient with accelerated hypertension, Grade

III or IV fundi, and deteriorating renal function,

and who does not have severe encephalopathy,

can wait a short time while arrangements are

made to reduce the pressure with a precisely con-

trolled infusion of nitroprusside, which I think is

the best agent for treating such a patient. Acute

pulmonary edema secondary to hypertensive heart

disease is a situation where nitroprusside can be

ideal as it lowers pressure without causing the

heart to increase its work load.

In eclampsia and pre-eclampsia, parenteral

magnesium sulfate is still excellent and effective

therapy. In the cases of pheochromocytoma the

worst thing one can do, other than miss the

diagnosis, is to give ganglion blocking agents

which only make the patient more sensitive to

circulating catecholamines. Such patients should

be given an alpha-adrenergic blocking agent,

phentolamine, 5 mg IV stat, repeating the dose

as often as is needed to control blood pressure.

Dissecting or leaking aneurysms should be

treated promptly. Appropriate medical therapy

consists of lowering the pressure in a controlled

fashion by an agent which does not increase the

force of myocardial contraction, either trimetha-

phan or nitroprusside, with a small dose of pro-

pranolol e.g., 1 mg, I.V., provided the patient

does not have asthma, heart block or congestive

heart failure.

In the treatment of cerebral or subarachnoid

hemorrhage, nitroprusside is a very good drug as

it allows the pressure to be lowered gradually

and maintained at precise levels—at normal levels

in someone who has a ruptured aneurysm and

at levels of around a diastolic of 110 mm Hg,

in someone who has a definite intracerebral hem-

orrhage.

New patients with a blood pressure of 200/150

mm Hg don’t always represent an emergency, but

you don’t know whether the individual patient is

accelerating or not, so close observation is neces-

sary. This is not the person who should get diaz-

oxide; he may do well with rest, sedation, and a

program of oral antihypertensive agents. But he

must stay under observation because you don’t

know whether the pressure is on the way up or

on the way down.

Charles E. Kossmann, M.D., Editor
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HISTORY
A 40-year-old man who had been in excellent health

was admitted to the Emergency Room following the

onset of “weakness.” He was alert and well oriented

as to person, place, and time. He was afebrile. His

skin was warm and dry and his color was excellent.

Blood pressure was 115/70 supine. His pulse was

irregularly irregular and the radial pulse was 110 per

minute. Ascultation revealed varying intensity of the

first sound. No murmurs could be appreciated. The fol-

lowing electrocardiogram was taken. (Fig. 1)

He was hospitalized and given intravenous Oubain

totaling 1.2 mg. over the next six hours, and was sedated

with IV morphine. His ventricular rate continued at

about 250/minute. Carotid sinus massage and Valsalva

maneuver produced no slowing of his ventricular rate.

Inderal (4mgm IV over a period of 20 minutes) pro-

duced no notable slowing. Because of the persistance

of his rapid ventricular response he was given 20 mg.

of Valium and 100 mg. of Dilantin intravenously. A
single 300 watt-second direct current synchronized

shock was administered. The following electrocardio-

gram was obtained. (Fig. 2)

Discussion

Fig. 1 shows an irregular rhythm with a ven-

tricular rate varying from a cycle length of 0.4

sec. to 0.20 sec. The QRS forces are extremely

rightward and anterior. The marked irregularity

and stability of this rhythm over prolonged period

of time strongly suggests that the tracing repre-

sents atrial fibrillation with a very rapid ventricu-

lar response and a resultant right bundle branch

block pattern. Following direct current cardio-

version, delta waves can be plainly visualized in

leads 2, 3, AVF, and in V3 and V4. The PR
interval in standard lead 2 is 0.10 sec. Note that

the predominant deflection in VI is upright. This

tracing represents pre-excitation syndrome and

the anterior forces in VI and V2 allow for clas-

sification as Type A pre-excitation (Rosenbaum,

et al).^

Although pre-excitation syndrome is usually

considered compatible with a normal life span, a

small but real incidence of sudden death has been

reported (Dreifus, et al).^ This results from ven-

tricular fibrillation which may often be precipi-

tated by atrial fibrillation with extremely rapid

ventricular response (cycle length approximating

From The Department of Cardiology, Saint Thomas
Hospital, Nashville, Tenn. 37205.

0.36 sec. or less). It has been noted that digitalis

may have little effect on atrial fibrillation in the

presence of Wolff-Parkinson-White syndrome and

may be contraindicated as it supresses conduction

over AV nodal pathways. It may also enhance

accessory pathway conduction.

It is of interest that this patient had no slowing

of ventricular rate in spite of relatively large doses

of intravenous Oubain. Some patients with elec-

trocardioverted pre-excitation have been noted to

have asymmetric septal hypertrophy. An echo-

cardiogram carried out on this patient showed no
thickening of the ventricular septum.

Final Diagnosis

Atrial fibrillation with rapid ventricular re-

sponse and right bundle branch block in the

presence of pre-excitation syndrome (Wolff-

Parkinson-White syndrome).

W. Barton Campbell, M.D.
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REGIONAL INFECTION CONTROL
A regional infection control program has been

in operation for one year. Developed under pri-

vate auspices, it serves 13 hospitals in Tennessee,

Georgia and Kentucky with a combined total of

1703 hospital beds. Eight of the hospitals are in

rural communities.

The program is staffed by two full-time nurse

epidemiologists and one full-time medical records

technician. Part-time consultation is provided by

a clinical microbiologist, an infectious disease

specialist and two clinical pathologists. The pro-

gram director is a clinical pathologist.

Continuous intensive auditing of (1) the diag-

nosis and management of all infections, (2) the

use of antibiotics, (3) the relevance of laboratory

microbiology, and (4) the epidemiologic aspects

of hospital associated infections is provided retro-

spectively. Monthly reports present all details to

the infection control committees of each institu-

tion with recommendations for action.

The program also provides hmited environ-

mental surveillance, programmed in-service train-

ing designed for the special needs at each institu-

tion and limited double-blind peer review.

In 2111 patients, 2316 episodes of in-patient

infections have been analyzed during a period in

which 40,343 discharges took place. Based on

the combined use of clinical and laboratory cri-

teria, 45.5 percent of these presented insufficient

evidence to be classified as bacterial infections,

yet 70 percent received antibiotics. A pilot sur-

vey at two institutions revealed that 42.9 percent

of all admissions received antibiotics during their

hospital stay.

In the remaining 1276 cases of bacterial infec-

tion, 15.1 percent were hospital associated. Geni-

tourinary tract infections accounted for 41.9 per-

cent, skin and subcutaneous infections 35.8 per-

cent and the lower respiratory tract 15.5 percent

in this group.

When the medical management of all bacterial

infections are examined by standard criteria the

following results are seen:

I. Use of antagonistics antibiotics 0.2%

II. Not treated at all 4.1%
III. Infection not accessible for culturing

but

(a) antibiotic selection, route & dose

proper for body site 2.7%
(b) antibiotic selection, proper but

route or dose improper 0.0%
IV. Infection accessible to culturing, and

there was

(a) culture of proper material,

antibiotic selected by sensitivity

testing, antibiotic selection

proper for site with proper route

and dose 47.7%
(b) culture of proper material,

antibiotic selected by sensitivity

testing, antibiotic selection

proper for site but route and
dose improper 0.3%

(c) culture of proper material,

antibiotic selected by sensitivity

testing, antibiotic selection im-

proper for site 0.2%
(d) culture of proper material; anti-

biotic not selected by sensitivity

testing 11.0%
(e) culture of proper material, no

pathogen recovered, antibiotic

selection proper for site and

route and dose proper 15.2%
(f) no culture with antibiotic selec-

tion proper for site and route

and dose proper 18.4%

(g) no culture, and antibiotic selec-

tion improper for site 1.3%
These data suggest that in our medical com-

munity, bacterial infections are generally well

managed; however, a large percentage (19.7) are

not cultured. The recorded data base for docu-

menting the presence of bacterial infection is

tending to be insufficient since a large percentage

of cases studied (45.5) could not be classified,

in retrospect, as bacterial infection.

Preliminary analysis of the data does not show
differences in the management patterns between

urban and rural hospitals.

From Clinical Laboratories of Nashville,

Tenn. 37203.

Nashville,

-.xyi

Joseph J. Sannella, M.D.
Medical Director
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Ultrasound of a Pheochromocytoma
For 2 years, this 62-year-old lady had symp-

toms of pounding headaches, tinnitus, nausea,

and periodic episodes of weakness in her arms

and legs lasting 5 to 10 minutes per attack. Her

blood pressure was 116/70, pulse 80, respiration

18, temperature 98.6. Her physical examination

was within normal limits. Initial studies in the

hospital revealed normal electrolytes, SMA-12
chemical profile. Urinalysis, complete blood

count, thyroid profile, chest x-ray, skull x-ray and

brain scan. In the hospital hypertensive episodes

(BP 220/130) and episodes of postural hypo-

tension (BP recumbent 120/70, standing 50/30)

were observed. A diabetic glucose tolerance test

was also discovered. Twenty-four hour urinary

catecholamines of 5650 ugm (normal <100
ugm) and vanilmandelic acid of 62.5 mgm (nor-

mal <10 mgm) established the diagnosis of

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, Tenn. 37203.

pheochromocytoma. The IVP was essentially nor-

mal. Arteriograms revealed a 4cm vascular mass

above the right kidney (Fig. 1). An Ultrasound

study showed a 6cm right suprarenal mass ex-

tending into the kidney (Fig, 2).

Fig. 2

K Kidney

T Tumor
G Gallbladder

At surgery, a 6 cm mass which extended into

the kidney led to removal of the kidney and the

mass. The tumor was a pheochromocytoma which

demonstrated a positive chromaffin reaction and

which showed very high levels of epinephrine and

norepinephrine. A mass of granulation tissue be-

tween the tumor and kidney bound the two to-

gether.

This case demonstrates the difficulty of arriv-

ing at the correct diagnosis on the basis of the

clinical symptoms. The postural hypotension and

episodes of hypertension were critical observa-

tions which led to the examination of the urine

for catecholamines and vanilmandelic acid. An
aspect of this case that is new and unusual was
the use of Ultrasound to localize and reveal some
gross anatomical features of the tumor. The suc-

cess here supports the experience of the Danish

doctors^ who contend that Ultrasound has been

more helpful than aortography in localizing pheo-

chromocytoma.

Robert L. Bell, M.D.
Douglas H. Riddell, M.D.

Reference
1. Kehlet, H, et al: Comparative Study of Ultra-

sound, 1-131, 19-Iodocholesterol Scintigraphy, and
Aortography in Localizing Adrenal Lesions: Brit Med
J, 2665, Sept. 1976.
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Newborn/Perinatal Legislation

The Newborn Program was established in

1974 by Tennessee Code Annotated 53-127 to

53-130, and was funded in 1976 by a $900,000

State appropriation.

The goals of the program are:

1. To reduce the Tennessee infant mortality

rate (18/1000) which exceeds the national aver-

age (16/1000), and to decrease the number of

compromised infants who require institutional and

specialized care, and,

2, To develop a plan with assistance of the

Newborn Advisory Committee for the implemen-

tation of regionalized newborn care on a state-

wide basis.

The University of Tennessee Memorial Re-

search Hospital in Knoxville, Vanderbilt Univer-

sity Hospital in Nashville, and the City of Mem-
phis Hospital each received $250,000. T. C.

Thompson Children’s Hospital in Chattanooga

received $100,000. The remaining $50,000 was

retained by the Division of Perinatal Services,

Tennessee Department of Public Health, for sup-

port of the newborn programs across the state.

These Regional Newborn Centers are using the

funds, as specified by law, to provide services

through the purchase of equipment for the diag-

nosis and treatment of high-risk newborn infants;

development of rapid transportation to the new-

born centers from throughout the region for those

newborns requiring specialized care; employment

of medical specialists to care for high-risk infants;

and provision of educational activities and con-

sultation for nursing and medical personnel in

hospitals in their regions. A plan has been devel-

oped for the implementation of regionalized new-

born care on a statewide basis. This plan pro-

vides for the designation of four regions in a sys-

tem of delivery of intensive newborn care and the

establishment of regional newborn intensive care

centers (Level III centers) which serve a popula-

tion between 1 and 1.5 million and provide the

highest level of care available for newborn in-

fants with a network of Level II and Level I

centers referring cases to it. The plan also pro-

vides for the designation of Level II and Level I

centers. Level II centers will provide a full range
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of neonatal services for infants without complica-

tions and for certain types of neonatal illnesses

except those requiring consultants and facilities

not available at this level. Level I centers will

provide a full range of neonatal services to nor-

mal newborn infants.

A perinatal bill has been written and will be

introduced in the 90th General Assembly to ex-

tend the program from the newborn period to

include the perinatal period (prenatal and new-

born). This bill substitutes the word “perinatal”

for “newborn” wherever it appears in TCA 53-

127—53-130; includes in the program the care

of pregnant women and their fetuses, in addition

to newborn infants; and broadens the scope of

the Advisory Committee to include pregnant

women and their fetuses and increases the mem-
bership from nine to thirteen.

The ability to provide earlier intervention with

a high-risk prgenant woman in the perinatal pe-

riod either reduces totally or minimizes the dam-

age to the mother, fetus or newborn infant. The
number of complications to newborns, and con-

sequently the number of mentally retarded chil-

dren, will be reduced with vital fiscal implications.

The goals of the perinatal program are:

1. To reduce the Tennessee maternal mor-
tality rate (2.4/10,000) which exceeds the na-

tional average (1.9/10,000); to reduce the Ten-

nessee infant mortality rate (18/1000) which ex-

ceeds the national average (16/1000); and to

decrease the number of compromised infants

which require institutional care and specialized

care, and,

2. To develop a plan with assistance of a Peri-

natal Advisory Committee for the implementa-

tion of regionalized perinatal care on a statewide

basis.

The establishment of a perinatal program in

Tennessee will make accessible to every physi-

cian in the state a mechanism for consultation on

high-risk pregnant women as well as newborn in-

fants, for transfer of these patients if necessary

to centers with special equipment and specially

trained personnel in perinatal medicine, and for

postgraduate courses in perinatal care provided

by the Regional Centers.
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Tennessee Mental Health Institutes

Effective January 1, 1977, the five major state

operated facilities in Tennessee which provide

mental health care were changed from “psychi-

atric hospitals” to “mental health institutes.”

Officially, the new names are:

• Lakeshore Mental Health Institute in Knox-

ville (formerly Eastern State Psychiatric

Hospital)

• Middle Tennessee Mental Health Institute

in Nashville (formerly Central State Psy-

chiatric Hospital)

• Western Mental Health Institute in Bolivar

(formerly Western State Psychiatric Hos-

pital)

• Moccasin Bend Mental Health Institute in

Chattanooga (formerly Moccasin Bend Psy-

chiatric Hospital)

• Memphis Mental Health Institute in Mem-
phis (formerly Tennessee Psychiatric Hos-

pital & Institute)

These changes were made to more adequately

reffect the positive role these facilities play in the

delivery of mental health services in Tennessee.

Previously, the names of the major mental re-

tardation facilities were changed from “hospital

and schools” to “developmental centers.” And
last year, the Tennessee Department of Mental

Health became the Tennessee Department of

Mental Health and Mental Retardation.

For too long, our mental institutions were

viewed as warehouses for human misery where

little or no treatment was offered to patients.

But in the 60’s, Tennessee, like many other states,

began to seek solutions to the problems of pro-

viding comprehensive treatment.

As recently as the late 60’s the average popu-

lation of our larger facilities numbered around

2,000. It was felt that many of the individuals

in residence at these institutions could function

in the community if conscientious effort was ap-

plied and alternatives of care were sought. Since

the late 60’s the census at our state operated

facilities has been reduced to an average of ap-

proximately 1,000.

Although this reduction is due in part to direct

efforts by the facility staffs, improvements have

been in concert with other general movements

within our Department, the first of which dealt

with placing greater emphasis on community

mental health centers as viable components in

the service delivery system.

During the last five years, the number of op-

erating community mental health facilities in-

creased from 21 to 30. In that same period,

several of these programs gained comprehensive

status. State dollars flowing into the mental health

centers have increased from under $3 million in

fiscal year 1971-72 to a present approximate of

$7 million for fiscal year 1976-77.

Along with additional monies the centers were

given increased responsibility for the aftercare

treatment of patients who were released from

our mental health institutes. During the period

between 1971 and 1973 the process of assigning

a specific geographical catchment area to each

center was completed, which meant that the com-

munity system was destined to play a more sup-

portive role in the Department’s continuity of

care program.

Counties offering some level of mental health

care within their geographic boundaries had in-

creased from 26 in 1971 to 70 in 1976. In 1972,

funds which had been previously allocated to

the state hospitals were shifted to the community

programs for support of aftercare functions.

Even today, we are planning a new funding

policy which will enable a certain amount of

state funds to be designated to follow the patient

through a comprehensive treatment program. Our

purpose, of course, is to lose no patient in the

transition of institute to mental health center.

This new per capita funding program is expected

to be implemented at the beginning of the next

fiscal year on July 1, 1977.

Emphasis was also placed on upgrading the

quality of care offered by Tennessee’s five mental

health institutes and a program to earn accredita-

tion from the Joint Commission on Accreditation

of Hospitals was launched.

Each institute has incorporated some method
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of identifying those patients who have potential

for returning to the community. The primary

separation which exists in each institute concerns

patients requiring only acute care and those

needing long term care. Since acute care can

usually be provided by the mental health center

system, separation of case types has become a

focal point in the division of services.

Each institute has added strength to admission

procedures and policies to eliminate unnecessary

admissions. A good example is in reference to

nursing care patients who for a lack of services

have in the past been admitted to mental health

institutes. All institutes now have policies and

procedures prohibiting the admission of a clearly

defined nursing care patient who can best be

served by other programs.

It is significant, too, that the comprehensive

model adopted by Tennessee is designed not only

to serve the severe mental patient but through

The patient is a 31 -year-old white male in good

health except for right subcostal pain related to meals.

The pain was described as dull and not crampy. The

Fig. 1. Longitudinal (para-saggital) Section, 8 cm. to

right of midline. The electronic markers on the

left of film mark the level of the xyphoid, and

those on the right of the film mark the level

of the umbilicus.

From The Vanderbilt University Hospital, Depart-

ment of Radiology, Nashville, Tenn. 37232
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early detection and treatment to prevent mental

illness.

For this reason, all mental health institutes now
offer specialized services above and beyond simple

medical and psychiatric care. Each has a spe-

cialized program designed to provide marital,

family, and pastoral services. Special programs

for children, youth, and the elderly are important

functions both in the mental health centers and

institutes. Programs are available for treatment

of the alcoholic and/or other drug abuser. Fo-

rensic care and special behavior modification

programs are also provided.

Thus, in Tennessee, there has been a basic

philosophical change within the Department of

Mental Health and Mental Retardation. The

names of our large institutions have been changed

to more adequately communicate our current

programs and our goals of providing compre-

hensive care for all our citizens.

physical examination was unremarkable, with no tender-

ness or mass. No jaundice was present.

X-ray: There was a non-visualizing gallbladder on
oral cholecystogram even after repeat dose.

The patient was examined by ultrasound.

Discussion: The echo free area beneath the

liver is the gallbladder. The heavy echoes within

it represent two gallstones. Note that there is a

cone-shaped shadow behind the gallstones repre-

senting an area of acoustic shadowing, or no

sound transmission.

Ultrasound should be performed for examina-

tion whenever there is non-visualization or poor

visualization. The only preparation is a low fat

supper the night before and then nothing by

mouth (including no smoking or chewing) after

10 p.m. Most people have had this preparation

for the x-ray examination, and should be taken

directly to ultrasound from the x-ray room if

there is non-visualization.

Ultrasound will show stones in 3% of “X-ray

normal” gallbladders. This is caused by stones of

the same density as the contrast medium. There-

fore, even with a normal cholecystogram, ultra-

sound examination should be done if symptoms

are strongly suggestive.

Ultrasound can also be used to search for di-

lated bile ducts and stones in them.

David A. Krause, M.D.
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Countersuits

The medical profession is rather slowly and with general distaste turning to

countersuits as a defense for the abuses suffered at the hands of unscrupulous patients

and their attorneys. In the last ten to fifteen years there have been an escalating

number of suits for medical malpractice brought against physicians. Far too many
of these suits have been fishing exhibitions into the realm of the professional

malpractice insurance. Although about 80% of the cases that get to court are

found for the defendant physician, this has not slowed the increasing instance of suits,

because of the occasional extremely large awards given the plaintiffs.

A countersuit is a separate suit brought in opposition to a suit which has been

brought against a plaintiff. The countersuit may be filed before the original suit is

decided and may be consolidated with the malpractice suit, or it may be filed after

the decision is made on the original suit.

The amount of money necessary to defend suits in which no malpractice actually

occurs, especially in poor results and malicious or frivolous suits, have begun to

significantly affect the cost of medical care. In 1975, the actual cost per office visit

was $1.24 or 8.1% of the cost of the office visit. Also a brand of defensive medicine

based on legal liability and not sound scientific judgment has evolved.

The medical profession and the Tennessee Medical Association has no interest in

denying the patient’s legitimate right to redress and recover when a malpractice has

occurred. The time has now come to bring some order out of chaos and reason out

of irrationality. As yet, there has been no legislative action that has relieved the

problem, although we have hopes some progress is being made. In any event, the

right of the injured patient to sue and the right of the injured doctor to sue must in the final event be preserved.

In the past lawyers have complained that they have been unable to secure physicians to testify for their clients

in court. Apparently it is also difficult for the physicians to find lawyers willing to sue other lawyers. This two-fold

problem seems to be decreasing in severity and as a result a more reasonable situation where suits with real

merit may be the only ones being brought to court. This in turn would relieve the terrible burden of trials that

have hampered speedy judgment by the courts.

Recent developments and especially the Dr. Leonard Berlin case indicate that physicians may through counter-

suits, be able to reduce medical malpractice litigation to a reasonable incidence that coincides with the quality

of medicine practiced in this country today. It is my opinion that the incidence of malpractice has been decreasing

during the years that malpractice claims have actually been increasing.

The TMA has had an Ad Hoc Committee studying countersuits for frivolous or malicious legal actions brought

against Tennessee physicians. California, Michigan, Illinois, and Georgia have established funds to aid physicians

in their countersuits against malpractice plaintiffs and their attorneys. Tennessee has a Barritry Statute which

has not been tested and may well be unconstitutional. However, care should be taken in how we approach

countersuits in this state. Decision to countersue should be that of the physician after he understands all of the

facts and has been advised by his attorney.

In Georgia each potential countersuit is reviewed by a Countersuit Committee, then the counsel. It is required

that the physician defendant has won the suit, and a countersuit is recommended by the original defense counsel.

The countersuit includes a suit against the original plaintiff and his attorney. The Countersuit Committee and

the legal counsel of the Georgia Medical Association decides whether to assist financially in the countersuit. This

decision must be upheld by the counsel who then advances the funds.

In 1901, the Canadian Medical Protective Association was formed for the mutual protection against legal

actions claiming malpractice or negligence and was incorporated by an act of Parliament in 1913. At first, only

legal advice was given the members, but later responsibility for the cost of defense of members was assumed. In

1932, the privileges of membership were extended to include payment of damages, legal fees, and court costs.

Consideration is now being given to the formation of a Tennessee Medical Protective Association which would

have no connection or relation to the TMA. It would provide its members with legal assistance and advice,

particularly in regard to countersuit. The State Volunteer Mutual Insurance Company will continue to defend

its policy holders but it is in no position to become involved in other legal actions. The Association would have

a Board of Directors who, with legal counsel, would recommend countersuits that have merit. Funds would then

become available for legal expenses for the countersuit.

Doctors throughout the state would be advised when the Tennessee Medical Protective Association is formed

and given opportunity to become members.

Sincerely,

C. Q
^

PRESIDENT

C. Gordon Peerman, Jr.
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Continuing Medical Education

The winds of change are blowing through the

CME program, locally and nationwide, brought

on by intensified government activity to be sure

we’re all competent. While that is surely much
to be desired. Big Brother is unlikely to go about

it in either a logical or a reasonable way. But

whether or no, we have to abide by it.

I have attempted, in an article in the front

part of this issue, to bring you up to date on the

situation—as up to date as my smudged crystal

ball will allow. I am not being immodest in say-

ing it is required reading. It is a quasi-official

pronouncement of your CME Committee, embel-

lished in my own inimitable style.
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Read it—and weep, or laugh, or do whatever,

within reason, you feel it impels you to do. But

read it.

J.B.T.

On Preventive Medicine

When I was a senior medical student we had

a course called “Preventive Medicine and Public

Health,” which, content-wise, was just barely

bearable, but which was made fairly interesting

by some superb teaching by such men as the

late Drs. Alvin Keller and Bill Frye. To us, pre-

ventive medicine was synonymous with sewage

disposal, water purification, and shots. Except for

the time, shortly thereafter, when I was medical

inspector on an air base, it was years before I

gave it another thought. After all, doctors treat

sick people. Public health types worry about

prevention.

The illogic of that line of thinking should be

immediately apparent, but unfortunately it isn’t.

The public, though, is forcing interest in preven-

tive medicine on us, and rightly so. It is odd

that we should agree that “an ounce of preven-

tion is worth a pound of cure” in such things

as insurance, automobile maintenance and so on,

and yet ignore it in the human machine. But

that’s the way our minds work—anything to get

out of something dull.

The thing is that properly understood it isn’t

dull. It’s the stuff of which medicine is made,

and this has never been better demonstrated

than in the elegant little study by Alan Graber,

printed in this issue of the Journal. There is so

much we can do in the context of our practice

to improve the health of our patients without

waiting until they get sick. It may take some

education, but most of us pride ourselves in how
well we can teach medical students and house

staff. Why not patients? Or better still, why not

non-patients?

Why not preventive medicine? Its title gives it

away. Ifs medicine, too.

J.B.T.

To Be or Not To Be . .

.

. . . Then would I hail the moment fleeting,

“Yet still delay—Thou art so fair.”

Goethe, Faust

Harry Schwartz, that unexpected defender of

Medicine at the New York Times, said that what

the average citizen wants from Medicine is to

live forever with full sexual powers at no cost

to himself. This speaks in a pragmatic way to
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the more general rights mentioned by the fram-

ers of our Constitution: life, liberty, and the

pursuit of happiness. It does so, however, in an

unrealistic way, and no one has considered it

a practical wish—that is, not until recently.

People, particularly some in the media and

in government, keep putting it into our heads

that these desires of ours just might be attainable.

For example, a segment of the Today Show

recently had a large banner on the wall for one

of its interviews which read ProLongevity. It in-

volved a discussion with a scientist concerning

our biological clock which at the moment of our

birth is set for the moment of our death, barring

unforeseen accidents. It involved the process of

aging, and the thesis was that science is on the

verge of unlocking the secret of this biological

clock so as to be able to turn off its self destruct

mechanism.

This speaks to length of life, and presumably,

if you could stop the aging process, it would do

a lot for the quality of life as well (the pursuit

of happiness—translated “full sexual powers”).

It would do nothing for the unforseen accident,

though, and although we have gone a long way

toward solving some of the medical accidents, a

lot of other accident sources have been added

along the way. But who wants to live forever,

anyhow?

The answer to that, of course, is, “It depends.”

We need from time to time to look at what

we are trying to do as doctors. Should we really

work toward keeping people alive forever? How
many of our patients or even our “friends and

relations,” really want it? Even if some of them,

or even most of them, do, 99 out of a hundred

inhabitants of this world hate their existence,

whence the appeal of the Eastern religions, where

the ultimate is to disappear into Nirvana, or else

return to this world as something or someone

else.

Is everyone to be kept alive forever if we
develop the capability to do it (barring ac-

cidents)? If not, who decides who will receive

that largesse? If so, where will we put them?

We already have population problems: food,

energy, effluent disposal, and so on. Those are

problems for society, though, and even though

we are a part of society, and must be concerned

with its problems, in our role as doctors we

cannot deal in generalities or with the masses,

but must deal in particulars with individuals.

Our calling is to do what is best for each indi-

vidual patient, remembering that each individual

life was created by God for a purpose and is

precious to Him. But there is, according to His

word, “a time to live and a time to die.”

We need to concern ourselves more with the

quality of the life we are preserving. We run

the risk of “playing God” as much by unnaturally

preserving a life as by arbitrarily ending it. Con-

tinued existence in this world is not always the

desirable end, and sometimes we need to “let

Nature take its course.”

This is neither a plea nor an argument for

“euthanasia,” which is an active process, though

the line here sometimes is very fine. It is both

unfair and unwise to place the legal burden for

the decision to “pull the plug” on the patient’s

family, as some of the discussion in the Quinlan

case, testimony in both the AMA and the TMA
reference committees on problems of ethics, and

arguments on the floor of the House of Delegates

of both bodies, would require. Neither the family

nor the patient have the background or the in-

formation to make the decision, and short of

endowing them with the entire body of our own
medical knowledge and experience, we cannot

give it to them. But when the end is in sight,

most patients, and their families, have a pretty

good idea of the conditions under which they

would or would not desire to continue to live,

and they will tell us, if we listen. Because they

either do not know how to verbalize it, or per-

haps because they are reluctant or even afraid

to do so, we must be attuned to oblique state-

ments or to the unspoken desire.

Our trouble is that we are often so busy being

scientists that we forget to be doctors. The art

of medicine requires as much as anything else

that we be good listeners, and in this particular

situation it is all important.

J.B.T.

! oui moil boK
Li - -

Child Abuse and Abortion

To the Editor:

The point made in your editorial about child abuse

(69:803, Nov. 1976) is very important. It seems to me
that a realistic definition of the infant is mosly indis-

tinguishable from that of the fetus. This means that
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when the Supreme Court made their arbitrary decision

supporting abortion on demand, they inadvertently

negated those laws pertaining to the protection of chil-

dren. Your formal question demands an urgent enlight-

ened answer which ignores no aspect lest the law

become null and we return to Darwinian concepts of

survival of the fittest.

Sincerely Yours,

William M. Hicks, M.D., F.A.A.P.

365 Market Street

Clinton, Tenn. 37716

Ultra-Sound in Obstetrics

To the Editor:

In the November 1976 issue of our Journal (Vol. 69,

No. 11) on page 788, you ran an article on ectopic

pregnancy and its diagnosis by ultrasound. I want to

thank you for including ultrasound in our Journal and

encourage you to continue. However, I must take issue

with the statements made by Drs. Bell and Gregory.

The ultrasound picture shown would appear to show

a gestational sac high in the uterus with an excellent

prognosis for the pregnancy and the appearance of the

shown gestational sac is not that of a non-viable preg-

nancy.

If the pregnancy was located in the cornu of the

uterus, then the pregnancy would have continued to

grow. I would have to think that the authors confused

cornual pregnancy with interstitial pregnancy.

I would agree that in a true ectopic pregnancy the

uterus does not contain a gestational sac, however, it

may present some echoes representing decidual reaction

—so the uterus is not truly empty. I would disagree with

the statement of identifying a gestational sac within an

adnexal mass two-thirds of the time—50% or less would

be more accurate.

I would suggest that this case represents over reading

a sonogram and over reacting in the treatment of the

patient.

I would hope that a review of this article by an

obstetrician knowledgeable in ultrasound would have

prevented our membership from receiving the concept

that ultrasound is the complete answer to our obstetrical

problems and that treatment of a cornual pregnancy

consists of 2 D & Cs and an exploratory laparotomy.

Since it was E. M. Clayton, Jr. and myself that were

responsible for bringing ultrasound to Nashville and

the southeast in 1968, it distresses me to see this type

of information published.

James B. Millis, M.D.
2531 Park Drive

Donelson, Tenn. 37214

Dr. Bell Replies:

To accuse the authors of confusing a tubal pregnancy

(i.e. interstitial pregnancy) with a pregnancy in the

cornu of the uterus at the entrance of the tube is to

miss the main point of the article. The abnormal locali-

zation of the gestational sac is apparent on the photo-

graph. It was exactly this difficult problem which the

authors wished to discuss, and which Dr. Millis prefers

to ignore or oversimplify.
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To say that the uterus is not truly empty in an
ectopic pregnancy is of course correct. However, this

terminology was used by Professor Donald in his recent
talk at Vanderbilt and appears in Dr. Kobayashi’s text-

book. It means that the uterus does not contain a gesta-

tional sac.

To state that the article implies that ultrasound is the

complete answer to obstetrical problems is to misinter-

pret this article. An unbiased reader could not possibly

believe that the statement in the article, “The ulrasound
examination is probably the most useful test under
these conditions,” implies that ultrasound is a panacea
to all obstetrical problems.

POEM
To the Editor:

Several month ago you published a poem of mine
in the Journal and I appreciated it very much. Now that

I am retired at age 69 as of October ’76 I have written

another on retirement. It is geriatric in nature and I

am enclosing it in case you might want to consider it

for publication.

John H. Dougherty, M.D.
Hardin Valley Road Rt. #3
Concord, Tennessee 37720

“Retirement”

Separation’s not the maneuver nice

E’en tho great effort is made to entice

Those who must approach this stark precipice

And make the decision that will suffice

To render them content and wholly sane

And prevent the chance they’ll be a bane;

To make sure they’ll become no nuisance

But have avocation as recompense
To children avoiding embarrassment

And to partner raise and sustain a tent.

Some approach this great decision urbane.

Not showing their fear or dread in the main.
But hiding emotions that might inflame.

Approach Ms. Future; a capricious dame.
She beckons on and holds out olive branch.

Extolling Utopia pure perchance.

Some stagger on and some erect perhaps

And some in geriatric chair relapse.

The party’s given, the young ones admire,

P’haps envision time to which they aspire.

They place a kiss on weathered shaven cheek
And wish him well before he turns to seek

Which fork to take into eternity.

Within there’s little of serenity.

The publications state how good he’s been
E’re accomplishments great, well done back then

When graceful, full of his faculties

Resolved, undid, all great complexities.

Now he only looks in bewilderment

And grasps the last straw as tho heaven sent.

Perhaps at home he’ll be labeled noddy
And urged to take the second mild toddy.
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Let’s look at this thing with gray acumen.

Forced retirement’s not exactly human.

Some can try and find placid change of pace

To ease down from life’s fev’rish, fearful race.

Some can find relief and serenity

In church pew with hallowed propinquity.

A.R.P., concert, books, will favor some;

Other’s in garden, fields, hood for bee gum
Will find happiness and accomplishment.

It only depends on what’ll be their bent.

Perhaps the one who psychiatrically

Wanders most in life’s gilt theatric’ly

Sputters most on the spit of days blazes

Arranged corridors and torrid mazes.

He’s ever acting like peers and others

Yet being himself if he had his druthers,

E’re providence, Oedipus, influence

Mold him, form, inexorable offense

Often driven, striven, ceaseless never

Searching for the answer, o’re step Minerva.

To reach her, with his arms out, extended

The elusive fawn, just ahead, blended

With the shadows and secrets ever hid

In the mist under Pandora’s carved lid

Too fearful to raise it and peer within

And explore to the depths of mortal sin.

Mad bats and humors erratically fly

And consume only those ready to die.

If only serenity stay not far.

And the Scurrilous Displacer not mar
The function of one’s glandular system

Disturbed, changed one’s functions till you missed them.

All things that we cheerflly take for granted:

Urine, feces, blood, bile, now decanted.

One that can remain happiest of all

Is to accept nature’s extended pall

And not fret much o’er flaccid phallus

But accept serenely without malice

The memory of erections in palace.

Or those in hut, or behind opaque jalous.

’Tis true, we all turn, decry, growing old

And dislike being cast out of the mold.

The end shall come, preset, we know not when
’Tis only if accompanied by a friend

Or gentle, compassionate, lovely mate

Who’ll hold our hand and sooth us on that date

After treading long years, approach the bar

That we together have viewed from afar.

In philosophic glee called sinister.

By others Fate, who would administer

The last rites to those who have gone before

But lit’le at all know us of distant lore.

It’s been visualized by many a man
Extolled in verse, pew, and sweet plucking strand.

The Scotsman says: “I’m wearing away Jean

To the land o’re the lea,’’ I’ve never been

Yet retire is something in that order

The looney, the schiz without due smolder.

Take it or leave it, but all of the rest

Are herded along to entrapments nest

And settle in the gilded Terminus

Where life ends with everything permanence.

John Dougherty, Sr. M.D.
Rt. 3, Hardin Valley Rd.

Concord, Tenn. 37720

McCAUGHAN, JOHN JOSEPH, age 82. Died January

1, 1977. Graduate of the University of Tennessee School

of Medicine. Member of Memphis-Shelby County Medi-

cal Society.

ncul membcf/

The JOURNAL takes this opportunity to welcome

these new members to the Tennessee Medical Associa-

tion.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Parma Charlton Davis, Jr., M.D., Chattanooga

WASHINGTON-CARTER-UNICOI
COUNTY MEDICAL SOCIETY
Edward M. Burton, M.D., Johnson City

Butler Fuller, M.D., Johnson City

Thomas B. McGinnis, M.D., Johnson City

pfo^rom/ <md ncui/ of
flkclicQl /ocidic/

Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on January

11 at KAM Headquarters. The E Club met at 6:00 p.m.

with Dr. Anthony Buhl, Assistant Director, Clinch River

Breeder Reactor Project, who spoke on “A Breeder in

Your Future.”

A panel composed of: David F. Fardon, M.D.; Don-
ald J. Russell, M.D.; Jonathan Burnette, Attorney-at-

Law; Arthur Byrne, Attorney-at-Law; and Mr. Jim

Richardson, Claims Manager of SVMIC presented a

“Malpractice Counter-Education Program.” Dr. C.

Gordon Peerman, Jr., President of TMA was special

guest and addressed the membership.

Continuing Medical Education Opportunities included:

Pathology—Area Pathologists met in the Pathology

Conference Room at UT Hospital on January 19th to

discuss interesting cases.

Knoxville Internal Medicine Society—Dr. J. Serge

LeBel spoke on January 17th at the Academy Building

on “Peptic Ulcer Update.”
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Nashville Academy of Medicine
The 156th Annual Meeting of the Academy was held

at the University Club on January 11. The program
agenda included a memorial observance for deceased

members, an awards ceremony, presentation of 1977
Academy officers and Board members, remarks by the

outgoing President, Dr. Dan Sanders, and incoming
President, Dr. James Hays.

Meeting sites for the four regular 1977 meetings of

the Academy will be rotated between Memorial, Hub-
bard, Baptist, and St. Thomas Hospitals in order to

make the meetings more accessible to a greater segment
of the membership.

iMilioncil neui/
>

.

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C,)

Califano Bcomes Secretary of HEW
Washington lawyer, Joseph Califano, Jr., one

of Lyndon Johnson’s top “Great Society” archi-

tects, has been named Secretary of the Health,

Education and Welfare Department.

The 45 -year-old native of Brooklyn is re-

garded as one of the Capitol’s brightest men. He
knows the workings of government inside out.

He knows most of the Congressmen of im-

portance to HEW. And he knows most of the

programs—many of them established during the

“Great Society” days—that he will now ad-

minister.

The appointment of Califano to the politically

sensitive position was the final cabinet selection

by Carter, and was one of the best received.

Liberals, including Ralph Nader, saw in Cali-

fano’s “Great Society” background a promise of

a bigger and better “Great Society”; conserv-

atives found reassurance in Califano’s reputation

as a steady political veteran who is interested

in cutting down on waste and inefSciency.

Most of Califano’s efforts on behalf of John-

son as the President’s chief domestic adviser

in the mid-1960’s was in the welfare and edu-

cation areas rather than health where he doesn’t

have much of a track record.

He knows what he is up against at HEW. In

a speech last summer, Califano said a new Presi-

dent will have a tough time coping with the en-

trenched bureaucracy. “The departments and

agencies of the federal executive are a minefield

of bureaucratic interests jealous of their juris-

124

dictional turf,” he said. The programs and their

constituencies outside government “will be poised

to oppose any change in the status quo.”

Califano carved a reputation as an exception-

ally able lawyer during the out-in-the-cold eight

years of Republican administration. It isn’t un-

usual for top officials of outgoing administrations

to land plush jobs with Washington law firms,

but Califano demonstrated that he was far more

than a contact man. He was with the famous

Arnold and Porter firm here, then he teamed

with the equally prestigious William (Edward

Bennett) and Connolly firm where he served as

counsel to the Democratic Party for two and a

half years. After Harvard Law School he joined

a New York law firm which once was headed

by Thomas E. Dewey.

Califano was first attracted to Washington with

the election of John Kennedy. He joined the

Defense Department where he quickly became

one of Defense Secretary Robert McNamara’s

“Whiz Kids.” Lyndon Johnson asked him to

come to the White House to serve as his do-

mestic aide. There he was known as a driving,

tough negotiator between labor and management

over wage-price guidelines. He was interested

in a systems-analysis approach to budgeting fed-

eral agencies which should mesh with Carter’s

enthusiasm for “zero-based” budgeting.

If Carter carries out his promise to give his

department heads plenty of rein in policy matters,

Califano might emerge as the chief policy archi-

tect in health affairs. Certainly Carter will rely

heavily on him for advice. After years as a be-

hind-the-scenes power, Califano will now be in

the limelight.

The Private Sector and Cost Control

A concerted and united effort by industry and

labor to control medical costs is needed to avert

a federal takeover of health which would “result

in national expenditures of truly astronomical

proportions,” contends the President’s Council

on Wage and Price Stability.

Asserting that the day is coming fast when the

people discover “how much they must increas-

ingly sacrifice simply in order to maintain the

status quo in health care services,” the Council

said the public’s response would be to turn to

the government for a solution.

“Absent any major changes in the structure

of the medical care system between now and

then, the federal government will step in, and
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when that happens, we are going to be faced

with a permanent problem which will defy solu-

tion,” said William Lilley, acting Council Direc-

tor, and his deputy James Hedlund.

In a lengthy report on rising health care costs,

the Council said “cost control incentives proposed

by the private sector—that is, by industry and

labor—promise to be more effective than those

imposed by the multitude of government agen-

cies which have attempted to tackle the problem

. . , the private sector is motivated by an eco-

nomic incentive which the government will simply

never share.”

The report said the government, in its Medi-

care and Medicaid programs has a poor record

of controlling costs. “The blizzard of rules and

regulations which would accompany full federal

financing and administration of the health in-

dustry would add to costs and reduce the limited

incentives that now exist for efficiency and cost

containment,” the Council said.

The report pointed to company programs

which encourage a second opinion before elec-

tive surgery. Some corporations have set up in-

house medical facilities because they have learned

that this is a less expensive way of providing

their employees with health care, says the Coun-

cil. “Health maintenance units with salaried phy-

sicians have reduced costs, according to the re-

port. “In other localities, corporations and unions

have become involved on hospital boards and

areawide planning bodies to eliminate duplica-

tion of facilities and introduce other cost-saving

efficiencies.”

The Council said “the private sector must step

up its efforts many fold—it must apply the full

measure of ingenuity and management skills

which are so characteristic of the American sys-

tem. In short, the private sector must start doing

more, a lot more.”

The report mentioned “strong opposition from
a highly respected, well-organized medical es-

tablishment. Private efforts at cost-control are

difficult to undertake in the face of this op-

position, and difficult to achieve, but we remain

convinced that the goal of quality health care,

at reasonable costs, is attainable within the con-

text of a largely privately disciplined system.

Indeed, we feel it is only within the context of

the private system that it is attainable.”

Medicaid Fraud and Abuse

The American Medical Association and state

and local medical associations “have played a

central role” in helping the Senate spotlight

Medicaid fraud and abuse. The credit was given

by Sen. Frank Moss (D-Utah), Chairman of the

Senate Aging Subcommittee that conducted the

well-publicized investigations of “Medicaid Mills”

earlier this year.

The Senator also said “the number of phy-

sicians who cheat” is very small.

In a letter to Richard E. Palmer, M.D., Presi-

dent of the AMA, Moss said “The Illinois

Medical Society, the Chicago Medical Society

and the Illinois Physicians’ Union were directly

responsible for my subcommittee’s exposure to

the problem of Medicaid ‘Mills.’
”

The abuses highlighted in the subcommittee’s

report “exist for many reasons but AMA in-

action isn’t one of them,” said Moss.

The Senator said the subcommittee’s criticism

“was not directed at contemporary medical prac-

tice.”

“It was directed at a growing aberration in

our urban ghettos called the Medicaid ‘MiU.’

The culprits we identified are greedy business-

men and real estate speculators, the same people

we found pyramiding nursing home mortgages

in New York. Now they have found a new

gravy train. They hire foreign-trained physicians

(we include podiatrists and chiropractors in the

definition) and pressure them to see more and

more patients in less and less time. The entrepre-

neurs keep from 50 to 70 percent of the money

Medicaid pays to the foreign practitioner. .
.”

Poor quality care results. Moss said. “It could

hardly be otherwise given the low Medicaid rates,

the great delays in payments, the often and

arbitrary denials of payments as well as the all-

encompassing pressure exerted on mill practi-

tioners to grind patients through the mill. Little

wonder reputable physicians avoid Medicaid

practice. Even the best intentioned physician

would have difficulty functioning in this kind of

environment.”

In Medicaid, the “ripoffs” are taken by the

clinic owners who more often than not are not

physicians, said Moss.

The number of providers who abuse the

Medicaid system may be four percent of total

Medicaid participating physicians (including

chiropractors and podiatrists) or less than two

percent of all physicians in the United States,

he said. This is hardly a blanket indictment.

Moss endorsed a statement by Dr. Pahner
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that other providers have a far worse track

record as far as cheating the system. “I would
include, for example, nursing homes, pharmacies

that specialize in welfare clientel and clinical

laboratories that do a high volume of Medicaid

business.”

The lawmaker wrote that “only with the as-

sistance of the Medical profession can we seek

to end the fraud and abuse which now haunts

our government health care programs. We can

bring providers who bill for services not rendered

to the bar of justice but a more complicated

scheme inevitably involves questions of medical

judgment which only physicians are capable of

rendering.”

Prescription Drug Study Funded by PMA
A commission to study prescription drug usage

and adverse reactions has been formed with the

blessings of Senator Edward Kennedy (D-Mass.)

and the funding of the Pharmaceutical Manu-
facturers Association (PMA).
PMA answered a challenge by Kennedy that

the drug makers confront the problem by agree-

ing to fund an independent study commission for

three years at $250,000 annually.

“The problem of adverse drug reactions is

definitely a problem,” stressed PMA’s Chairman
Robert R. Clark.

Both Clark and Kennedy hope the commission

will be able to design a system for post-marketing

surveillance of drugs by the Food and Drug
Administration so that both adverse reactions as

well as new drug indications become more quick-

ly known. Such a system, termed “Phase IV” by

Kennedy, could shorten the wait for pre-market

approval of new drugs.

The 18 members of the Joint Commission

on Prescription Drug Use were nominated by

pharmaceutical and medical groups including the

AMA.

Report on Drug Abuse

Drug abuse remains a “chronic, persistent

problem” in the United States with no simple

solutions in sight in the opinion of a joint annual

report by federal agencies involved with drugs.

The report proposed no basic shift in federal

policy toward drug abuse, but suggested the

possibility of lifting or easing criminal penalties

for smoking marijuana.

The Strategy Council on Drug Abuse declared

the government “ought to strongly discourage the
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use” of marijuana. “The question, however, is

how do we most effectively accomplish this with

the least cost to society.”

President-elect Jimmy Carter said during his

campaign he favored decriminalization of posses-

sion of small amounts of the product, but he

supported continued crackdowns on sale and

distribution.

According to the report, marijuana carries a

“relatively low social cost.” Some 22 million

Americans smoked marijuana last year, a “satura-

tion” total that should prod the federal govern-

ment into a decision on whether to continue

to approach its use on a criminal basis.

The Council is composed of the Drug En-

forcement Administration (DEA), the National

Institute on Drug Abuse, the State Department

and the White House.

Confidentiality of Medical Records

Congress is showing increased interest in the

problems of maintaining confidentiality of medical

records in the age of computers and vast federal

medical programs. The House Commerce Sub-

committee on Oversight and Investigations is con-

sidering hearings on the issue next year.

The most serious evidence of abuse so far

came with state grand jury indictments in Denver,

Colo., of an investigative company—Factual

Service Bureau, Inc.—on charges of selling con-

fidential records to large insurance firms. Factual

was alleged to have had agents who were able

to penetrate the records of the Federal Bureau

of Investigation and the Internal Revenue Service,

among others. Twenty defendants, including three

insurance companies, have been indicted so far

in the investigation launched by Colorado Dis-

trict Attorney Dale Tooley, who claims the evi-

dence so far “is really the tip of a nationwide

iceberg.” Federal agencies are also pursuing the

case.

The House Oversight Subcommittee, headed

by Rep. John Moss (D.-Calif.), is carrying on

a running dispute with the Social Security Ad-

ministration over the privacy of medical records

in the Medicare program. “We believe very

serious questions remain about privacy of records

concerning individuals in custody of the Social

Security Administration, especially in light of the

future plans,” said Moss in a letter to Social

Security Chief James Cardwell.

Social Security operates three data transmission

systems which link private Medicare intermedi-
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aries with the Social Security Health Insurance

Data Bank. The two less sophisticated computer

systems, the Advanced Record System (ARS)

used by private Medicare intermediaries in 16

locations, and the Programmable Magnetic Tape

Terminals (PMTT) used by Blue Cross, Blue

Shield, and all but two other private intermedi-

aries, use record retrieval systems “which can-

not be abused by any employee of a private con-

tractor either in an authorized or unauthorized

manner,” said Moss.

Medicare Review Regs Established

The HEW Department has published final

regulations under which Medicare providers may
obtain judicial review of any final decision of

the Provider Reimbursement Review Board, or

of any reversal, affirmance, or modification by

the Secretary.

The five-member Provider Reimbursement Re-

view Board under Medicare hears Medicare ap-

peals by institutional health care providers who
disagree with the cost determinations made by

health insurance organizations acting as fiscal

intermediaries in Medicare hospital insurance.

Under the regulations, a Medicare provider

may file for judicial review by a Federal Court

after the final decision of the Provider Reim-

bursement Board, or the HEW Secretary, but

must do so within 60 days of the final decision.

HEW can review any decision of the Board

but must do so within 60 days after the provider

has been notified of the Board’s decision.

Medical Screening Program Attacked

The Medical Screening Program for children

of poor parents has come under new attack.

The Southern Regional Council, a private re-

search group, said a study of 23 southern com-
munities revealed “evidence of bureaucratic and

political resistence to meeting the health needs of

the program’s relatively small target population

—

those under 21 years of age who are eligible for

Medicaid.”

Rep. John Moss (D.-Calif.), Chairman of

the House Commerce Subcommittee on Over-

sight and Investigations, has been a severe critic

of HEW’s operation of the early and periodic

screening, diagnosis and treatment program. The
Regional Council’s report supported the Moss
Subcommittee’s earlier findings of lack of progress

in the program.

The criticism is expected to be used to ad-

vance the cause of proposals in Congress to

federalize Medicaid and to install new federal

benefits for children and mothers.

AMA NHI Plan Backed by AAO
The American Association of Ophthalmology

(AAO) has endorsed the national health insur-

ance plan backed by the AMA in a position

paper distributed to all members of Congress.

The Association said Ophthalmologists support

the concept of legislation proposed by the AMA
which “federalizes Medicaid, makes available

variable tax allowances toward the purchase of

health insurance depending on the taxpayers’

taxable income, and offers catastrophic insurance

to all.”

The AAO said its membership “is aware that

improvements are needed in care and financing

of care in underserved areas which include the

inner city, some remote rural areas, and for

certain under-privileged population groups. Also

that provision for expensive catastrophic illness

is necessary. It is also aware that fiscal limits are

dictated lest this nation err as have other coun-

tries that have overburdened their taxpayers with

excessive program costs.”

Dirks Joins AMA Washington Office

Harley M. Dirks, former chief staff member
of the Senate Appropriations Subcommittee on

Labor and Health, Education and Welfare, has

joined the AMA’s Washington Office as an as-

sistant director in the Congressional Relations

Department,

The 48-year-old Dirks, a native of the state

of Washington, is one of the best-known figures

in the Nation’s Capital in the health field. As

chief staff man on the Senate Subcommittee, he

developed a thorough knowledge of the workings

of health both in the executive and legislative

fields. A book on Congress entitled “The Dance

of Legislation,” published several years ago, re-

ferred to Dirks as “an almost legendary figure

on Capitol Hill” due to his influence and exper-

tise in the health funding arena.

pCf/CMl ACUI/

DR. R. BENTON ADKINS, JR. of Nashville has be-

come a fellow of the American College of Chest Physi-

cians. Other TMA members who have recently become

fellows of the ACCP are: DR. K. MARLIN MATHIE-
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SEN, JR. of Greeneville and DR. PETE S. SOTERES
of Chattanooga.

DR. JOHN APPLING of Cleveland recently received

the Sertoma Club’s Service to Mankind Award.

DR. W. A. CROSBY of Dickson has been installed as

President of the Dickson County Medical Society. Other

elected officers are: DR. B. J. SMITH, President-Elect;

DR. STAN ANDERSON, Vice President; and DR.
DAN DRINNEN, Secretary-Treasurer, all of Dickson.

DR. THOMAS DORRITY of Memphis has been in-

stalled as President of the Memphis-Shelby County

Medical Society, DR. JACK PIGOTT of Memphis was

elected President-Elect.

DR. JAMES W. HAYS of Nashville has been installed

as President of the Nashville Academy of Medicine,

DR. JOHN L. SAWYERS, also of Nashville, was

elected President-Elect.

DR, R. C, JONES of Kingsport has been installed as

President of the Indian Path Hospital Medical Staff.

Other officers elected include: DR. DENNIS CHIP-
MAN, Vice President and DR. A. J. MOSRIE,
Secretary-Treasurer, both of Kingsport.

DR. JERRY L. KENNEDY of Tullahoma has been

re-elected to his third one-year term as the Chief of Staff

of Harton Hospital.

DR. JOHN H. MOORE of Kingsport has been installed

as President of the Holston Valley Community Hospital

Medical Staff.

DR. SAM PIEPER of Oak Ridge has been named in-

terim superintendent of Central State Psychiatric Hos-

pital in Nashville.

DR. H. WILLIAM SCOTT of Nashville has been in-

stalled as President of the Southern Surgical Associa-

tion.

DR. JAMES W. SHERRELL of Chattanooga has been

certified a Diplomate of the American Board of Ob-

stetrics and Gynecology,

DR. J. BRYAN SMALLEY of Maryville has been

installed as President of the Blount County Medical

Society. Other elected officers are: DR. HENRY A.

CALLAWAY, JR., Vice President and DR. OLIVER
K. AGEE, Secretary; both of Maryville.

DR. CLARKE M. WOODFIN of Tullahoma has been

installed as President of the Coffee County Medical

Society. Other elected officers include: DR. CLARENCE
FARRAR of Manchester, President-Elect; DR. BRUCE
E. GALBRAITH of Tullahoma, Vice President; and

DR. HO KYUM KIM of Tullahoma, Secretary-Trea-

surer.

DR. JA-NAN YU of Manchester was elected Chief of

the Medical Staff at Coffee County Hospital.

cinnounceincnl/

Feb. 28-

Mar. 3

Mar. 10-11

Mar. 24-27

Mar. 25-27

Mar. 26-31

Mar. 28-31

Apr. 3-7

Apr. 13-14

Apr. 17-21

Apr. 17-22

Apr. 17-24

Apr. 18-21

Apr. 19-23

Apr. 23-28

Apr. 25-30

Apr. 29-

May 1

May 8-11

May 9-12

May 10-12

May 15-18

May 16-17

May 18-21

May 25^28

May 29-

June 3

May 30-

June 1

May 31-

June 2

Apr. 13-16

NATIONAL
1977

American College of Cardiology, Phila-

delphia Civic Center, Philadelphia

American Society of Regional Anesthesia,

Diplomat, Hollywood, Florida

American Society of Internal Medicine,

Alameda Plaza, Kansas City, Missouri

American Psychosomatic Society, Fair-

mont Colony Square, Atlanta

American Academy of Allergy, Ameri-

cana Hotel, New York
American College of Surgeons, Los An-

geles Hilton, Los Angeles

Southeastern Surgical Congress, Ameri-

cana, Bal Harbour, Florida

American Geriatrics Society, San Francis-

co

American Academy of Pediatrics, New
Orleans Marriott, New Orleans

American College of Radiology, Sham-

rock Hilton, Houston

North American Clinical Dermatologic

Society, Hyatt House, Monterey, Cali-

fornia

American College of Physicians, Dallas

Christian Medical Society, Wichita Hilton

Inn, Wichita

American Pediatric Society, Chalfonte-

Haddon, Atlanta

American Academy of Neurology, Atlanta

Hilton, Atlanta

American Trauma Society

American Association of Plastic Surgeons,

Drake Hotel, Chicago

American College of Obstetricians and

Gynecologists, Chicago

American Laryngological, Rhinological

and Otological Society; Sheraton Boston,

Boston

American Thoracic Society, Hilton Hotel,

San Francisco

American Society for Clinical Oncology,

Denver Hilton, Denver

American Association for Cancer Re-

search, Denver Hilton, Denver

American College of Sports Medicine,

Marriott, Chicago

American Association on Mental Defi-

ciency, Fairmont, New Orleans

American Ophthalmological Society, The

Homestead, Hot Springs, Virginia

Society of Neurological Surgeons, Roches-

ter, Minnesota

STATE
Tennessee Medical Association, Hyatt-

Regency, Nashville
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The continuing medical education accreditation

program of TMA has full approval by AMA’s
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA’s commit-

tee, you may receive for your attendance at its

functions Category I credit for the AMA Physi-

cian’s Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Associa-

tion, 112 Louise Avenue, Nashville, Tennessee

37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various subspecial-

ties have been developed by the School of Medicine and

the Division of Continuing Education of Vanderbilt

University. The practicing physician, with the guidance

of the participating department chairman can plan an

individualized program of one-to-four weeks to meet

recognized needs and interests. The experience will in-

clude contact with patients, discussion with clinical and

academic faculty, conferences, ward rounds, learning in-

dividual procedures, observing new surgical techniques,

and access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Anesthesiology Bradley E. Smith, M.D.
Medicine Grant W. Liddle, M.D.
Allergy & Immunology Samuel Marney, M.D.
Cardiology Gottlieb C. Friesinger, III M.D.
Chest Diseases James D. Snell, M.D.
Dermatology Robert N. Buchanan, Jr., M.D.
Endocrinology David Rabin, M.D.;

David N. Orth, M.D.
Diabetes Oscar B. Crofford, M.D.
Gastroenterology Steven Schenker, M.D.
Hematology Sanford B. Krantz, M.D.
Infectious Diseases Zell A. McGee, M.D.
Oncology Robert Oldham, M.D.

Renal Diseases H. Earl Ginn, M.D.

Rheumatology John S. Sergent, M.D.

Clinical Pharmacology John A. Oates, M.D.

Neurology Gerald M. Fenichel, M.D.

Obstetrics & Gynecology Lonnie S. Burnett, M.D.

Orthopaedics Paul W. Griffin, M.D.

Pathology William H. Hartmann, M.D.

Pediatrics David T. Karzon, M.D.

Psychiatry Marc H. Hollender, M.D.

Radiology A. Evert James, Jr., Sc.M., M.D.

Surgery

General H. William Scott, Jr., M.D.

Neurological William F. Meacham, M.D.

Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.

Pediatric James A. O’Neil, M.D.

Plastic John B. Lynch, M.D.

Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Cancer Chemotherapy Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, Tenn. 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

1977

Update in Anesthesiology 1977, post-

poned until later in spring when speaker

is available, Bradley Smith, M.D.

Tumor-Associated Products, Robert Old-

ham, M.D.

Hypertension: Update 1977, American
College of Physicians, Grant W, Liddle,

M.D.; Paul E. Slaton, M.D.

Annual Barney Brooks Lecture in Surgery

Professor George Smith

University of Aberdeen, Scotland

Medical Amphitheater (C-2209) 4:00p.m.

Prostatic Diseases in General Medicine,

Robert Rhamy, M.D.

Gynecologic Oncology and the Eighth

Annual Whitacre Lecture, Conrad Julian,

M.D.

Annual Frank H. Luton Lecture in

Psychiatry, Marc Hollender, M.D.

March 18

Mar. 30-31,

Apr. 1

April 1

April

Apr. 22-23

Apr. 28
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April 29 What’s New in Obstetrics for Nurses?,

Mary Freese, R.N.; Frank Boehm, M.D.

May 19-20 Postgraduate Course in Allergy, Vander-

bilt University; University of Tennessee,

Memphis; University of Mississippi,

Philip Lieberman, M.D.; Samuel Marney,

M.D.

May 14 International Medicine, Vanderbilt Uni-

versity Medical Alumni Reunion

May 25-26 Sixteenth Annual Seminar in Psychiatry,

Frank Luton, M.D.

June 20, 21, 22 National Symposium on Impedance

Screening in Children, Bill Wilkerson

Hearing & Speech Center, Fred Bass,

Ph.D.; Charles Bluestone, M.D.; Jerome

Klein, M.D.; Earl Harford, Ph.D.

Aug.-Sept. Internal Medicine Intensive Review (11

sessions), Paul E. Slaton, M.D.

September Pediatric Cardiology: Seventh Annual

Pediatric Symposium, Thomas Graham,
M.D.

September

Oct. 17-22

December

Annual Wm. E. Orr Lectureship in

Psychiatry, Marc Hollender, M.D.

Family Practice Intensive Review 1977,

Vanderbilt University School of Medi-

cine; Tennessee Academy of Family

Physicians, Paul E. Slaton, M.D.

What’s New in Obstetrics for Physi-

cians?, Erank H. Boehm, M.D.

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville. Tennessee 37212

Tel. 615/322-2716

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1977

Feb. 25-26 Current Concepts of Cancer Manage-

ment, Memphis

Feb. 27- Otolaryngologic Allergy, Memphis
Mar. 2

Mar. 6-9

Mar. 16-18

Mar. 21-26

April 4-6

April 21-22

April 25

Basic Principles of Rhinoplasty, Mem-
phis

Gynecologic Endocrinology, Memphis

General Review Course for Eamily Phy-

sicians, Memphis

Colposcopy, Memphis

Controversies in General Surgery, Mem-
phis

Diagnosis and Management of Common
Skin Diseases

April 28-29

May 19-20

May 23-27

May 25-28

Leigh Buring Conference, Memphis

Allergic Diseases for Generalists

Intensive Review of Anesthesiology,

Memphis

Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

Address all communications to:

Division of Continuing Education and Conferences

UTCHS
800 Madison Avenue

Memphis, TN 38163

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

March 3-4 Arthritis and Office Orthopaedics

Pine Isle Resort

Buford, GA
March 7-11 Diagnostic Radiology for the Primary

Care Physician

Tamarron Ski Lodge

Durango, CO
March 30 Urology Circuit Course

Athens, TN
March 31 Urology Circuit Course

Chattanooga, TN
April 1 Urology Circuit Course

Dayton, TN
April 22-23 Pediatric ENT

Chattanooga Choo-Choo

May 16-20 General Radiology

Sahara Hotel

Las Vegas, NV

Medicine Update 11
Athens, Tenn. 12:00 noon to 2:00 p.m.

Chattanooga,

Tenn. 4:00 to 6:00 p.m.

Eeb. 24 Gastroenterology

March 10 Rheumatology

March 24 Neurology

April 7 Endocrinology

April 28 Oncology

May 12 Infectious Disease

ACP 1977 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three-to-five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

See August 1976 and January 1977 issues

for complete listing.
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UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems
One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

practice with patients in the Intensive RBT Treatment

Program.

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that

is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

WANGENSTEEN SURGICAL SYMPOSIUM
June 9-11, 1977

University of Kentucky Medical Center

Lexington, Kentucky

Registration fee: $200.00

For further information about the above, contact:

Frank R. Lemon, M.D.
Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506

AMERICAN COLLEGE OF
CHEST PHYSICIANS

1977 POSTGRADUATE CALENDAR
Continuing Education Programs

See September, 1976 issue for listing.

NETWORK FOR CONTINUING
MEDICAL EDUCATION
Schedule for Upcoming Programs

PROGRAM SCHEDULE
Feb. 21- “ANAEROBIC INFECTIONS, PART I,”

Mar. 6 with Robert Fehety, M.D., Head Division

of Infectious Diseases, Department of

Medicine, University of Michigan, Ann
Arbor.

“ANAEROBIC INFECTIONS, PART
II,” with William J. Ledger, M.D., Pro-

fessor of Obstetrics and Gynecology, Uni-

versity of Southern California, and Direc-

tor of Maternal Fetal Medicine at Wom-
en’s Hospital, Los Angeles.

“CARCINOMA OF THE PROSTATE,”
with Earl Wendal, M.D., urologist, Passa-

vant Hospital, Chicago.

Mar. 7- “GENETICS FOR THE GENERALIST”
Mar. 20 • Autosomal Dominant & Recessive

Disorders

• Chromosomal & X-Linked Disorders

THE HOS-
PAIN CON-

THE FAM-

• Multifactorial Disorders

with Pomeroy Sinnock, M.D., geneticist,

and Director, Thomas Roderick, M.D.,

geneticist, Ms. Clareann Bunker, genetic

associate, William Bromley, M.D., opthal-

mologist, and Morris Lambdin, pediatri-

cian; Genetic Counseling Center, Ells-

worth, Maine.

Mar. 21- “TERMINAL CANCER:
Apr. 3 PICE FORMULA FOR

TROL”
and

“TERMINAL CANCER:
ILY’S VIEW,” with Sylvia A. Lack, M.B.,

Medical Director of Hospice, New Haven.

“THE RATIONAL USE OF ANTI-
BIOTICS IN SURGICAL PATIENTS,”
with Richard H. Parker, M.D., Chief,

Section of Infectious Diseases, Veterans

Administration Hospital, Washington,

D.C.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

1977 Practice Management and Economic
Seminar Schedule

Apr. 30- Queen Elizabeth II Cruise

May 7

June 18-25 Madrid, Spain

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Florida

INDIANA CHAPTER
American College of Emergency Physicians

Emergency Medicine Seminar

May 11-14, 1977

CME Credits Applied For: 20 Hours

Co-sponsor: Indiana University School of Medicine

Fees: $50.00-$100.00

Contact: Davis Gettle, M.D.
10005 Hillsdale

Carmel, Indiana 46032

317/844-7105

45th ANNUAL ASSEMBLY
SOUTHEASTERN SURGICAL CONGRESS

April 3-7, 1977

Americana Hotel, Miami Beach
A postgraduate course on “Pre- and Post-Operative

Care of the Surgical Patient” is scheduled for Sunday,

April 3, and Tuesday afternoon, April 5.

Dr. Benjamin F. Byrd, Clinical Professor of Surgery,

Vanderbilt University School of Medicine and Chair-

man, Department of Surgery, St. Thomas Hospital and

a former President of the Congress, will receive the

organization’s Distinguished Service Award and make
an address.

Another special feature will be scientific exhibits pro-

duced by individual surgeons or medical schools to visu-

ally demonstrate new techniques and studies.

Both the scientific sessions and postgraduate course
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are accredited by the American Medical Association for

Category I credit.

Harvard Medical School

Department of Continuing Education

COLPOSCOPY
IN GYNECOLOGIC PRACTICE

April 28-30, 1977

at the

Hyatt Regency, Cambridge
and

Beth Israel Hospital

This course is designed to cover the practical aspects

of colposcopy. Major emphasis is placed on the role of

colposcopy in the management of cervical and vaginal

neoplasia. The course is designed to teach basic colpos-

copy, theoretical and practical with histopathologic cor-

relation. Lectures, group tutorials, videotapes and group

live sessions will be utilized for teaching.

This course has Category I accreditation for approxi-

mately 16 hours toward the AMA Physicians’ Recogni-

tion Award, as well as being accredited for 25 cognates

by the American College of Obstetricians and Gyne-

cologists.

PATHOLOGY OF THE ENDOCRINE GLANDS
April 4-9, 1977

UNDER THE DIRECTION OF
Austin L. Vickery, Jr., M.D., Professor of Pathology

at the Massachusetts General Hospital,

Harvard Medical School

Current knowledge of the pathology of the endocrine

glands will be presented in lecture form with emphasis

on gross and microscopic morphology and a correlation

with clinical manifestations. Disorders of endocrine

significance, as well as other diseases, including non-

functioning neoplasms of the endocrine glands, will be

covered. Laboratory sessions will consist of supervised

study of individual sets of microscopical slides illustra-

tive of the lecture material. The course is designed pri-

marily for pathologists and for clinicians interested in

the pathologic background of hormonal disorders. A
syllabus and selected references are distributed to pro-

vide a permanent record of the course.

Pituitary Drs. Calvin Ezrin, Kalman Kovacs

and Eva Horvath

Thyroid Dr. Austin L. Vickery, Jr.

Parathyroid Dr. Sanford I. Roth

Adrenal Drs. Richard B. Cohen and

Ronald A. DeLellis

Ovary and Testis Drs. Robert E. Scully and

Stanley J. Robboy

Cytogenetics of Sex

—

Chromosome Anomalies Dr. Leonard Atkins

Pancreas Dr. Merle A. Legg

Placenta Dr. Shirley G. Driscoll

Medullary Carcinoma of Thyroid Carcinoid and

Para-Endocrine Phenomena . Dr. E. D. Williams

For information, write: Associate Dean, Department of

Continuing Education, Harvard Medical School, 25

Shattuck Street, Boston, Massachusetts 02115.
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ASPEN SEMINARS
1977 Schedule

Aspen Systems Corporation has announced a 1977

seminar schedule which features six seminars devoted to

major problems of health care managers and profes-

sionals and includes a new seminar

—

Maximizing Cost

Reimbursement.
; )
h

The new seminar is an advanced how-to guide for

the experienced professional who seeks new and better

ways to maximize reimbursement while adhering to

legal regulations.

Dates and locations are as follows:
^

Maximizing Cost Reimbursement—Miami, Feb. 7-9;

San Francisco, June 27-29; Montreal, August 3-5; New
Orleans, Nov. 7-9.

Developing Hospital Rate Structures—New York,

March 9-11; Gatlinburg, Tenn., Aug. 17-19; San Fran-

cisco, Dec. 8-10.

Planning for the Hospital Executive—^Vail, Colorado,

Feb. 3-5; Williamsburg, Va., July 20-22; Chicago, Oct.

31 -Nov. 2.

Emergency Medical Services—Legal Aspects—New
Orleans, Feb. 28-Mar. 2; Hyannis, Mass., Aug. 8-10;

Las Vegas, Dec. 5-7.

Medical Staff Law and Bylaws—Palm Beach, March
28-30; Hilton Head Island, S. C., July 13-15; San Fran-

cisco, Sept. 28-30; Woodlands, Texas, Dec. 12-14.

Reimbursement Controversies and Appeals—Estes

Park, Colorado,^ July 27-29; Miami Beach, Dec. 1-3.

In Maximizing Cost Reimbursement, the new seminar,

instructors explore methods for handling the complex

problems that can arise at any stage of the reimburse-

ment process.

Developing Hospital Rate Structures provides com-
prehensive information on successful methods of devel-

oping hospital rate structures, and new and useful ideas

on cutting costs.

Planning for the Hospital Executive is an intensive

seminar on strategic planning which provides the experi-

enced hospital executive with up-to-date techniques and

skills necessary to function effectively in the new plan-

ning environment.

Emergency Medical Services—Legal Aspects provides

administrators, physicians, nurses, and technicians with

an understanding of the rapidly changing regulations,

statutes, and standards now affecting emergency medi-

cine.

Medical Staff Law and Bylaws provides health insti-

tution management with the vital tools needed to estab-

lish procedures and working relationships with medical

staffs.

Reimbursement Controversies and Appeals gives par-

ticipants an in-depth view of the administrative processes

involved in the settlement of controversies concerning

reimbursement under the Medicare program.

Further information on the Aspen Seminars may be

obtained by writing Registrar, Aspen Systems Corpora-

tion, 20010 Century Blvd., Germantown, Md. 20767.
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CURES FOR ALL ILLS

Old Medical Books Reveal

Unusual Treatments

Dr, Thomas Fuller was a physician who lived

and worked in Canterbury, England in the late

15th and early 16th century. In the late 1500’s

he wrote a book entitled “A Body of Medicines.”

It was printed in 1702 by a William Innys at

the Prince’s Arms in St. Pauls Church-yard in

London. I was fortunate in finding an excellent

copy of this book in a delightful book stall in

London several years ago. The price of 12 pounds

was, I think a real bargain.

Not all antique books appear antique—some

merely look old and dirty and worn. This copy

of mine is mellow. The leather binding is cracked

and parched but retains a lovely patina of rare

old things. It even has the faint suggestion of a

mellow odor.

Dr. Fuller writes a rambling preface in which

he states that the purpose of his book is to help

young physicians by offering some of the wisdom

and knowledge he accumulated during many
years of private practice. His book of 512 pages

is composed almost entirely of prescriptions

which cover most of the disease states known
at that time. The good doctor does not claim

credit for all the information included. He freely

acknowledges help from many sources including

the temple writings of Aesculapius, Largus of

Rome and Myropsus the Greek. He has also

borrowed from Arabian, Dutch, German and

early English physicians.

He goes on to say: “and I am willing to flatter

myself that I have not wholly failed of success

in my practice . . . many of these cures I have

used with success and I have tasted every one

of the remedies in my book . . . and now having

brought it up to the round number of a thousand

prescripts: I never intend to add any more . . .

as here are treatments for all ills.”

Dr. Fuller’s book was apparently widely used.

He refers to printings in Latin (several years

before my copy was printed) and complains that

there were unauthorized translations and print-

ings in Holland and France. The Philadelphia

Academy of Medicine has a copy of his book

and reports that it was in moderate use in Ameri-

ca during that era. It is reasonable to assume

that some early physicians in this area used the

book and utilized the same or similiar treatments

on their patients. It is a fact that almost all of

the medical books available during this country’s

early days came from England or other European

countries. Very little American medical literature

was printed before 1750.

Follows here a short selection of the prescripts,

including indications, contents and dosage. {None

we recommended for use today)

A Bag for the Side

Take bayberries, seeds of cummin, fenngreek and

camomile flowers, each 1 handful; bran, salt, each 2

handful; this may serve to put in 2 bags. Let these be

made hot, and applied alternately to the side, when out-

wardly pained. But if there be blood spitting, we must

beware of hot applications.

Broth for a Consumption

Take conserve of red roses 4 ounces; confrey root

2 ounces; shavings of hartshorn 1 ounce; sage of Jeru-

salem 2 handful; plantain half a handful; rains of the

sun 2 ounces; dates 4; boil these together with a chicken,

the crag end of a neck of mutton, and three ounces of

manchet in a suffecient quantity of spring water; and

then strain it, and when it is cold take off the fat.

Let the sick drink a porrenger full, two or three times

a day.

The White Diet

Take milk 2 quarts; the breast of a capon boiled;

sweet almonds blanched and well pounded, 2 ounces;

beat and mash all in a marble mortar; strain and wring

it out hard; to this add rice meal sifted 3 ounces; boil

it and when it grow thick, add white sugar half a pound;

(perhaps this may be something too much, the palate

being the best judge of the quantity) red rose water

5 ounces; boil it with a moderate fire.

This is a restorative in a consumption; and also in

gonorrhea and tabes dorsalis (syphilis).

An Astringent Electuary

Take conserve of red roses 2 ounces; diascordium

half an ounce; powdered bole 2 drams; dragons blood

1 dram and a half; balanstinte half a dram; oil of

nutmeg and cinnamon, each 2 drops; syrup of dry’d

roses 1 ounce, mix.

It comforts the ventricle and intestines, recovers the

tone of the bowel, bridles their disorderly peristaltic

motion, concenters acrimony, appeaseth gripes; In a

word it’s an absolute medicine, furnished at all points

to repres a diarrhea. But here it is to be observed, that

as long as appetite and digestion remain sound, a diar-

rhea never doth hurt. The dose is half an ounce.
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A Pleuritic Erpression

Take green dandelion 4 handful; bruise and pour on
it red poppy water 1 pint; then strain, and add salt

prunel 1 dram; crabs eyes levigated 2 drams; syrup of

red poppies 3 ounces; mix.

It gives a check to the raging orgasm of the spirits;

qualifies the fervor of the rarified boiling blood; melts

down gellied lympha and provokes urine. After needful

bleeding (without which nothing will signify much)
let 5 spoonful be given each other hour.

Before we scoff too much it should be remem-
bered that our grandparents and earlier ancestors

probably used remedies very similiar. Even now
we find large areas of the world (parts of Africa,

Orient and South America) where native herb

healers and witch doctors are active. Even lay

practicioners in our own back country use treat-

ments of like kind. Today in some countries

substances such as sharks teeth, rhinoceros horn,

spider web and unusual botanicals are prized and

widely used.

More from Dr. Fuller:

A Refrigrating Gargle

Take waters of frog spawn, plantain and elder-flowers,

each 4 ounces; red rose water 2 ounces; whites of eggs

(beat up in water) 4; white sugar 1 ounce; mix.

It’s a most grateful thing in hot burning fevers, and

very commodious in heat, drought, asperity, and erosion

of the tongue and mouth.

A Foment for Pain of the Hemorrhoids

Take onions, linseed, each 4 ounces, herbs henbane;

toad-flax, yarrow, mullein, each 2 handful; boil in

water 3 quarts to 2 quarts; in the strain’d dissolve opium

2 drams; mix and use luke warm.

It relaxeth the cruel tension of the vessels, obtunds

the acuteness of pain, melts down and disusses those

viscid and grumous feculencies that lay obstructions

and excite tumors; and lastly, it repells the inundation

of the blood.

A Stomachic Foment

Take rough red wine 1 pint: brandy, wine vinegar,

each half a pint; dry’d wormwood, mint, each half

and handful, bistory root half an ounce, pomgranite

peel 2 drams; cloves, mace, nutmeg, cinnamon, each

I dram; Venice treacle half an ounce, macerate close in

calneo 2 hours, and use the strain’d, as hot as can be

suffered.

This is indeed a noble remedy, notably comforting,

warming, strengthening and is used with good success,

when the stomach being grown cold and flaccid and

is troubled with flatus, pain, queasiness, vomiting, loss

of appetite and ill digestion; it’s good also in diarrhea,

hypercatharis, dysentery etc.

134

A Balsamic Clyster

Take broth of sheeps inwards (or head) 10 ounces;

yolks of eggs 2; lacatellus balsam 1 ounce; sheeps

sewet 2 ounces; mix, and put it up just hot enough
to keep the sewet melted.

By fomenting, anointing, and lining the intestines, it

cherisheth, composeth, appeaseth, and healeth their

fervors, corugations, tortors, erosions and ulcers; and
is a most desirable remedy for a dysentery, after once

bleeding and purging.

Dr. Fuller expanded on many of his prescripts,

sometimes relating his own experiences and of-

times reporting work of other doctors and even

other countries so that one might assume he

was well read and traveled and up to date on
developments in medicine. An example of a brief

discourse with a prescript is seen here:

“Take red coral finely levigated 2 drams; salt of

wormwood 4 scruples; juice of lemons fresh drawn
4 ounces; string cinnamon water 2 ounces; mix in an

open glass, and let stand uncorked, lest their fermen-

tation break the bottle.

“It wonderfully, and almost miraculously (like a

God in a machine, as they say) represseth subversions

of the stomach and motions to vomit. I have many
times observed, that in continual fevers, miserable

afflicting with anquish at stomach, and symptomatic

vomiting, more good hath been done with medicine

alone, than with all that ever I could by anxious study

and various trials find out.”

The doctor used snails, with and without the

shell, and blood from various animals in his

cures. One mixture he liked consisted of 3 pounds

of snails, orange rinds, calves blood, water cress

and whey. This distilled in a cold still. In discus-

sing the preparing he wrote:

As to cold still waters, it’s most certain, they are

apt to carry off the salt of the metal; for I have often

observ’d them to taste as tho a good quantity of sac-

charau saturni were dissolv’d in them. And in the Book
of Experiments, made in the Academy del Cemento,

it is said, that if water distilled in a leaden still be

poured into river or spring water, ’twill muddy it;

which water distill’d in glass will not; and that muddy
water will become clear again, if a few drops of strong

vinegar be put into it, and shook about; the plain

reason must be, because the acid precipitates the salt

of the lead.

That water distilled from milk is not meer, sincere,

elementary water manifestly appears (among other argu-

ments) from hence; that if it be kept too long, it turns

sour. Not flesh broth (which is water impregnated with

animal juices) will do the same; but as for simple water,

tho’ it be kept a whole age, it never will.

But milk water is (according to my notion) a delicate

animal dew, agreeable to our nature; which supplying

a soft and amicable lymph, void of all saline, asperities,

dilutes, adulcorates, contempers, and mingles the whole

Continued on page 139
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When Big Ben looks little off”*

Antivert 25
(meclizineHCl) 25 mg*Tablets

for vertigo*

Most Widely Prescribed— Antivert is

the most widely prescribed agent for the

management of vertigo" associated with dis'

eases affecting the vestibular system such

as Meniere’s disease, labyrinthitis, and ves-

tibular neuronitis.

Relief of Nausea and Vomiting—
Antivert/25 can relieve the nausea and
vomiting often associated with vertigo"

Dosage for Vertigo*—The usual adult

dosage for Antivert/25 is one tablet t.i.d.

BRIEF SUMMARY OF PRESCRIBING INFORMATION

*INDICATIONS. Based on a review of this drug by

the National Academy of Sciences—National Research

Council and/or other information, FDA has classified

the indications as follows

:

Effective: Management of nausea and vomiting and

dizziness associated with motion sickness.

Possibly Effective: Management of vertigo associ'

ated with diseases affecting the vestibular system.

Final classification of the less than effective indica^

tions requires further investigation.

CONTRAINDICATIONS. Administration of Antivert

(meclizine HCl) during pregnancy or to women who may
become pregnant is contraindicated in view of the teratO'

genic effect of the drug in rats.

The administration of meclizine to pregnant rats during

the 12'15 day of gestation has produced cleft palate in the

offspring. Limited studies using doses of over 100 mg. /kg./

day in rabbits and 10 mg. /kg. /day in pigs and monkeys did

not show cleft palate. Congeners of meclizine have caused

cleft palate in species other than the rat.

Meclizine HCl is contraindicated in individuals who have

shown a previous hypersensitivity to it.

WARNINGS. Since drowsiness may, on occasion, occur

with use of this drug, patients should be warned of this pos'

sibility and cautioned against driving a car or operating

dangerous machinery.

Usage in Childreii: Clinical studies establishing safety and

effectiveness in children have not been done; therefore, usage

is not recommended in the pediatric age group.

Usage in Pregnancy: See “Contraindications.”

ADVERSE REACTIONS. Drowsiness, dry mouth and,

on rare occasions, blurred vision have been reported.

More detailed

professional information
1 1

A division of Pfizer Pharmaceuticals

available on request. New York. New York 10017
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Restoring Confidence in Mammography

An eloquent passage from the Hippocratic

Oath states a basic precept of medicine: “The

regimen I adopt shall be for the benefit of my
patients according to my ability and judgment,

and not for their hurt. . In practice, the art of

medicine often lies not only in deciding what is

beneficial for the patient and what is harmful, but

in evaluating which regimen carries the greatest

benefit and the least risk. This is the central issue

in the current controversy concerning the advis-

ability of mammography. Unfortunately, recent

publicity about mammography guidelines has

served more to confuse than to clarify.

The guidelines, which are advisory and not

regulatory, are derived from the recommendations

of committees appointed by the National Cancer

Institute and charged with the responsibility of

evaluating the possible benefit of screening to

find early breast cancer versus the possible risk

of inducing breast cancer by radiation exposure.

Three groups of women, all of whom had been

previously exposed to high or very high levels

of radiation, are the basis for the initial statistical

evaluation and subsequent predictions of risk."^

These women included survivors of Hiroshima

and Nagasaki atomic bombings, young women
irradiated many years ago for postpartum mas-

titis, and another group of young tuberculosis

patients who had undergone repeated fluoros-

copies. The results of this retrospective statistical

study suggest that while there may be a theoret-

ical risk from low-dose radiation exposure (after

a latency period of many years), the risk is

extremely small for the individual woman. Extra-

polating from very large doses to very small

doses and indicating that there is no absolutely

“safe” dose, it is speculated that if a woman
has a mammogram, with approximately one rad

absorbed by the breast, her chances of developing

breast cancer theoretically change from an ex-

pected .07 (7.0 percent) to .0707 (7.07 per-

cent). Stated more simply, (if these estimates

*Report of the Advisory Committee on the Biological

Effects of Ionizing Radiations. National Academy of

Sciences—National Research Council, Division of Medi-

cal Sciences, November, 1972.

are applicable) her probability of eventually

developing breast cancer is said to increase from

one in 14.3 women to one in 14.1 women. Any
risk, no matter how small, should not be com-

pletely dismissed. At the same time, we must not

minimize the risk of spontaneous breast cancer,

which remains the leading cancer killer of Ameri-

can women and the leading cause of death in

women 39-44 years of age

The only recognized approach to saving more
lives from breast cancer is detection at a local-

ized, highly curable stage, hopefully before the

cancer becomes a mass large enough to palpate.

Mammography is the only means available today

to detect cancer at such an early stage. In the

Breast Cancer Detection Demonstration Projects

of the American Cancer Society and the National

Cancer Institute, at least 45 percent of breast

cancers have been detected by mammography
alone; the tumors were not found by physical

examination. For these minimal tumors, discov-

erable only by mammography, five-year survival

rates of up to 95 percent have been reported,

compared to only about 45-50 percent when
breast cancer has spread to the axillary lymph

nodes.

The guidelines advise annual screening for all

women over 50 years old since, in this group,

there is no question that the benefits clearly out-

weigh any minimal long-term risk from radiation.

The concept that screening, which includes mam-
mography, has little benefit in women under the

age of 50 is based on a 10-year-old Health In-

surance Plan study that found no reduction in

case fatality rates for screened women in this age

group. However, it is noteworthy that the HIP
study also showed very few cancers in women
under 50 that were detected by mammography
alone.

The situation is quite different in the 27 ACS/
NCI Breast Cancer Detection Demonstration

Projects, largely because mammography tech-

niques have improved vastly over the days since

the HIP study was done. At least 233 breast

cancers have already been discovered in women
under 50 years of age; 100 were detected by
mammography alone. If mammography had not

been used, these early breast cancers would not

have been detected at this time. Of the breast

cancers found in the Demonstration projects, the

incidence of uninvolved axillary lymph nodes is

79 percent for women under and over the age of

50—indicating that these patients have extremely

13S JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



early cancers and represent a highly curable

group compared to the usual hospital population

with breast cancer.

Who then should have mammography? Cer-

tainly, all women over the age of 50.

For women between the ages of 35 and 50,

mammography should be done for those who are

at higher risk of developing breast cancer because

they have:

• chronic cystic mastitis, with or without pain;

• lumps and thickenings in the breast;

• nipple discharge or other nipple abnormalities;

• a personal history of breast cancer;

• a family history of breast cancer on the ma-

ternal or paternal side;

• a family history of breast cancer in sisters;

• early onset of menstruation;

• no history of pregnancy;

• first full-term pregnancy at age 30 or older;

• breast surgery scheduled for diagnostic pur-

poses;

• fear of breast cancer that requires the re-

assurance of a negative examination.

Clinicians report that approximately 80 percent

of women between 35 and 50 years of age will

belong to one or another of the above groups

that can benefit from mammography.

The remaining women who are 35-50 years old

and those under the age of 35 who have no par-

ticular breast problem should be taught the

proper technique of breast self-examination and

urged to perform it regularly every month. In

addition, periodic clinical examinations are war-

ranted. However, many diagnostic radiologists

and breast cancer specialists believe that even

*

Notes on History . . .

Continued from page 134

mass of blood, renders it uniformly liquid, benign,

momogeneous; and so notably assists it to curculate

freely though the minute passages, break open obstruc-

tions, cast off excrements, subdue it a fervors and

cherish and nourish the parts.

But to get such a fine water in perfection, I should

advise, to receive the milk under the cow in a glass

cucurbit, to close its head upon it presently while

warm; to distill it with as low a degree of fire as will

just serve to make it rise; to draw no more at a time

totally asymptomatic women 35-50 years of age

and those under 35 years with a specific breast

problem should have at least a baseline mammo-
gram that can be used for later comparisons.

Sadly, many American women have been

frightened into believing that mammography
represents only a danger, rather than a benefit.

This has led a considerable number of women,
both over and under the age of 50, to refuse

mammography in the presence of symptoms and

obvious physical findings and even prior to breast

surgery. Any lost opportunity for the earlier diag-

nosis of breast cancer with its more favorable

prognosis must be the current great concern of

all physicians.

Of course, the minimum dose required for

good mammography should always be used. New
equipment is already reducing radiation exposure

to extremely low levels that are only a small

fraction of the dosage needed 10 years ago.

Breast cancer is so serious a problem, and

mammography so valuable a clinical diagnostic

aid, that judgments based on fragmentary, ten-

tative or inconclusive data should be avoided.

Dr. Francis D. Moore, Moseley Professor of

Surgery at Harvard, discussing mass screening for

breast cancer by mammography in the September,

1976 issue of Annals of Surgery stated: “.
. . one

woman in the prime of life found to have an

unsuspected cancer that’s removed when it’s very

favorable surgically is a triumph.” I concur.

Published in “CA~A CANCER JOURNAL
FOR CLINICIANS” Vol 26. No. 6 Nov./Dec.

1976.

Arthur I. Holler, M.D.
American Cancer Society

* *

than the patient is to firing as a fiose, anfi to give it

as soon as distilled, (pasteurized milk?)

One reads Dr. Fuller’s book and cannot help

but wonder what doctors of 2300 A.D. will

think of present day medical treatment and

surgical procedures. Most likely we will appear

rather primitive to them.

Rutledge Miller, M.D.
P. O. Box 1149

Blowing Rock, N.C.

(formerly of Johnson City, Tenn.)
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Family Practice Residencies

Now Top 300

More than 300 family practice residencies now are

operating in university medical centers and other teach-

ing hospitals throughout the United States. Family

practice residencies are 3-year training programs de-

signed to give the family physician-to-be training in

his new specialty. Though in many ways these residen-

cies are similar to other specialty residencies, they do

differ significantly in the amount of ambulatory experi-

ence the resident receives. This ambulatory training is

achieved in model family practice centers, which ap-

proximate the conditions of actual practice. In them,

residents care for patient-families on a continuing basis

over the 3-year period.

The 303 residencies currently are training more than

4,600 residents, with the U.S. graduate first year fill-

rate running at more than 90 percent. The American

Academy of Family Physicians, national association of

family doctors, projects that more than 340 such train-

ing programs will be in operation by the end of 1977.

Tbe goal is to have one-fourth of all medical school

graduates entering family practice residencies by 1980.

New Rabies Vaccine

Proves Safe, Effective

An effective and simplified new treatment for rabies

is reported in the Dec. 13 Journal of the American

Medical Association.

The new treatment involves only half a dozen in-

jections, with virtually no side effects. Present methods

involve 14 to 21 injections, with frequent severe side

reactions.

Hilary Koprowski, M.D., of the Wister Institute of

Anatomy and Biology, World Health Organization Col-

laborating Center for Reference and Research in Rabies,

Philadelphia, reports on field trials in Iran in which

45 persons severely bitten by rabid dogs and wolves

were treated with a new rabies vaccine produced in

cultures of human diploid cells. They also received one

injection each of rabies immune serum.

“This treatment,” says Dr. Koprowski, “in contrast

with past experience with other vaccines, resulted in

protection of all individuals against rabies.” The new
vaccine, produced by the Institut Merieux in Lyon,

France, is known as human diploid cell vaccine

(HDCV). It was sent to the WHO Collaborating

Center for Rabies Research in Tehran for field trials.

It was used successfully on 45 persons bitten by six

dogs and two wolves in rural areas of northwestern

Iran between June, 1975, and January, 1976.

140

Violence in Tv

The AMA announced a grant of $25,000 to the

National Citizens Committee for Broadcasting, a media

reform group based in Washington, D.C., concerned

with documenting the amount of television violence

portrayed in prime time network television. AMA
EVP James H. Sammons, M.D., said the grant “rep-

resents a strong commitment by the AMA to endorse

and finance activities that will encourage the industry

to reduce the amount of violence in TV programming.”

AMA Reinsurance

The AMA’s Reinsurance Company—American Medi-

cal Assurance Co.—officially went into business with

the signing of a service agreement with the Kemper
Reinsurance Co. Kemper will handle AMACO’s ac-

counting, taxes and insurance commission statements,

provide underwriting consultation, and manage invest-

ments. AMACO will provide reinsurance for qualifying

physician-owned medical liability companies.

National Council on Drugs Organized

The National Council on Drugs, an independent panel

of recognized drug experts, held its organizational meet-

ing in Washington, D.C. Represented at the meeting

were the AMA, American Society for Clinical Pharma-

cology and Therapeutics, American Society for Pharma-

cology and Experimental Therapeutics, American

Dental Assn, American Osteopathic Assn., American

Nurses Assn., National Medical Assn., Pharmaceutical

Manufacturers Assn., and American Pharmaceutical

Assn. The AMA helped organize the council when
the National Academy of Sciences-National Research

Council terminated its Drug Research Board. The
council will act in an advisory capacity to the govern-

ment, the scientific community, and the public on

matters pertaining to the development and use of drugs.

Available from AMA

The American Medical Association—Working for a

Healthier America, formerly The Little-Known Story

of How America’s Physicians Work Together to Im-

prove Your Health. Copies of the pamphlet, Comp.

43, are complimentary . . . Standard Nomenclature of

Athletic Injuries, OP 43, for physicians practicing in-

ternal medicine and surgery as well as for specialists

involved in the study and care of athletes. Cost is

$2.00 ea. for 1-10 copies; $1.80 ea. for 11-49 copies;

and $1.60 ea. for 50 or more. . . “To All M?y Patients,”

OP 33, physician’s fee plaque for wall or desk. Cost is

$5.50 ea. for 1-10 plaques; $4.95 ea. for 11-49; and

$4.40 ea. for 50 or more. Write Order Dept., AMA
Headquarters.
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Abortions in Tennessee — 1975

Introduction

The Supreme Court decision of January 23,

1973 invalidated state laws restricting access to

abortion and enabled women seeking abortion

during the first trimester to do so at their own
desire, provided, however, that the abortion was

performed by a licensed physician. Following

the first trimester, states were empowered to

regulate abortions to protect the health of the

mother and, in the third trimester, to restrict

access to abortion. The Tennessee Legislature

enacted a law (TCA 39-301) which provided

that second trimester abortions were to be per-

formed in hospitals and that third trimester abor-

tions would be permitted only to save the life

of the mother. The law (TCA 39-303) also re-

quires physicians to report abortions “at such

time and in such form as the Commissioner (of

Health) may reasonably prescribe. Each such

record and report shall be confidential in nature

and shall be inaccessible to the public.” The re-

port form currently in use (Appendix 1 ) includes

certain information about the patient, procedure,

and location of the abortion, but does not identify

the patient directly.

For the period July-December, 1973, 1,682

legal abortions were reported to the Tennessee

Department of Public Health. In calendar 1974

this number rose to 7,406 and in 1975 to 11,081.

The purpose of this paper is to present data re-

garding the 11,081 abortions reported for calen-

dar year 1975.

Materials and Methods

Information was obtained from the Tennessee

Department of Public Health Form 31.27, the

*Assistant Commissioner, Director, Bureau of Preven-

tive and Medical Services, Tennessee Department of

Public Health, Nashville, Tenn. 37219.

ALAN R. HINMAN, M.D.*

“Induced Abortion Report” (Appendix 1).

These reports are on file in the Center for Health

Statistics, Tennessee Department of Public

Health.

Provisional reports regarding live births during

1975 were used to calculate ratios of induced

abortions per 1,000 live births. Estimated 1975

populations were used for relating abortion ratios

to county populations. Tables 1 and 8 reflect

total abortions performed in Tennessee in 1975

and 1974 respectively. Tables 2 through 7 and

Figure 1 reflect abortions performed in Tennes-

see to Tennessee residents.

TABLE 1

INDUCED ABORTIONS ACCORDING TO RACE AND
RESIDENCE, TENNESSEE, 1975

State of Residence Abortions

Total Number by Race

No. % White
Non-
White

Un-
known

Tennessee 9,283 83.8 6,989 2,069 225

Kentucky 525 4.7 454 64 7

Mississippi 374 3.4 266 98 10

Arkansas 278 2.5 237 29 12

Alabama 188 1.7 152 35 1

Georgia 167 1.5 147 16 4

All Others (19) 219 2.0 200 15 4

Unknown 47 0.4 38 4 5

TOTAL 11,081 100.0 8,483 2,330 268

TABLE 2

INDUCED ABORTIONS ACCORDING TO TYPE OF
FACILITY, TENNESSEE RESIDENTS, 1975

Type of Facility

No.

Abortions

%
Abortion Clinic 7,624 82.1

Hospital 1,270 13.7

Physician’s Office 294 3.2

Other Clinic 95 1.0

TOTAL 9,283 100.0
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Results

Table 1 shows the number of abortions per-

formed by race and by state of residence. Nearly

85 percent of all abortions performed in Tennes-

see in 1975 were performed on Tennessee resi-

dents; three-quarters were performed on white

women. Over 80 percent were performed in

abortion clinics, with 13 percent being performed

in hospitals (Table 2). A total of 19 hospitals

in 10 counties reported performing abortions.

Table 3 shows the frequency of various methods

of inducing abortion according to gestational age.

More than 90 percent of abortions were per-

formed during the first trimester, and only one

Appendix 1—Form Used For Reporting Induced Abortions

INDUCED ABORTION REPORT
Tennessee Department of Public Health

PLACE ABORTION OCCURRED:

Name of Facility:

1. Hospital

2. Clinic

3. Physician’s Office

County where facility is located 4. Other

PATIENT INFORMATION:

Usual county and state of residence (location of home - NOT mailing address)

County State

Date of Birth: Age: Race: 1. White

Marital Status: 1. Never Married 4. Divorced

2. Black

3. Other (specify)

2. Currently Married 5. Separated 4. Unknown

3. Widowed 6. Unknown

Previous Deliveries, Number of Previous

Now Living Induced Abortions

MEDICAL INFORMATION:

Date Last Normal Menses Began: Mo. Day Yr.

Date of Physician’s Estimate of

Abortion: Mo. Day Yr. Length of Gestation weeks

Type of Abortion Procedure:

1. Suction Curettage

2. Sharp Curettage

3. Amniotic Fluid Exchange

4. Hysterotomy

5. Hysterectomy

6. Other (Specify)

Maternal Health and Family Planning
PHFP Form No. 31-27

Issued 9-73

164 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



TABLE 3

INDUCED ABORTIONS ACCORDING TO PRIMARY
PROCEDURE AND WEEKS OF GESTATION, TENNESSEE

RESIDENTS, TENNESSEE, 1975*

Weeks of Gestation
Primary

Procedure Total <-8 9-12 13-15 16-19 20+ Known

Suction

Curettage

Sharp
8,793 4,940 3,711 25 5 1 111

Curettage

Amniotic

40 24 14 1 0 1 0

Fluid Exc. 176 0 2 14 151 2 7

Hysterotomy 3 1 1 0 1 0 0

Hysterectomy 12 2 2 7 1 0 0

Prostaglandins 163 0 5 28 114 11 5

Other 30 3 0 8 15 4 0

Unknown 66 42 16 0 4 0 4

TOTAL 9,283 5,012 3,751 83 291 19 127

*Calculated using reported date of last menstrual period

TABLE 6

INDUCED ABORTIONS, LIVE BIRTHS, AND
ABORTIONS PER 1,000 LIVE BIRTHS

ACCORDING TO POPULATION OF COUNTY
OF RESIDENCE,
TENNESSEE, 1975

c

Legal

Abortions

o
'•3

3
Q.
O
CL

No.

of
Counties

1975
Est.

Pop.

Live

Births

Abortion:

1,000
Live

BirtI

<25,000 50 661,198 577 9,254 62

25,000-49,999 31 1,037,594 1,313 14,074 93

50,000-99,999 9 604,198 1,240 8,316 149

100,000+ 5 1,885,010 6,118 28,246 216

TOTAL 95 4,188,000 9,248* 59,890 154*

*ONLY INCLUDES PATIENTS IN WHOM COUNTY OF
RESIDENCE IS KNOWN

TABLE 4

INDUCED ABORTIONS ACCORDING TO AGE AND MARITAL STATUS, TENNESSEE RESIDENTS,
TENNESSEE, 1975

Age of Patient

Marital Status Total <15 15-19 20-24 25-29 30-34 35-39 40+ Unknown

Never Married 5,186 158 2,779 1,755 356 75 43 7 13

Currently Married 2,139 6 293 664 568 345 190 65 8

Widowed 84 0 2 17 31 17 15 2 0

Divorced 1,193 0 71 423 403 187 83 24 2

Separated 530 0 67 215 147 66 29 4 2

Unknown 151 2 45 55 28 10 8 2 1

TOTAL 9,283 166 3,257 3,129 1,533 700 368 104 26

TABLE 5

INDUCED ABORTIONS, LIVE BIRTHS AND ABORTION
RATIO* ACCORDING TO AGE, TENNESSEE RESIDENTS,

TENNESSEE, 1975

Age of Number of Abort'on

Patient Abortions Live Births Ratio

<15 166 415 400.0

15-19 3,257 14,340 227.1

20-24 3,129 21,086 148.4

25-29 1,533 15,612 98.2

30-34 700 5,977 117.1

35-39 368 1,947 189.0

40+ 104 504 206.3

Unknown 26 9 —
TOTAL 9,283 59,890 155.0

Number of Abortions
*Computed as x

Live Births
1,000

TABLE 8

INDUCED ABORTIONS AND PERCENT
OF ABORTION NEED MET,
TENNESSEE AND USA, 1974

Tennessee USA
TDPH AGI
Reports Estimates

Reported Abortions

Abortions Needed

7,406 14,200 899,850

Low Estimate* 25,140 25,140 1,257,970

High Estimate®

Percent of Need Met

35,780 35,780 1,768,440

Low Estimate 29% 56% 71%
High Estimate 20% 39% 50%

*Based on California 1973 Abortion Patterns

“Based on New York City 1971 Abortion Patterns

TABLE 7

INDUCED ABORTIONS, LIVE BIRTHS AND ABORTION RATIO° ACCORDING
TO RACE AND MARITAL STATUS, TENNESSEE RESIDENTS,

TENNESSEE, 1975

Total* Never Married Ever Married + +

Live Abortion Live Abortion Live Abortion

Race Abortions Births Ratio Abortions Births® Ratio Abortions Births + Ratio

WHITE 6,912 46,235 149.5 3,801 2,751 1381.7 3,111 43,484 71.5

NON-WHITE 2,021 13,484 149.9 1,277 6,893 185.3 744 6,591 112.9

TOTAL** 8,933 59,719 149.6 5,078 9,644 526.5 3,855 50,075 77.0

*Excludes marital status not stated

•Computed as
abortions

X 1,000
number of live births

Defined on birth certificate as illegitimate

**Excludes race not stated
+ + Includes currently married, separated, divorced, and widowed
+ Defined on birth certificate as legitimate
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was reported to have occurred in the third tri-

mester. Suction curettage was by far the most

common procedure for inducing abortion with

94 percent of all abortions being performed by

this means. Almost three-fifths (55 percent) of

abortions were performed on never married

women and less than 25 percent were performed

on women who were currently married (Table

4). Over 40 percent of women undergoing abor-

tion had one or more living children and 11

percent had had at least one previous abortion.

More than one-third of abortions were per-

formed on women less than twenty years old.

Table 5 shows the ratio of abortions per 1,000

live births for women of varying ages. This indi-

cates a much higher proportion of pregnancies

terminated by abortion in those under fifteen

than in those 25-29 and also shows an increasing

likelihood of abortion (given pregnancy) in

women above 30. Women living in populous

counties were more likely to have pregnancies

terminated by abortion than women living in

more rural counties, as shown in Table 6.

Women who had never been married were

much more likely to terminate pregnancy with

abortion than women who had ever been mar-

ried as shown in Table 7.

Figure 1 depicts the ratio of abortions per

1,000 live births in the nine planning regions of

Tennessee and also shows the location of the

thirteen abortion clinics known in operation.

Striking differences in the ratio of abortions to

live births are seen ranging from 46 abortions

per 1,000 live births in the Northwest Region to

257 abortions per 1,000 live births in the Mid-

Cumberland Region.

FIGURE 1—LOCATION OF ABORTION CLINICS AND
LEGAL ABORTIONS PER 1,000 LIVE BIRTHS ACCORDING

TO PLANNING REGION, TENNESSEE, 1975.

• ABORTION CLINIC

Discussion

The first thing that must be realized about

these data is that they represent a considerable

underestimation of the true number of abortions

performed in the State of Tennessee. Although

it is very likely that the vast majority of abortions

were performed in abortion clinics, it seems un-

likely that as few as 294 were performed in physi-

cian’s offices. A striking indication of the degree

of under-reporting is apparent from the surveys

done by the Alan Guttmacher Institute, (AGI)

which surveys all hospitals and physicians known
or thought possibly to be performing abortions.

For 1974 the AGI estimated that 14,200 abor-

tions were performed in Tennessee.^ In that same

year, only 7,406 were reported to the Tennessee

Department of Public Health. If the AGI figures

are correct, the degree of under-reporting in Ten-

nessee is nearly 50 percent. It is possible that the

AGI figures are an overestimate, but it is unlikely

that the degree of overestimation plays a very

great role in the discrepancy between their esti-

mates and the number of abortions reported.

Corroboration of the severity of under-report-

ing is seen in the fact that in 1974 and 1975 one

known abortion clinic in Memphis had not re-

ported any abortions to the Tennessee Depart-

ment of Public Health. In 1975, only about 2,000

abortions were reported from the entire portion

of the state west of the Tennessee River. Begin-

ning with 1976, the previously silent clinic in

Memphis has begun to report and for the first

quarter of 1976 reported a total of 969 abor-

tions. This would give an annual rate of approxi-

mately 4,000 for that one facility, more than

double the 1975 total reported from West Ten-

nessee.

Because of the problem of under-reporting,

caution must be used in interpreting Tennessee’s

abortion statistics, particularly in comparing ra-

tios of abortions to live births. Since the report-

ing of live births is considered to be virtually

complete, underestimation of the number of abor-

tions performed in any particular group can sub-

stantially diminish the abortion ratio for a par-

ticular area or group. It seems likely that this

may be a partial explanation for the marked

discrepancy in the abortion ratios seen between

Middle and West Tennessee. This may also ac-

count for the observed difference in abortion

ratios for whites and non-whites. In the nation

as a whole, non-whites have a somewhat higher

abortion rate than do whites. In Tennessee, this
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is not the case. Since nearly 60 percent of non-

whites in Tennessee live west of the Tennessee

River and since under-reporting is known to be

particularly severe in that part of the state, it

may well be that blacks are selectively under-

represented in the category of abortions per-

formed. Under-reporting may also account for

the fact that Tennessee’s abortion rate is lower

than that of the nation as a whole.^ One point

that must be emphasized is that if reporting were

complete, the ratio of abortions to live births

could only be increased for whatever group was

being considered.

The data on length of gestation and procedure

performed indicate that Tennessee physicians are

well aware of the desirability of performing abor-

tions early in pregnancy and of the superiority

of suction curettage over other techniques for

early abortion. Additionally, the fact that only

two abortions performed after the 20th week of

gestation were performed by curettage suggests

that physicians are generally aware that the risk

of performing curettage abortions increases sub-

stantially later in pregnancy.^'®

The fact that over 40 percent of women obtain-

ing abortions have at least one living child indi-

cates that there was one excellent opportunity

for delivering family planning services which was

not capitalized upon—the immediate postpartum

period. Similarly, the fact that one out of nine

abortions was performed to a woman who had

previously had at least one abortion suggests

that more emphasis needs to be given to the

provision of contraceptive information and ser-

vices at the time of abortion. That nearly % of

abortions were performed on women not cur-

rently married indicates a need for greater avail-

ability of and utilization of family planning ser-

vices. The extremely high ratio of abortions per

1,000 live births for young women, particularly

unmarried young women, indicates the continuing

need to provide contraceptive services to those

who are clearly sexually active.

The uneven distribution of abortion ratios

throughout the state shown in Table 6 and Figure

1 suggests that there is not uniform availability

of abortion services and/or not uniform desire

to terminate pregnancy by abortion. It is difficult

to know what the “need” for abortions is in Ten-

nessee, but the AGI has made projections based

on the abortion-seeking behavior of California

women in 1973 (“low” estimate) and New York
women in 1971 (“high” estimate).^ These mea-

sures were picked as they represented actual

utilization of abortion services by residents of

the 2 states at a time when abortions had been

legally available for some time. There was a sub-

stantial range of utilization (New York City resi-

dents having IV2 times higher rate than Califor-

nians) which seemed wide enough to encompass

expected nationwide rates given ready access to

services. Assuming the “need” criteria developed

by AGI and using the number of abortions offi-

cially reported in Tennessee in 1974, at best 29

percent of the “need” was met (Table 8). Using

AGI figures the highest proportion of “need”

met was 56 percent. This compares with a nation-

wide proportion of 71 percent of “need” met

based on low estimates of need.

Summary
1. In 1975, 11,081 abortions were reported as

being performed in Tennessee, 9,283 of them

to Tennessee residents. This number repre-

sents a considerable underestimate of the num-

ber of abortions truly performed.

2. The vast majority of abortions were performed

in abortion clinics, during the first trimester,

using suction curettage.

3. About % of those receiving abortions were

not married at the time of abortion.

4. There is substantial variation in the propor-

tion of pregnancies terminated by abortion in

differing parts of the state.

Afterword

During the 1975-1976 legislative session a law

was enacted (Chapter 471, Public Acts of 1976)

providing for the regulation of ambulatory surgi-

cal treatment centers (including abortion clinics).

Regulations are presently being drafted to imple-

ment this law. It seems likely that some change in

the format for reporting abortions may occur as

a consequence.
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Non-Medical Functions of the

Nashville Journal of Medicine and

Surgery, 1851-1861
JAMES X. CORGAN, Ph.D.*

Introduction

In the years before the Civil War one great

strength of the developing medical professions

in Tennessee was the growth of locally oriented

professional journals. In Middle Tennessee the

dominant antebellum journal was the Nashville

Journal of Medicine and Surgery. It began in

1851 as a house organ of the Medical Depart-

ment of the University of Nashville and con-

tinued until war forced its suspension in 1861.

A second series started in postbellum years.

Hamer discussed contributions the first series

of the Nashville Journal made to the growth of

professional medicine in Tennessee.^ In addition

to its well documented role in medical affairs,

the Nashville Journal also played at least two

non-medical roles in the culture of its day. These

have not been studied. One non-medical role was

the publication of lengthy articles in astronomy,

botany, and other scientific fields. The second

role was to editorialize on cultural issues. These

secondary functions of the Nashville Journal are

briefly examined in the paragraphs below.

Cultural Issues

When the first number of the Nashville Journal

of Medicine and Surgery appeared in February

of 1851 it had no competition in the middle re-

gion of Tennessee. The Nashville Journal was

not only the sole medical journal published in

Middle Tennessee, it was the only scientific or

technical journal of any kind.^ Perhaps a lack of

other locally oriented journals gave the editors

of the Nashville Journal a special sense of obli-

gation. In any event, the journal emerged as a

strong editorial voice favoring a broad spectrum

of cultural activities. In the later antebellum years

when other scientific and technical journals were

also published in Nashville, the Nashville Journal

continued to maintain a broad interest in non-

medical affairs. During its ten antebellum years

^Professor of Geology, Austin Peay State University,

Clarksville, Tenn. 37040.
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the journal supported too many non-medical

causes to permit topic-by-topic analysis. Two are

briefly examined here.

In the spring of 1857 there was a move under-

way to establish a Nashville Academy of Natural

Science. The Nashville Journal lent its support

through an editorial.® There is no indication that

the Academy came into being. A year after the

Academy effort, the editors were back again sup-

porting another good cause: State purchase of

the Troost collection. In 1827 Gerard Troost,

M.D., opened a commercial enterprise called the

Nashville Natural History Museum. Troost had

once been the mineral collector for a European

king.^ His collection had thousands of rocks

and minerals, hundreds of prepared birds, an

assortment of reptiles, other natural history speci-

mens, and equipment to display basic principles

of chemistry and physics. Troost’s museum oper-

ated in Nashville for about five years, ending in

1832.

In 1850 Troost died in a Nashville cholera epi-

demic and his estate remained unsettled for many
years. By 1858 the Tennessee Legislature was

considering a proposal to purchase Troost’s col-

lection and use it as a nucleus in developing a

state-owned natural history cabinet. Editors of

the Nashville Journal strongly supported state

acquisition,® but the movement failed and the

collection was eventually sold to an institution in

Louisville, Ky.

Like the Academy of Science movement and

the move to acquire the Troost collection, nothing

came of most worthy causes supported by the

Nashville Journal. One might ask, “Was editorial

support significant?”

It is hard to look back across 120 or more

years and view an editorial within the context

of its time. Obviously editorial writers believed

their journal played a significant role in shaping

public opinion. Perhaps a succinct editorial

reached the harried doctor with a big practice

or the influential rural doctor without intellectu-
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ally oriented local newspapers. Whatever impact

the Nashville Journal had or failed to have on

the general intellectual history of Tennessee, it

had a elear and easily documented influence on

the history of science outside the medical sphere.

Science

Throughout 21 antebellum volumes the Nash-

ville Journal maintained very high standards in

publishing articles that were not focused on

exclusively medical topics. In early volumes the

only non-medical topic discussed was meteorol-

ogy, Stewart presented weather statistics for

Lebanon that were fairly sophisticated for the

era, including morning, mid-day, and evening

readings of both pressure and temperature.® Stew-

art’s reports appeared at a time when data were

being compiled on the climatology of the United

States and his statistics were used in character-

izing the climate of Tennessee.'^ The only other

weather information published in the Nashville

Journal was Tavel’s statistics for the late 1850’s.®

Both sets of weather data might prove useful to

modem students of floods, frosts, and other en-

vironmental phenomena.

The principal non-medical topic treated in

antebellum issues of the Nashville Journal can

be characterized in broad terms as Natural

Philosophy. About 1853 the senior editor of the

Nashville Journal, Dr. William K. Bowling, met
William Ferrel, a creative genius who had taught

himself advanced mathematics.® Perhaps because

the Nashville Journal was the only scientific jour-

nal published in the area. Dr. Bowling and his

colleagues encouraged Ferrel to use their medical

journal to publish mathematically oriented papers

in the physical sciences.

During the next few years Ferrel produced a

truly extraordinary group of articles.^®-^® One of

Ferrel’s more impressive papers claimed to be,

and apparently was, the first mathematical de-

scription of the motion of the gyroscope.^® An-
other was an early exploration of the physical

basis for stereoscopic vision. Ferrel’s master-

piece was a pioneer mathematical description of

the influence of the earth’s rotation on the move-
ment of bodies at the earth’s surfaces, Knowl-
edge of this interaction, which is generally called

the Coriolis Effect, is essential to weather predic-

tion and to understanding a broad range of

physical phenomena. Burstyn provides a compre-

hensive review of Ferrel’s contributions.^®

Ferrel’s mathematical papers became the most

widely known non-medical contributions of the

Nashville Journal but there were a few other non-

medical or quasi-medical papers of more local sig-

nificance. While the journal almost avoided the

Medical Topography craze, which blended medi-

cine with geology and botany, the editors did

publish two topographically oriented articles.

Finally the last article that was not exclusively

medical was a lengthy treatise on the medical

botany of Nashville.^® Both this article and the

two earlier studies in medical topography were

on the boundary line between medicine and

natural history. While articles of this sort were

common in some antebellum medical journals,

they were clearly outside the normal scope of

the Nashville Journal. All three natural history-

oriented articles contain botanical records that

may interest contemporary biogeographers.

Summary and Conclusions

Earlier historical studies of The Nashville

Journal of Medicine and Surgery focus on medi-

cal content and treat that aspect of the journal

well. Clearly the Nashville Journal contributed

greatly to the professionalization of medicine in

Tennessee, but the journal did more than advance

medicine. It became involved in the general cul-

ture. This broad cultural involvement lends the

journal another kind of historical importance.

Today, old editorials provide a unique insight

into little known lost causes of the past, like

the Nashville Academy of Natural Science, The

journal also contains potentially useful data on

Nineteenth Century weather and on the distribu-

tion of plants in antebellum time. Further, a

few non-medical articles attracted national and

international attention. Through publication of

these studies, the Nashville Journal made a very

general contribution to the growth of Nineteenth

Century culture.
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Theophylline^ a Review
BURTON M. RUDOLPH, M.D.*

The xanthine drug, theophylHne, combined

with ethylenediamine (aminophylline) has been

shown to be one of the most useful drugs for

the symptomatic relief of both acute and chronic

obstructive lung disease. Its long continued use

is indicative of its value. Although aminophylline

has been administered orally, rectally, intramus-

cularly, and intravenously, its bronchodilating

effect is most striking by the intravenous route.

“Status asthmaticus” was first successfully

treated by intravenous aminophylline in 1931:

0.48 grams in 10 cubic centimeters sahne in-

jected slowly was very successful with least seri-

ous reactions in “adrenalin fast” asthmatics. This

can be defined as the failure of bronchial response

to three subcutaneous injections of 1:1000 ac-

queous epinephrine in therapeutic doses admin-

istered at 15 minute intervals.

Theophylline (1,3-dimethylxanthine) is a natu-

rally occurring alkaloid closely related to caffeine.

See figure 1.
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\
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\
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Fig. 1

The pharmacologic actions of theophylline in-

clude stimulation of respiration, augmentation of

cardiac ionotropy and chronotropy, relaxation of

smooth muscle, including that in the bronchi and

blood vessels other than cerebral vessels, and

diuresis. It has been used in a number of dis-

eases, but its main use has been in the treatment

of reversible airway obstruction and as an adjunct

to the therapy of acute left ventricular failure.

The actions of theophylline are probably medi-

ated through inhibition of phosphodiesterase, the

enzyme which degrades cyclic 3' 5' -AMP to 5' -

adenosine monophosphate (5' -AMP). This re-

sults in an increase in intracellular cyclic AMP
(cyclic 3', 5' -adenosine monophosphate), which

*Clinical Assistant Professor of Medicine

From the Department of Medicine, University of

Tennessee Memorial Research Center and Hospital,

Knoxville, Tenn.

mediates smooth-muscle relaxation and inhibits

the release of histamine by mast cells. It has

been shown to interact synergistically with other

agents that increase intracellular cyclic AMP
through the stimulation of adenylcyclase (e.g.,

catecholamines and ephedrine).

Theophylhne, 1, 3-dimethylxanthine is metab-

olized primarily by oxidation without dimethyla-

tion. The main excretory products are 1, 3-di-

methyluric acid, 1 -methyl-uric acid, and 3-

methylxanthine. Only a small fraction is excreted

unchanged. The system of microsomal enzymes

involved in the oxidative metabolism of drugs

and steroids contains 3 components: a hemo-

protein called cytochrome P 450 that binds car-

bon monoxide, an NADPH-dependent reductase

and phosphatidylcholine. Cytochrome P 450 has

attracted considerable attention because its con-

centration is affected by common drugs, notably

phenobarbital.

Recent evidence suggests that the metabolism

of theophylline is variable between subjects so

that identical doses may occasion widely differ-

ent blood levels. Theophylline toxicity may occur

in some subjects at dosage levels that are inade-

quate for therapeutic effect in other subjects. In

patients with congestive heart failure and severe

liver disease the disposition of theophylline

changes. The plasma half-life increases as the

clearance and elimination decreases whereas the

apparent volume of distribution may be un-

changed.

After first being reported as a therapeutic

agent in asthma in 1921 and rediscovered in the

1930’s, theophylline rapidly became popular as

an oral bronchodilator administered commonly
in fixed dose combinations with a sympathomi-

metic agent such as ephedrine in addition to a

sedative and sometimes an “expectorant.” The

plethora of theophylline preparations may have

been either a cause or a result of the irrational

use of theophylline. Questions regarding the ab-

sorption and tolerance of oral theophylline have

nurtured interest in alternate forms and routes

of administration. Most of these, however, are

unnecessary and some are of httle therapeutic

value. For the patient who requires chronic medi-

cation, however, there appears to be little indica-

tion for other than an oral preparation. From the
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available literature it appears that there is ade-

quate absorption of a wide variety of oral theo-

phylline products, including free theophylline.

Theophylline salts are clinically and pharma-

cologically identical to equivalent amounts of

free theophylhne since they are readily dissociable

at physiologic pH’s. Use of principles based on

pharmacologic data presented in the past and

present literature leads to the following guide-

lines for oral bronchodilator therapy: theophyl-

line is most effective for chronic asthma when

administered continuously in individualized doses

to accommodate variation in metabolism (serum

theophylline concentrations between 10 and 20

micrograms per milliliter appear optimal); theo-

phylline is generally as effective with less risk of

adverse effects when given as a single drug rather

than as a fixed-dose combination with ephedrine;

and since both toxicity and effectiveness generally

appear to be a function of serum theophylline

concentration rather than the specific theophyl-

line preparation, selection of a product becomes

simplified. Aminophylline tablets, USP, are

readily available commercially in plain, uncoated

form, with adequate data over a 24-year period

documenting their ability to achieve reliable

therapeutic serum concentration. Rational spe-

cialized theophylline preparations would include

nonalcoholic solutions or suspensions for pedi-

atric use. Because of the relatively short half-life

of theophylline, sustained release preparations

would be desirable. It has been thought that ab-

sorption of the currently available sustained

release products is not sufficiently reliable to war-

rant common usage. However, our data at the

University of Tennessee Memorial Research Cen-

ter and Hospital confirms the reliability of one

of these sustained release preparations to main-

tain a rather consistent serum theophylline level

when administered at time intervals of 6, 8, or

12 hours, dependent on the patient’s size and

metabolism of theophylline. We have used a gas

chromatographic method, which is highly repro-

ducible and specific for determining serum theo-

phylline levels. This preparation, as well as one

other sustained release product, have clinically

been very efficacious in providing long interval

bronchodilation.

Intravenous aminophylline is used for the pa-

tient with acute bronchospasm. When it becomes

necessary to hospitalize such a patient because

of the persistence of severe bronchospasm, a

more favorable response to intravenous amino-

phylline can be obtained if a constant serum

concentration is maintained. A practical ap-

proach to achieving this is by the use of the two-

compartment open-system model. See figure 2.
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Fig. 2

This utilizes an intravenous bolus and continu-

ous infusion to obtain a plateau situation. The

fastest way to obtain this has been shown to

result from setting the maintenance infusion rate

equal to beta times the initial bolus, where beta

is the slower disposition constant. Theophylline

has a plasma half-life of 4.44 hours associated

with beta=0.156'^. Without an initial loading

dose it would require 4.44 hours to reach 50

percent and 15 hours to reach 90 percent of

plateau concentration.

The model is represented by a central com-

partment of volume (VI) with drug concentra-

tion (Cl) and a peripheral compartment (V2)

and concentration (C2). Drug is introduced into

the central compartment from the reservoir, and

first-order rate constants K12 and K21 govern
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distribution between compartments. Metabolism

and excretion from the central compartment are

represented by the first-order rate constant Kel.

KOI is set so that K01=QV1. The individual

problems of bolus injection (R) and continuous

infusion (Q) in this system have solutions which

are well known. One way of relating bolus and

constant infusion, as can be noted from the

above, is by the formula Q=Rbeta.

In a study of a number of patients the mean

beta disposition constant was 0.159 ± 0.042

hr.'^, corresponding to a plasma one-half life

of 4.36 ± 1.15 hr.

The overall elimination rate constant, Kel, was

0.314 ± 0.199 hr.*^, and the calculated apparent

volume of the central or plasma compartment,

VI, was 0.300 ± 0.144 per kilogram. Since all

elimination is assumed to occur from the central

compartment, the product Kel x VI is the plasma

clearance rate for theophylline. The mean clear-

ance rate in this study was 0.0719 ± 0.0179

liter per kilogram per hour.

To maintain a constant plasma concentration

of a drug such as theophylline, it is necessary to

administer as much of the drug as is being elimi-

nated over that time interval. In kinetic terms

this is expressed by Cp x Kel x VI or the plasma

concentration, Cp, times the plasma clearance

rate, Kel x VI. Since the plasma clearance rate

is 0.0719 liter per kilogram per hour, the calcu-

lated infusion rate to achieve a plasma theophyl-

line concentration of 10 milligrams per liter in a

70 kilogram subject would be 10 (0.0179 x 70)

= 50 milligrams per hour. Using the formula

Q=Rxbeta or Q/beta=R, the optimal loading

dose for this example would be 50/0.159 = 315

milligrams of theophylline. Since aminophylline

contains about 80 milligrams theophylline per

100 milligrams aminophylline, an appropriate

correction must be made when calculating the

dose of aminophylline for loading and mainte-

nance infusions.

Continuous improvement in physiologic re-

sponses to intravenously administered theophyl-

line have been observed over the plasma range

of theophylline concentration of 5 to 20 milli-

grams per liter. The improvement varies directly

with the logarithm of the plasma concentration.

However, there is a direct relationship between

serum concentration, with toxicity frequent at

serum concentrations greater than 25 micrograms

per milliliter. Accordingly, it is recommended that

serum drug concentrations be used to guide theo-

phylline administration and to confirm or exclude

theophylline toxicity. A frequently used loading

dose of aminophylline is 5.6 milligrams per kilo-

gram given intravenously, and 0.9 milligram per

kilogram per hour can be given as a maintenance

dose. This amount will result in a plasma theo-

phylline concentration of approximately 10 milh-

grams per liter for 95 percent of patients and

in recovery from some 30 to 40 percent of

reversible pulmonary-airway obstruction. The

maintenance dose is most accurately given by a

constant infusion pump, but a mini-drip set is

adequate for clinical use if carefully adjusted.

The maintenance dose infusion rate should be

adjusted to maintain serum theophylline concen-

trations within optimal therapeutic limits, 10

micrograms per milliliter to 20 micrograms per

milliliter. This can be determined by one of the

rapid methods for the analysis of serum theo-

phylline levels.

Relating toxicity to serum concentration has

demonstrated the fact that bronchodilation from

theophylline may be anticipated prior to toxic

reactions. The most common expressions of

theophylline toxicity are nausea, vomiting, ab-

dominal cramps, diarrhea, arrhythmias, tremor,

agitation, and convulsions.

In a series of patients on a multiple-dose

schedule of oral aminophylline (200 to 300 milli-

grams every 6 hours) “trough” levels of serum

theophylline ranged from 2.9 to 32.6 micrograms

per milliliter. Levels usually remained in the

same range for each individual. Kinetic studies

demonstrated dependence of the mean serum

level during multiple dosing on the intravenous

half-life. Theophylline renal clearances are small

and constant. Thus wide variations in metabolism

appear to be chiefly responsible. Persistent nau-

sea, vomiting, or anorexia were common with

trough levels over 20 micrograms per milliliter

but were not seen when trough levels were under

13 micrograms per milliliter. This suggests that

these gastrointestinal side effects usually arise

by some mechanism mediated through serum

theophylline levels rather than from direct irrita-

tion of the gastric mucosa. Although aminophyl-

line overdosage is a well-recognized cause of

nausea and vomiting, most clinicians assume

these symptoms to be caused by direct irritation

of the gastric mucosa. Probably of greater impor-

tance are perfusion factors, such as mucosal tis-

sue concentrations, effects on gastric acid secre-

tion, or stimulation of central vomiting centers.
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Intolerance to aminophylline should be managed

by dose reduction rather than stopping the drug

entirely. Many causes of “intolerance” disappear

with a small reduction in dose.

It has frequently been assumed that gastro-

intestinal symptoms will invariably precede more

serious signs of toxicity. The current data do not

support this assumption because prior adverse

effects are frequently not recognized in many
patients who experience seizures associated with

intravenous theophylline therapy. In one such

study, serum theophylline concentrations ob-

tained within one hour of the seizure ranged

from 25 micrograms per milliliter to 70 micro-

grams per milliliter, with a mean value (53 ±
4.8 micrograms per milliliter) more than twice

the upper limit of the recommended therapeutic

concentration. This serum theophylline concen-

tration was greater than the concentration found

in a group of patients with less severe drug-

related symptoms. Factors predisposing to the

high serum concentrations in the patients with

seizures were both higher drug dosage compared

with the other group, and hepatic dysfunction,

which was more common in both groups with

drug-related symptoms. In the past, only the

less serious and more common adverse effects

of anorexia, nausea, and vomiting have been

shown to relate to serum theophylline concen-

trations. Theophylline toxicity may be diagnosed

with a high level of confidence only from the

finding of a high serum theophylline concentra-

tion.

Theophylline when used by mouth for mainte-

nance therapy for the treatment of chronic

bronchospasm or intravenously for the treatment

of acute persistent bronchospasm is probably the

most effective and safe single drug available to

the clinician. This is particularly true when theo-

phylline is given in adequate doses to maintain

optimum serum levels.

8018 Kingston Pike

Knoxville, Term. 37919
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CHRONIC GRANULOCYTIC LEUKEMIA
JOHN M. FLEXNER, M.D.*

Chronic granulocytic leukemia (CGL) is a

malignant process that we have learned to iden-

tify and to better understand its kinetics and

pathophysiology, yet we have done only a little

therapeutically in altering its natural history. To-

day’s discussion will review the clinical manifes-

tations, diagnosis, prognosis and current therapy

of CGL.

Clinical Findings and Diagnosis

An outline of the more common symptoms

and signs are presented in Table 1. These symp-

toms and physical findings are taken from a re-

view of 106 patients compiled by Marsh at the

University of Utah.^ Note the rather vague

symptoms of fatigue, weight loss, abdominal pain,

and fullness (the latter due to splenic enlarge-

ment) are the most common clinical presenta-

tions. Splenomegaly and sternal tenderness are

the most common physical findings. The periph-

eral blood findings are depicted in Table 2. Leu-

kocytosis with a median count of 160,000 per

cmm was noted by Marsh with a range of 27,000

to 1,000,000 per cmm. Note that the percentage

of myeloblasts was less than 5 percent with a

range of 0-12 percent. Likewise the promye-

locytes were within similar limits. This finding is

TABLE 1*

SYMPTOMS AND SIGNS IN CGL

Symptoms at Presentation Approximate % of Patients

Fatigue 85

Weight loss 60

Abdominal fullness 40

Easy bruising or bleeding 35

Abdominal pain 35

Signs

Splenomegaly 95

Hepatomegaly 50

Sternal tenderness 80

Purpura 30

Retinal hemorrhage 20

Fever 10

Palpable lymph nodes 65

Palpable lymph nodes (larger than 1 cm
in diameter) 10

*As modified from (1)

*Associate Professor of Medicine

TABLE 2*

THE PERIPHERAL BLOOD IN CGL
Leukocytes

Total count, median 160,000 mm®
range 27,000 - >1,000,000

% Myeloblasts, median 2%
range 0-12%

% Promyelocytes, median 5%
range 0-20%

Red cells

% of patients anemic 85%
Moderate anemia 40%
Severe anemia 5%
Nucleated red cells 65%
Reticulocytes >3% 50%

Platelets

Less than 150,000 mm^ 10%
150,000-450,000 mm® 30%
Greater than 450,000 mm® 60%

*As modified from (1)

important in differentiating chronic granulocytic

leukemia from the blastic phase or acute transi-

tional phase of this illness. Anemia is found in

approximately 80 percent of the patients but

seldom of a severe degree. Nucleated red cells

are commonly found with a varied degree of

reticulocytosis. Thrombocytosis is found in al-

most 60 percent of the cases and thrombocyto-

penia is uncommon. Bone marrow examination

usually shows hypercellularity of the more mature

granulocytic cells and megakaryocytes.

Chronic granulocytic leukemia has two ancil-

lary laboratory findings that help in distinguish-

ing this malignant process from a so-called leu-

kemoid reaction. One is a low level or absence of

leukocyte alkaline phosphatase (LAP) in the

more mature granulocytic cells. Special staining

techniques identify the presence of this enzyme

in the more mature granulocytic cells. A normal

or “high” control is run concomitantly. A low

score is suggestive evidence for CGL. A normal

or high score does not necessarily rule out the

diagnosis but makes it less likely. A rising score

late in the illness may be a harbinger of blastic

transformation. There is suggestive evidence that

this enzyme is chemically different in CGL than

in normal cells.^

The Philadelphia chromosome (Ph^), an ac-

quired marker, has been found in from 70 to 90

percent of patients with CGL.^ This abnormal

chromosome was first discovered in 1960 by
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Nowell and Hungerford and initially thought to

belong to the G group number 21.'^ We now
know that it is a number 22 small achrocentric

G group with a portion of its long arms trans-

located to chromosome number 9.® This marker

chromosome is found not only in neutrophilic

granulocytic cells, but also in eosinophiles, nor-

moblasts, and probaby in megakaryocytes.® It

does not exist in lymphocytic elements. The pres-

ence of Ph^ chromosome does not necessarily

correlate with low LAP scores. Low levels of

LAP have been found in Ph^ negative CGL pa-

tients and conversely normal levels in Ph^ posi-

tive patients.® It is of interest to note that when
one identical twin develops CGL, the unaffected

twin does not demonstrate this marker chromo-

some.^ Indeed these observations are suggestive

that CGL is a clonal disease that originates from

a single, abnormal stem cell that proliferates

preferentially over normal stem cells. The Ph^

marker rarely disappears during treatment of

CGL.

CGL is classified as Ph^ positive or negative.

This is an important distinction to make be-

cause those with Ph^ positively seem to have a

better prognosis. CGL also has been classified

according to its morphologic variations—that is

eosinophilic, basophilic, and rarely monocytic or

neutrophilic. The latter diseases act like typical

CGL for the most part. There is one sub set of

patients who lack the Y chromosomes and tend

to have a particularly good prognosis, though

the hematologic and clinical manifestations are

identical to 46 XY Ph^ CGL.®

When patients present with leukocytosis and

granulocytosis, one must rule out CGL. The pres-

ence of the common clinical manifestations of

CGL: splenomegaly and sternal tenderness, and

the laboratory findings of basophilia, eosinophilia,

and thrombocytosis, all favor CGL. In addition,

patients with severe degrees of leukocytosis (leu-

kemoid reactions) are often very toxic, ill or

debilitated from the ravages of infection, granu-

lomata, or disseminated malignancy. Patients

with CGL may be relatively well, considering the

degree of elevation of their white blood count.

CGL must be differentiated from the other mye-

loproliferative disorders, especially polycythemia

vera and agnogenic myeloid metaplasia. Bone

marrow examination is most helpful. Classically,

in polycythemia vera one finds “trilineage hyper-

plasia,” defined as hypercellularity with prolifera-

tion of all marrow elements—megakaryocytic,
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normoblastic, and granulocytic. Polycythemia

vera will have more erythroid elements than CGL,
which will show a preponderance of granulocytic

cells. Myeloid metaplasia usually has less than

50,000 WBC per cmm in the peripheral blood

and the marrow aspiration is markedly hypo-

cellular with characteristic fibrotic changes seen

on marrow biopsy. As in a leukemoid reaction,

the LAP score is usually high and the Ph^ chro-

mosome is absent.

Prognosis

The prognosis of patients with CGL has

changed little in the last 30 to 40 years. In spite

of the advent of several chemotherapeutic agents,

no major change has occurred in the inexorable

course of this malginancy. One merely has to

examine the results of Dr. George Minot and his

co-workers® who achieved results with Ortho-

voltage radiotherapy and arsenicals (Fowler’s

paste) similar to those presently attained with

our newer agents. The median survival of ap-

proximately three years is still with us today

—

roughly 50 percent are alive at three years. There

is a decidedly shortened survival in patients who
are Ph^ negative (median 1 year), the reasons

for which are unknown. The survival statis-

tics today are quite similar to those attained by

Minot in the 1920’s to 30’s. Thus far it has not

been shown that therapy appreciably increases

the survival time.

The primary cause of death in CGL is so-

called blast crisis or blastic transformation. Ap-

proximately 60 percent of patients with CGL
terminate in this fashion, and as shown by Kara-

nas, when other causes unrelated to leukemia

are excluded, the numbers are actually closer to

80 percent.^® The manifestations of blastic trans-

formation are outlined in Table 3 as summarized

by Canellos, et al.“ Note that the sine qua non

is an increase in number of myeloblasts in the

marrow and peripheral blood. With this increase,

there is a concomitant reduction in the number

of erythroid elements as well as megakaryocytes.

The result of this transition is essentially acute

leukemia with its inevitable fever, bleeding,

splenomegaly, and bone pain.

Blastic transformation usually is granulocytic,

the prevalent cells being myeloblasts, although

recently it has been shown that a small number

of cases may undergo monoblastic or lympho-

blastic transformation.^^ This will now be fur-

ther discussed by Dr. Glick.
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Elastic crisis is the terminal event in approxi-

mately 80 percent of patients with CGL. The

diagnosis is usually made by finding increasingly

immature cells in the blood and bone marrow

along with additional features as outlined in

Table 3. The bone marrow histology is often

indistinguishable from that of acute leukemia

with solid growth of blastic cells. It is now known

that these immature cells may not only be myelo-

blasts, but may show the same spectrum of cell

types observed in acute leukemia, including pro-

monocytes, proerythroblasts, or immature mega-

karyocytes, These findings imply that the defec-

tive cell is probably a pluripotential myeloid

stem cell with the ability to give rise to many

cell types.

TABLE 3*

FEATURES OF BLASTIC TRANSFORMATION OF CGL

Principal features:

1) Increasing leukocytosis with decrease in mature

granulocytes, decreasing platelet count, anemia

unresponsive to chronic phase therapy.

2) Increasing % of blasts in the marrow (20-30%)

Other:

1) Progressive splenomegaly

2) Extramedullary tumors

3) Bone pain

4) Rising LAP
5) Aneuploidy

6) Chills, fever

*As modified from (11)

Therapy for blastic crisis with agents similar

to those used in acute leukemia is inferior in

inducing remission. However, the recognition of

a type of blastic conversion indistinguishable from

acute lymphoblastic leukemia (ALL), treated

with Vincristine or Prednisone, may give higher

remission rates. The cells in this type of blasic

crisis have been found to have the Ph^ chromo-

some, to contain the enzyme terminal transferase

which is found in most ALL cells, and to be ultra-

structurally identical to those cells in ALL (Fig-

ure 1), These findings not only indicate the

possibility of occasional lymphoblastic conversion

of CGL, but raise the question of a stem cell

pluripotent for lymphoid as well as myeloid cells.

DR. FLEXNER: In addition to blastic transfor-

mation there are several factors influencing the

prognosis of patients with CGL.^'^ These are

annotated in Table 4. Fever, lymphadenopathy,

*Assistant Professor of Pathology

Fig, 1. Electron micrograph of a blast cell from a

patient with blastic crisis, showing characteristics (nu-

clear folding and pocket) indistinguishable from Acute

Lymphoblastic Leukemia cell, x-15,500.

dermatitis, absence of Ph^ chromosome, presence

of muramidase in serum and urine, myelofibrosis,

and basophilia are bad prognostic signs at the

onset of the disease. A rising LAP, multiple Ph^

chromosomes (usually doubling), aneuploidy,

and myelofibrosis are seen later in the course of

the illness.

Therapy

The alkylating agent, Busulfan, is currently

the therapy of choice for CGL. Splenic irradia-

tion remained the treatment of choice until the

development of Busulfan in the 1950’s. Busulfan

can be given orally with few initial side effects.

In a controlled study, Witt^^ demonstrated that

TABLE 4*

POOR PROGNOSTIC FACTORS IN CGL

Marked lymphadenopathy

Fever

Skin involvement

Fibrosis in bone marrow
Absence of Ph^ chromosome
Muramidasuria

Rising LAP score

Increasing Basophilia

Multiple Ph^ chromosomes
Aneuploidy or other chromosomal abnormalities

Development of myelofibrosis
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indeed Busulfan may well be superior to splenic

irradiation alone in CGL. In addition there is

suggestive evidence that radiotherapy may even

hasten blastic transformation.^® Busulfan also

appears to be superior to the other oral alkylat-

ing agents. There is a controversy regarding the

time at which therapy should be discontinued or

attenuated. There is no clinical evidence to sup-

port that a patient is better at a 10,000 than a

50,000 white count. Most patients will remain

asymptomatic once the count is lowered below

the 100-150,000 level. The advantages of keep-

ing the counts suppressed is to avoid leukostasis

(leukocyte thrombi) and hepatosplenomegaly. In

addition, anemia and thrombocytopenia, which

may be present at the onset, will usually be cor-

rected by lowering the white count. Decrease in

splenic size may be the most dramatic aspect of

therapy. The usual dose of Busulfan is 4 to 6

mgs a day at the onset of the illness, tapering to

2 mgs a day to every other day as the white

count drops below 20-30,000. Resistance to Bu-

sulfan is quite unusual, but when it occurs other

alkylating agents, antipurine drugs, or hydroxy-

urea may be tried. Splenic irradiation is usually

reserved for patients with massive splenomegaly

or when one wishes to lower the white count

rapidly. The latter is best done by leukophoresis

with a continuous flow centrifuge. The indication

for leukophoresis is leukostasis
—

“white cell

thromboses” and bleeding problems related di-

rectly to the mass of white cells.

The treatment of blastic crises has met with

little success. Canellos and the Group at the

National Cancer Institute treated patients with

Vincristine and Prednisone and found those who
were hypodiploid seem to respond more favor-

ably.^^ The Group at the M.D. Anderson Hos-

pital tried a variety of combination chemothera-

peutic regimens and achieved an overall remis-

sion rate of 28 percent.^^ This was in agreement

with Canellos’ series where he was able to achieve

approximately a 30 percent remission rate. Spiers

and his co-workers at the Hammersmith Hospi-

tal treated nine patients with a very aggressive

protocol entailing some seven to eight chemo-

therapeutic agents.^® Four of these patients dem-

onstrated a favorable response with survival up
to 14 months in one of the cases. The authors

state that even with such aggressive therapy

“toxicity was not extreme.” The consensus of

most centers dealing with blastic crises is that

intensive therapy thus far has done little to alter
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this phase of the illness. Most physicians dealing

with the blastic crises try merely to suppress the

white blood count with standard agents such as

combinations of Cytosine Arabinoside and Thio-

guanine or 6-mercaptopurine. The usage of

Vincristine and Prednisone, a heretofore rather

“benign” combination for treating blastic crises,

has been found by Stein and Roth in their small

series to produce severe myelotoxicity and fatal

granulocytopenia in two out of eight patients

treated.^®

There is recent evidence to suggest that blastic

transformation may arise in extramedullary sites,

especially the spleen,^®'^^ in some patients. It is

of interest that in these patients the marrow
karyotype remains that of chronic leukemia, i.e.

46 Ph^ positive, while the spleen reveals aneu-

ploidy with an extra Ph^ chromosome. These

authors feel splenectomy has a role in these par-

ticular patients, and there is one patient reported^^

suggesting this possibility. However, it has never

been shown that routine splenectomy delays the

onset of the blastic phase of CGL.

Summary
Chronic granulocytic leukemia is one of the

myeloproliferative disorders characterized by

leukocytosis, thrombocytosis, mild anemia, and a

bone marrow which is hypercellular due to an in-

crease in granulocytic elements. Patients usually

have vague symptoms referable to an enlarged

spleen. The leukocyte alkaline phosphatase con-

tent of mature granulocytic elements is low.

There is a marker chromosome of the G group,

number 22 with transposition of portions of the

long arms to chromosomes in group number 9.

Median survival is approximately three years in

spite of newer chemotherapeutic agents. Therapy

does not prolong survival nor prevent blastic

transformation. However, Busulfan can control

the white count, make the patient more com-

fortable by reducing spleen size, and prevent

leukostasis. Busulfan seems preferable to the

many other therapeutic modalities, including

radiotherapy. Blastic transformation is the usual

terminal event, with infection and hemorrhage.

Modern day therapy has added little to the

treatment of this transitional form of CGL.
Occasionally patients have a lymphoblastic trans-

formation, a state more responsive to therapy.

Blastic transformation rarely may arise in extra-

medullary sites, such as the spleen, yet splenecto-

my has not been of proven value in prolonging
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the chronic phase of the disease except in selected

cases.

Editor’s note: This conference is the first of a regular

series to be published in the Journal of the Tennessee

Medical Association.

F. Anthony Greco, M.D., Editor
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Doctor Fee Increases

Several times recently I have seen the statement, “Doctors’ fees have increased twice as

fast as the cost of living.” Adam Smith of New York magazine, no less, says just that in

the Jannuary 17 issue.

To get the statistical record straight, here is the Consumer Price Index:

All Items All Services MD Fees

Total Medical

Care

1967 100.0 100.0 100.0 100.0

1970 116.3 121.6 121.4 120.6

1976

(Sept.)

172.6 183.2 192.2 187.9

(Source: Social Security Bulletin)

In the same period, incidentally, the maximum social security tax went from $290.40

per year to (1976) $895.05, and to $965.25 in 1977.

Frank D. Campion
AMA Director of Public Relations
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The patient for presentation is a 78-year-old

white woman with decreased vision and proptosis

in the right eye.

Please examine figures 1 and 2 and choose the

most accurate diagnosis,

1. Temporal lobe glioma

2. Optic glioma

3. Carcinoma of the orbit

4. Retrobulbar inflammation

Fig. 1

Discussion

A soft tissue mass can be seen adjacent to

the medial wall of the right orbit. Note that

the medial wall of the orbit (bony) has been

destroyed and that the grayish soft tissue mass

representing the tumor has extended posteriorly

to destroy the wall of the sphenoid sinus, and

laterally and anteriorly to destroy the bony pe-

titions that had formed the ethmoid sinuses.

Biopsy of the mass returned the diagnosis of

undifferentiated carcinoma.

The diagnosis of optic glioma may be ex-

From the Baptist Memorial Hospital, Memphis, Term.

38146.
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eluded because the optic nerve is visible on

both cuts and is not greatly enlarged or irregular;

one would not expect either an optic or temporal

lobe glioma or retrobulbar inflammation to de-

stroy bone such as is the case here.

The exact origin of this undifferentiated carci-

noma was never established. Possibilities include

metastatic tumor, and primary tumor of the para-

nasal sinuses invading the orbit.

Primary tumors involving the orbit include

lymphoma, plasmacytoma, lyphangioma, hem-

angioma and rhabdomyosarcoma. Secondary

tumors include metastatic carcinoma and, in

children, metastatic neuroblastoma.

Fig. 2

As a primary diagnostic modality, CAT
scanning offers an excellent means for evaluating

orbital tumors. As was the case with the patient

presented here, the extent of spread of these

tumors can be quite accurately assessed. CAT
scans may also serve to follow further invasion

or regression of these tumors following surgery

or radiation therapy.

ANSWER: Carcinoma of the orbit

Stephen L. Gammill, M.D.

Reference

New, PJ, Scott, WR: Computed Tomography of the

Brain and Orbit. Baltimore. Williams and Wilkins, 1975.
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A 76-year-old man with a history of previous myo-

cardial infarction was seen in Saint Thomas Hospital

in January, 1977 for evaluation of syncopal episodes.

During a prior hospitalization elsewhere he was noted

to have third degree heart block.

Physical examination revealed a blood pressure of

138/70. The second heart sound was widely split and

fixed with an increased pulmonic closure component.

An S3 gallop was audible over the apex. No murmurs

were present. The arterial pulses were of normal con-

tour and amplitude except in the feet where they were

not palpable. There were no carotid bruit.

Fig. 1

An echocardiogram was carried out which showed

the left ventricular end diastolic diameter to be 7 cm.

(upper limits of normal 5.6 cm). There was poor

contractility of the heart with very poor motion of the

posterior wall. The right ventricular chamber was di-

lated. Chest film disclosed a diffuse interstitial infiltrate.

Cardiac cateterization carried out on Feb. 2, 1977

showed marked impairment of left ventricular con-

tractility with apical and inferior akinesis. The left

ventricular end diastolic pressures were increased at

40 mm. Hg. Ejection fraction was markedly impaired

at 15%. Mean pulmonary artery pressures were in-

creased at 40 mm. Hg. The cardiac index was 2.2

liter/min/

m

.

2

There was severe stenosis involving the

anterior descending coronary artery, diagonal coronary

artery, circumflex coronary artery and proximal right

coronary artery. The following electrocardiogram was

obtained. (Fig. 1)

From the Department of Cardiology, Saint Thomas

Hospital, Nashville, Tenn. 37205.

The tracing shows normal sinus rhythm with

a rate of 70 per min. The PR interval is at upper

limits of normal at 0.20 sec. There is a small

initial R wave in standard lead 1 followed by a

prominent S wave. A OS wave is present in stan-

dard lead 2 with a OR in 3 and AVF. These

superiorly directed forces (producing the Q waves

in 2, 3, and AVF) are diagnostic of a previous

inferior wall infarction. O waves are also present

in leads V3 through Ve. These Q waves document

infarction also involving the lateral wall of the

heart. The QRS duration is prolonged at 0.12

sec. The late QRS forces are rightward (resulting

in a prominent S wave in standard lead 1). They

are also anterior (resulting in a prominent R
in Vi). The combination of QRS prolongation

with the late QRS forces rightward and anterior

is diagnostic of right bundle branch block. Right

bundle branch block does not affect the initial

0.04-0.05 second QRS forces and infarction

therefore may be reliably read in the presence

of right bundle branch block.

Qose scrutiny of this EKG shows that the

QRS forces rotate rightward very early— (ap-

proximately 30 msec). The initial forces are

also anterior (no notable Q wave in Vi). This

is not usually caused by right bundle branch

block. Posterior hemiblock may cause rightward

rotation of the unblocked QRS forces. This can-

not be read in the presence of inferior infarction

however. Right ventricular enlargement may
cause unblocked forces to be rightward and

anterior and may be the best explanation for

the observation in this patient. A strictly pos-

terior infarction causing the early R waves in

Vi cannot be excluded but is not supported by

the lack of R waves in V2 . This patient had a

permanent sequential atrio-ventricular pacemaker

implanted and has had no subsequent syncopal

episode.

Final Diagnosis: 1. Inferior lateral myocardial

infarction of indeterminate

age.

2. Right bundle branch block.

W. Barton Campbell, M.D.
Co-Director
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MYOCARDIAL INFARCTION

The diagnosis of myocardial infarction rests

on the history of chest pain, EKG changes, and

serum enzyme elevation. Because the chest pain

may be atypical or absent and the EKG changes

non-specific, physicians have relied heavily on

the serum enzyme levels. Serum CPK (creatine

phosphokinase), the best enzyme test in routine

use, lacks specificity and consequently false posi-

tive results are seen. The isozyme CPK-MB is

quite specific and sensitive. However, it is an

enzyme test and an electrophretic test and re-

quires two hours to perform. A serum myo-

globin test is now available that purports to be

easier to perform, a little more sensitive, and

rises earlier than the CPK. This deserves further

clinical trials.

Imaging approaches to myocardial infarct

scanning includes the use of Technetium pyro-

phosphate and other technetium phosphate com-

pounds. The principal problem with these agents

is that: (1) Diffuse myocardial uptake has been

reported in almost 20 percent of the patients

who do not have myocardial infarction. (2) Sub-

endocardial and non-transmural infarcts are often

poorly visualized and result in a high false neg-

ative rate. (3) Technetium pyrophosphate up-

take by myocardium may not correlate well with

reduced blood flow.

ammonia and fatty acids may hold

great promise as infarct localizing agents, but

since the half-life of these isotopes is so short,

proximity to a cyclotron is mandatory. Further-

more, position imaging with or without to-

mographic capability involves new expensive

instrumentation which may not be available, leave

alone an economically feasible alternative.

Scanning myocardial infarcts with antimyo-

cardial myosin has recently been reported. The

combination of nuclear imaging and sophisticated

immunology using Fab 2 fractions of antimyo-

cardial myosin seems most imaginative. The

difficulties that I see with this approach is that:

(1) It is not available for clinical testing at the

present time. (2) It has not yet been tried in

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, Tenn. 37203.
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humans, and (3), the best images are seen at

72 hours post injection. This delay between

the time of injection and the time of ideal

imaging could ultimately preclude antimyocardial

myosin as an agent that is useful for heart

scanning.

Recent publications by Leonard Holman and

others involving mercury labelled polycyclic

aromatic hydrocarbons (mercury hydroxy fluo-

rescin) suggests that infarct avidity for these

agents exceeds that of other known compounds.

Clinical trials utilizing this agent and other

similar agents (Sulfanothaleins and Phenol-

phthaleins) that have been tried in laboratory

animals by Holman and his associates are eagerly

awaited.

Finally, ThaUium-*^^, an agent that is extracted

by heart muscle in a fashion that is roughly anal-

ogous to potassium is currently enjoying popular-

ity. Its principal advantage is the fact that is-

chemic but viable myocardium may be appreci-

ated by showing normal uptake in the ischemic

area while at rest, but diminished uptake in the

same area after exercise. This should be most

valuable in patients with angina, but without

infarction. The principal limitations to Thallium

scanning are: (1) It is very expensive (approxi-

mately one hundred dollars for the isotope for a

single study); (2) The low energy limits resolu-

tion in a clinical setting so that subendothelial

infarcts or small areas of infarction may be

missed; (3) The long half-life of this isotope in

myocardium makes repeated images over short

periods of time very difficult.

The use of isotopes for testing various con-

stituents in the serum that may be of help in

the diagnosis of myocardial disease as well as

the use of isotopes for imaging myocardial ab-

normalities is currently in a great state of fer-

ment. Although it is difficult for most physicians

in Nuclear Medicine to arrive at a rational ap-

proach to analysis of myocardial disease at the

present time, the intensive effort by so many out-

standing investigators will certainly result in new
cUnical modalities for diagnosing myocardial

disease.

Robert L. Bell, M.D.

(References furnished on request.)
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CLINICAL USE OF PROLACTIN ASSAYS
Prolactin, a polypeptide with a molecular

weight near 21,000,^ is synthesized in prolactin

cells of the anterior pituitary gland. The dominant

stimulus for release of prolactin requires depres-

sion of hypothalamic prolactin-inhibitor factor

(PIF). Secretion of a hypothalamic prolactin-

releasing factor (PRF) assumes a secondary role

in prolactin release.^'^

Prolactin is vital during pregnancy in prepara-

tion of the mammary gland for lactation and

during lactation for synthesis and secretion of

milk. During pregnancy estrogens and proges-

terone stimulate prolactin synthesis. The func-

tion of prolactin in males is less well defined,

but together with testosterone may stimulate

growth and function of the prostate.

Elevations in prolactin secretion are normal

during pregnancy, lactation, breast stimulation,

coitus, mental or physical stress, and in the

newborn. Prolactin levels show a diurnal pattern,

with a nocturnal rise.^ Hypersecretion of pro-

lactin occurs with administration of various drugs,

for example, certain tranquilizers (chlorproma-

zine, reserpine, meprobamate), amphetamines,

alpha-methyldopa, theophylline, and thyrotropin-

releasing hormone. Hyposecretion occurs with L-

dopa and ergot drugs. Thus, in the management

of patients with galactorrhea both L-dopa and

bromergocryptine are used.

Hyperprolactinemia occurs in primary or sec-

ondary disorders involving the pituitary gland or

the hypothalamus. About 50 percent of pituitary

chromophobe adenomas including microadenomas

secrete prolactin. Thus, hyperprolactinemia can

provide a clue to the presence of this lesion long

before the architecture of the sella turcica is

altered. Additionally, Jacobs and Daughaday,^

have demonstrated elevated prolactin levels in

about half their cases of hypopituitarism, hypo-

thalamic disease, and acromegaly. Prolactin was

also increased in all three cases of multiple

endocrine adenomatosis.

Prolactin determinations are diagnostic ad-

juncts for various galactorrhea syndromes, eg.,

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, Tenn. 37203.

Forbes-Albright syndrome, Sheehan’s disease and

Chiari-Frommel syndrome. Galactorrhea patients

without pituitary tumor have serum prolactin

levels on the order of 20 times normal.^ With a

pituitary adenoma serum prolactin may reach

150 times normal.

Interruption of the hypothalamic-pituitary axis

is clinically validated by elevated serum prolactin.

The lesion makes it impossible for prolactin-

inhibitor factor to reach the pituitary and sup-

press prolactin production.

Completeness of a hypophysectomy can be

diagnosed by administration of thyrotropin-releas-

ing hormone to stimulate release of prolactin.®

The prolactin-secreting mechanism is extremely

resistant to ablation, thus a positive prolactin re-

sponse indicates incomplete hypophysectomy.

Successful removal of prolactin-secreting tumors

can be evaluated by serum prolactin assay.

Prolactin is determined in serum or plasma

with a high degree of sensitivity, specificity,

accuracy and reproducibility, made possible by

using a radioimmunoassay system with selected

characteristics for optimum performance. No
specific preparation of the patient is required;

however, the administration of isotopes will inter-

fere with the assay. Administration of certain

drugs, already listed, will metabolically alter

prolactin levels. Since the secretion rate of

prolactin varies, especially in patients with pitu-

itary tumor, multiple specimens should be con-

sidered, either three or four from the same day

or three or four at the same time each day,

preferably not before 9 a.m.

E. George Linke, Ph.D.
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Swine Flu Update

On December 16, 1976, the Advisory Com-
mittee on Immunization Practices and the Center

for Disease Control called for a temporary halt

to the National Influenza Immunization Program

due to an apparent association between influenza

vaccinations and Guillain-Barre Syndrome

(GBS). This decision was brought about after

evaluation of data obtained from a four state

survey of neurologists and data obtained on each

case of GBS they had diagnosed between Sep-

tember 1, 1976 and December 16, 1976.

In January of 1977, comprehensive investi-

gation was done at the request of the Center for

Disease Control in all states on each of the

reported cases of GBS. As of this writing 49

states had reported 576 cases of GBS between

October 1, 1976, (the beginning day of the

Swine Flu Program) and January 10, 1977.

There were 293 cases in influenza vaccine re-

cipients, seven of whom received other influenza

vaccines only and not the swine flu component.

There were 264 cases in non-vaccinated individ-

uals. The vaccine status of 13 cases is unknown
and six additional cases received vaccine after

the onset of GBS symptoms. Twenty deaths were

reported, ten among vaccinees and ten among
the non-vaccinated. This gave an overall case

fatality ratio of 3.4 percent.* From the initial

study of the data there seemingly are no sexual

differences. In the age group 20 to 50 vaccine

recipients had a risk of developing GBS nine

fold greater than unvaccinated persons.

In Tennessee thirty-six cases of GBS were

reported for the entire survey period September

1, 1976, through February 1, 1977. Eleven indi-

viduals out of the thirty-six had been vaccinated

with influenza vaccine prior to onset of symptoms.

The eleven vaccinated all had received vaccine

with the swine flu component; one had in addition

received B/Hong Kong vaccine. Six of the cases

were out-of-state residents diagnosed and re-

ported by Tennessee physicians. To date there

are no reported deaths among the thirty-six cases.

RESULTS OF TENNESSEE’S SWINE INFLUENZA VACCINATION
PROGRAM AS OF DECEMBER 17, 1976

U)

<u «
M IS< c

CO CO

>
o a.

REGION
** o

REGION 1—FIRST 34%
(8 Counties)

REGION 2—EAST 38%
(16 Counties)

REGION 3—SOUTHEAST 27%
(10 Counties)

REGION 4—UPPER CUMBERLAND 25%
(14 Counties)

REGION 5—MID-CUMBERLAND 27%
(13 Counties)

REGION 6—SOUTH CENTRAL 24%
(13 Counties)

REGION 7—NORTHWEST 27%
(9 Counties)

REGION 8—SOUTHWEST 34%
(8 Counties)

REGION 9—MEMPHIS-DELTA 28%
(4 Counties)

STATE PERCENTAGES 32%

%
of

65+

Age

Group

Vaccinated

%
of

Total

Doses

Given

in

Health

Department

Clinic

%
of

Total

Doses

Given

in

Special

Mass

Clinics

%
of

Total

Dose

Given

by

Privat(

Physicians

45% 30% 46% 24%

40% 41% 50% 9%

36% 59% 34% 7%

34% 26% 44% 30%

43% 51% 39% 10%

32% 53% 40% 7%

37% 49% 38% 13%

45% 59% 31% 10%

44% 42% 44% 14%

40% 45% 42% 13%
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As of December 16, 1976, when the immuni-

zation moratorium began, Tennessee had given

approximately 850,000 doses of Swine Influenza

vaccine. Tennessee’s delivery system vaccinated

40 percent of the state’s population 65 -f years

of age and 32 percent of the state’s 18+ popu-

lation, The highest coverage in the state was in

Anderson County which at the beginning of the

moratorium had vaccinated 62 percent of its

18+ age group. (See attached chart for figures

of the state’s nine health regions). Of the

850,000 doses of Swine Flu vaccine given in

Tennessee approximately 63 percent was mono-

valent (A/Swine) and 37 percent was bivalent

(A/Swine and A/Victoria). Routine and special

mass clinic programs carried on by the county

health departments were responsible for 87 per-

cent of the total swine vaccine doses adminis-

tered (93 percent of the monovalent, and 79

percent of the bivalent). Private physicians ac-

counted for 13 percent of the state’s total doses

(21 percent of the bivalent and 7 percent of the

monovalent).

As you have no doubt heard by now, on

Tuesday, February 8, the Secretary of Health,

Education and Welfare announced that there

would be a partial resumption of the National

Influenza Immunization Program. There were

three major elements to his announcement. First,

that we should resume immunizing the high risk

population (and at your discretion, others who
request it) with Bivalent (A/Victoria and A/
New Jersey) vaccine. Second, that immunizing

the population with Monovalent B/Hong Kong
influenza vaccine should be resumed. This, of

course, is important to you since private phy-

sicians have been the only providers of this vac-

cine. Third, that we should continue the mora-

torium on the use of the Monovalent Swine

(A/New Jersey/76) vaccine. In Tennessee we
are following these recommendations in their

entirety.

Another feature of his announcement was that

a new consent form has been developed for use

when providing the vaccine. That form includes

information on the possible association of in-

fluenza vaccine and the development of Guillain-

Barre Syndrome. If you are using the consent

form in your practice, this new form is the only

one that should be used. All of the old forms

should be destroyed. The new forms are avail-

able in small quantities from your local health

department.

The coverage provided under the liability law

passed by Congress is in effect for program par-

ticipants who use the new consent form and

make no charge for the vaccine or its adminis-

tration. All other aspects of the program re-

main as they were.

^Center for Disease Control Morbidity and Mortality

Report dated January 14, 1977/Vol. 26/No, 1.

^
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White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701
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The Birth Defects Evaluation Center*

The Birth Defects Evaluation Center (BDEC)
is a specialized clinic that provides diagnostic

evaluation services, genetic counseling, individual

and group counseling and Child Health and De-

velopment Services to patients from East Ten-

nessee. The Center’s stalf assesses the patients’

strengths and weaknesses, identifies the extent

and nature of the handicap or developmental

problem, counsels the parents, guardians or close

relatives and makes referrals and recommenda-

tions for training, treatment, and follow-up.

Through the interest and support of East Ten-

nessee’s physicians and the volunteers of the Na-

tional Foundation March of Dimes, the Center

opened in January, 1966. Chromosomal analyses,

medical evaluations and genetic counseling were

the initial services offered. A community staffing

grant awarded by the Tennessee State Depart-

ment of Mental Health and Mental Retardation

in 1970 made possible additional services. A
team approach was initiated in 1972 when fed-

eral funds from Title IVa were obtained through

a contract with the Tennessee Department of

Human Services (formerly DPW). Medical, psy-

chological and speech evaluations, genetic coun-

seling, and part of the social services were con-

tinued with funds from the Tennessee State

Department of Mental Health and Mental Re-

tardation and the National Foundation March of

Dimes. In August, 1974, social services were

expanded for clients eligible for Title IVa and

VI of the Social Security Act and these services

were continued and expanded in October, 1975,

under Title XX.
In November, 1975, a Title XX program for

comprehensive Child Health and Development

Services was begun. The purpose of this program

is to help prevent mental retardation in infants

and children under age seven who are at risk

of becoming mentally retarded as a result of

genetic, social, prenatal, neonatal, or postnatal

factors. It is also aimed at helping mentally or

physically handicapped children reach their

maximum potential. The program includes

*At University of Tennessee Memorial Research Cen-

ter and Hospital, Knoxville Center for the Health

Sciences.
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screening and developmental tests, family coun-

seling, educational activities with the parents to

promote development in their children, psycho-

logical evaluations, medical examinations, and

other diagnostic services.

The Center is currently supported by grants

from the Tennessee State Department of Mental

Health and Mental Retardation, the Tennessee

Department of Human Services, and the National

Foundation March of Dimes. Fees on a sliding

scale are charged to those who can pay. How-
ever, no one is denied services because of in-

ability to pay. The Center serves 34 counties in

East Tennessee. Referrals are received from phy-

sicians, other professionals and agencies.

The Center is located in the Clinical Educa-

tion Building at the University of Tennessee

Center of Health Sciences, Memorial Research

Center and Hospital, 1924 Alcoa Highway,

Knoxville. Carmen B. Lozzio, M.D., a research

professor, geneticist and associate professor of

pediatrics, has been the Director since 1966.

Other staff members include one pediatrician

(M.D.), one genetic associate (M.D.), one psy-

chologist (Ed.D.), one psychological examiner

(M.S.), one speech pathologist (M.A.), seven

social workers (M.S.), one nutritionist (Ph.D.),

one health educator (R.N.), one nurse (R.N.),

one c3ffogeneticist (M.S.), two cytotechnologists

(M.S.), one cytotechnologist (B.S.), one cyto-

genetic fellow (Ph.D.), one laboratory tech-

nician and four secretaries.

BDEC is the only genetic counseling unit in

East Tennessee and is one of a limited number

of comprehensive medical genetic services in the

USA. In addition to clinical genetics, cytogenetics,

metabolic studies, and prenatal diagnosis for

chromosomal, metabolic and neurotubal dis-

orders, the program includes psychological and

social services aimed at helping families deal

with the emotional and social stresses that often

occur when individuals are informed of a sig-

nificantly increased genetic risk. Chromosomal

analyses using the new Giemsa banding tech-

niques and fluorescent Q bands are performed

on patients with mental retardation and multiple

congenital anomalies, clinical syndromes associ-

ated with chromosomal aberrations, parents who
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have lost children with multiple congenital de-

fects or who have had multiple miscarriages and

individuals exposed to agents which increase

chromosome breakage. Prenatal diagnosis is

offered to women 40 years old or older, to

mothers of a child with a chromosomal disorder

such as Down’s Syndrome or with neural tube

malformations (open spine, meningomyelocele

or anencephaly) and to mothers of children with

specific types of metabolic disorders. The pro-

cedure is also available to women 35-40 years

of age and to women who are carriers of X-

linked disorders. The amniocentesis is sched-

uled at 16 gestational weeks. Following an ultra-

sound study, the amniotic fluid is obtained by

an obstetrician on an outpatient basis. The

amniotic cells are cultured at the BDEC labora-

tories and fluid is sent to another laboratory for

alpha-fetoprotein studies.

Diagnostic and counseling services are pro-

vided at the Center in Knoxville and at several

outreach clinics recently organized to better serve

patients living outside the metropolitan area.

These clinics are held twice a month at local

public health departments or community build-

ings in Blount, Campbell, Cocke, Hamblen, Lou-

don, McMinn, Roane, and Sevier Counties. Psy-

chological, speech, nutritional, educational and

social services are provided at these outreach

clinics. Medical evaluations, specialized labora-

tory tests and genetic counseling are scheduled

at the Center in Knoxville. Social services, nu-

tritional counseling, health education and parent

training services are provided in the patients’

homes. All appointments are arranged through

the main office.

Our BDEC program has grown significantly

during the past seven years. Plans for future

expansion will be based on the needs of the

community and the support of the program by

physicians and other professionals and agencies

in East Tennessee.

Valley Psychiatric Hospital
P. O. Box 21373 Shallowford Road

Chattanooga, Tennessee 37421
Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psy-

chological, alcoholic, and drug abuse problems.

A full range of treatment modalities are utilized including individual and group psycho-

therapy, chemotherapy, electro-convulsive therapy, and adjunctive and family therapies. Ad-
junctive Therapy includes continuing education through home-bound teaching for school-aged

adolescents, recreational, occupational, and other supportive therapies. Group therapy is five

days each week with individual therapy at least two days a week. Patients have six hoiu*s

a day in scheduled therapeutic activities. Comprehensive outpatient services are available

with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the

American Hospital Association, and the National Association of Private Psychiatric Hospitals.

Accredited by the Joint Commission on Accreditation of Hospitals.

STAFF:

Psychiatry

Davis G. Garrett, M.D.
Henry Evans, M.D.

Internal Medicine Consultant

Charles D. Kennedy, M.D.

Clinical Psychology

Thomas L. Cory, Ph.D.

Adjunctive Therapy

Dan B. Page, M.Ed.

R. Lindsay Shuff, M.H.A.
Administrator
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Around The World

AdvenLure
The Ultimate Travel Experience. A 34 day trip to;

Tokyo, Hong Kong, New Delhi, Agra, Kabul, Cairo, Istanbul, Jerusalem, Tel Aviv,

and London

Departing Nashville - September 9, 1977, returning October 12, 1977

Here is a deluxe non-regimented trip that takes you to the exotic lands of the world. You'll circle the globe

following the sun with almost all daylight flights. You’ll visit eight fascinating countries with time to unpack and relax.

Around The World Adventure . . . the most exciting and personally enriching travel experience of your

lifetime ... an outstanding quality trip for $4995. Don’t miss it.

Send to: Tennessee Medical Association Enclosed is my check for $ _
1 12 Louise Avenue ($200 per person) as deposit.

Nashville, Tennessee 37203

Name(s)

Home Address
(LAST) (FIRST) (SPOUSE)

City State Zip

A Non-Regimented INTR Deluxe Adventure



C. Gordon Peerman, Jr.

Me/idcAlV
pQ^

A Message From the British

During the fifth AMA National Leadership Conference the last of January

in Chicago, three Englishmen from High Wycomb in Buckinghamshire,

discussed the National Health Service in Britain. Each had a special message

which may be interesting to you.

The district administrator, Mr. Robin Anson-Owen, a layman, observed

that, “Your new administration can surely see that the greater good, both

for the patient, the profession and the government itself will come from

leaving the profession free from restraint, that the future lies in the

encouragement of the American tradition of free enterprise, self-reliance

and self-responsibility.” He advised opposition to the ehmination of the

insurance mechanism, the contracting of physicians to government, and

especially having our physicians in the employ of government.

A general practitioner, J. McLuskie, M.D., who is a member of a district

management team which provides primary care, expressed strong feelings

about the oppressive and inefficient bureaucracy of the National Health

Service. His opinion was, “Keep it out of large bureaucratic departments.

Keep your independent status, and make the patient make some contribution

at the time of demand.”

The third address was by Mr. Peter H. Lord, a consultant surgeon who
is hospital based. He also warned about the dangers of a stagnating

bureaucracy and the pitfalls of a “Master Plan” which may not meet the

local need. He also warns about standardization which can reduce choice and

limit experience. It is his opinion that preventive medicine may be

expensive and still leave sick patients to be treated. Also it is necessary

to preserve the mobility of doctors from one institution to another and the

independence of these institutions.

Mr. Lord advises, “Accept that it is the profession’s responsibility to find

solutions to our problems, otherwise the politicians step in as they have

done in the United Kingdom, and it is quite amazing how little they under-

stand the true nature of the problems we would all like to see solved.”

In listening to the testimony of these men, it is clear that the National

Health Service was started with good intentions. The results certainly have

not met those early expectations that every person, of any description,

obtain the best treatment this country can afford, entirely free at the moment

of demand. The speakers identified certain pitfalls which they have observed

in thirty years of experience with the National Health Service.

A thoughtful evaluation of the National Health Insurance Bill developed

over the years by the AMA reveals a concerted effort to avoid these

objections by the British of their own Health Service. Although some

physicians in the United States still oppose any health legislation, it appears

that the medical profession is trying to meet its public responsibility by

proposing legislation that will be helpful in solving many of our problems.

Sincerely,

PRESIDENT
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Roots

Last month I became a member of a very

exclusive group numbering a mere 120 million.

We are those who watched at least a part of

Roots, television’s opus magum to date. The

story of its writing is almost as impressive as

the story of Roots itself. Though after the first

two episodes I saw only scattered fragments,

I got the impression that for the most part tele-

vision came away with a creditable depiction of

one of our nation’s great tragedies and in general

resisted the temptation to make soap opera of

it, though I did note one critic leveled this

charge.

I have a quarrel with the producers about an

194

impression left me by the first episode. It is in

itself so inconsequential for the purposes of the

film, even allowing it is not true to the book,

I would not mention it if the other consequences

were not so important. I do not wish to make a

comparison, for there is nothing to be said in be-

half of slave traders. But the depiction of the black

Africans as uniformly noble simply does not

square with the facts. As a group, nation, or race,

black Africans were—and are—neither more nor

less noble than any other group, nation, or race.

We share a common humanity, and though the

balance may vary, any group, if large enough,

encompasses individuals from the most noble to

the most depraved.

Slavery has been practiced by human beings

since Adam’s fall. Except for a few enlightened

individuals, it has always been assumed as a

matter of course that the weaker would serve

the stronger. The Africans themselves engaged

in slave trade long before the coming of the

white man, European or Moslem. And in case

any of you believe involuntary servitude ended

in 1864 with the signing of the Emancipation

Proclamation, I have news for you. Human
nature being what it is, the stronger will always

exert power over the weaker, and any legislation

strong enough to prevent it will simply make
bureaucracy the slave-driver.

Nor is bondage to other human beings our

only, or even necessarily our worst, form of

slavery. We are slaves to whatever controls us

—

alcohol, drugs, tobacco, lust, self-hate, or spirits,

for example. There are those who are slaves even

to their own conception of freedom—license

—

causing them to violate the rights and property

of others. It was possible by legislation to end

the legal ownership of a black American by a

white American. But if Roots showed nothing

else, it showed the white master as often and

as truly enslaved as his black servant. The an-

swer to slavery is not within man.

Marc Connelley’s classic film The Green

Pastures is the story of the Bible as seen through

the eyes of a black preacher and told to the

children of his flock. It often comes as a shock

to white viewers to see God portrayed as black.

Yet what could be more natural, if we believe

that man was made in the image of God? To be

in the image of God means to be a spiritual

being, able to have fellowship with Him. If any

of us were to anthropomorphize God, in order to
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relate to him in any intimate way he would need

to resemble us.

Yet when God did take on human flesh, He
did it as a poor Jew named Jesus in a Hellenistic

culture under Roman rule which took small ac-

count of the hkes of Jews. It was at least as

improbable a situation as being black in Virginia

in 1870. We have no description of Jesus, either

in Scripture or in the numerous secular accounts

of His activities, though He could not have been

the “pale Galilean” of Constantine, since He
usually slept out of doors and walked the length

of Palestine four times in His three year minis-

try. His one description, supposedly by a Roman
procurator, has been judged to be spurious. God’s

Spirit makes Him real in the heart of the believer.

On “Good Friday” He met His death on a

Roman cross. Those who later “turned the world

upside down” (or rightside up, depending on

your viewpoint) believed that was not the end,

but that on “Easter Sunday” He defeated death

and Hell by rising from the dead and ascending

to the right hand of God the Father, “where

He ever liveth and reigneth and maketh inter-

cession for the saints.” Their roots are in Him.

In ancient times slaves often enjoyed special

privileges, and were sometimes given their free-

dom in return for long and faithful service. Not

infrequently they chose to remain as slaves, and

were then known as “bondslaves” or “bond-

servants,” to indicate their voluntary servitude.

By law the bondservant was bound to his master

for life; he was protected by law and could never

be forced into the service of another. For those

who know Jesus Christ as Lord, who are His

bondslaves. He has abohshed involuntary servi-

tude to all else. In His service there is true

freedom. This alone is the answer to slavery.

“If the Son has made you free, you are free

indeed.”

J.B.T.

induced Abortion

I hate to say it, and I wish it were otherwise,

but as you already know, everything legal is not

necessarily either ethical or moral. Once the Su-

preme Court has spoken on a given question,

problems of legality are no longer in doubt, but

the morality of the law can come in for a lot of

personal and group interpretation. Individuals

and groups have always made decisions on moral

grounds not to obey laws they consider immoral

or unjust, but I have to say that once that de-

cision is acted upon, they should expect to suffer

the consequences without complaint. The fact

that a law is unjust or immoral is beside the

point; we can work to change it, but the law

is the law.

No recent decision has stirred up more con-

troversy than the January, 1973 Supreme Court

ruling invalidating state laws against abortion,

thereby enabling a woman to seek abortion from

a hcensed physician in the first trimester of her

pregnancy, subject only to her own desires. Even

the wishes of the father, legal or otherwise, need

not be considered. It is the law. Wisely, in order

to protect individual freedom of conscience, the

Supreme Court ruled, in response to a number

of lawsuits, that a physician could not be required

to perform abortions.

Individuals and groups have responded to this

legislation in various ways. Only two groups have

found no problem with it, seeing the issue as

either black or white, and both are unbendingly

doctrinaire in their approach. The one group

says that since the fetus is until a certain point

not a person, abortion can be done with im-

punity, insuring only that it be done observing

sound medical principles. The other group ad-

heres to the principle that abortion is the taking

of a life and or moral grounds is never justifiable,

and that it should therefore be illegal as well.

Most of us do not fit handily into either camp,

but have a problem with the whole concept,

leaning, but not entirely sold, one way or the

other.

Either pat answer happens to be an over-

simplification. Lives are ended every day for

one reason or another and always have been,

but modern society is never willing to do it with

impunity. It helps in performing abortion if

you can consider the fetus not “alive” in the

sense of being a living human being. Though

ancient man threw unwanted infants to the croco-

diles, left them on rocks in the sun, or did other

things we consider barbarious, the Hippocratic

Oath contains a vow never to insert anything

into the womb to produce abortion, so that the

injunction against abortion is not something of

recent origin, foisted on to mankind by the

church. There is innate in man the knowledge

that the thing in the mother’s womb is a human
child.

It has taken the brilliance of modem science

and devious theology to tell us that a fetus does

not become a human being until X number of

MARCH, 1977 195



weeks. I put “X” because those doing the de-

ciding have no agreement as to the criteria, and

therefore the time. It seems to me if that time

is not at conception then it must be at birth,

and everyone is pretty much agreed that is too

late. Actually, society is trying desperately to

get off the hook in order to justify what it is

going to do anyhow, just as it makes war, ad-

ministers capital punishment, “pulls the plug,”

and so on. It is a dishonest ploy, and it makes

a mockery of society’s self-righteous stand on

capital punishment, which seems like expiation

for our other sins.

Regardless of how uncomfortable many of us

may be with legalized abortion, few of us who
have seen individuals wrecked physically, men-

tally, and spirtually by illegal abortion can take

a hard line against legal abortion. Making abor-

tion illegal did not prevent abortion. Making

it legal produced, as reported by Dr. Hinman
in this issue, just over 11,000 abortions in

Tennessee in 1975. How many were performed

in, say, 1972, before the Supreme Court ruling,

is anybody’s guess, but any gynecologist can tell

you they were not a few. And many, many of

those were disastrous.

My own quarrel is with abortion on demand,

and it is on both constitutional and spiritual

grounds. I think we have gone overboard to

protect the freedom of the mother at the expense

of her child. (I do consider—I cannot escape

it—that the fetus becomes a human being at

conception, because that is when a life starts.)

Society’s attitude here is in line with its decision

to protect the rights of the criminal without

giving thought to the victim. It is just another

indication of the casual attitude modem society

holds toward its moral decisions and commit-

ments, and probably parallels its attitude toward

marriage and towards sex—hetero and homo—in

general.

We have made abortion too easy. It is possible

for a woman to determine she is harboring an

unwanted guest and expel it all in the same day,

without consideration of alternatives or of se-

quelae, which sometimes are devastating. There

are doubtless compelling reasons why abortion

should be considered, and perhaps performed.

That a woman finds motherhood distasteful or

inconvenient should not be one of them. All

other avenues should be explored and alternative

exhausted. It should be done through family

planning clinics where proper counselling is avail-

196

able, and not in some walk-in abortion mill.

In the long run, the answer to the problem

of unwanted pregnancies is not in doing abortions

but in preventing the need for them. Three-

fourths of the abortions in Dr. Hinman’s report

were performed on unmarried women, and many
of the married women had had previous abor-

tions. The answer in today’s moral climate is

education. This is good preventive medicine.

Fortunately, the last word on abortion has

not been written. Society is struggling with the

problem, as indeed it should. Any action based

on oversimplifications has tragic consequences.

J.B.T.

When the Lights Go. . . .

The unfamiliar gains meaning only as it re-

lates to the familiar, and there are therefore

some things which, no matter how much I hear

about them, are outside my experience and there-

fore meaningless to me. I can’t cope with a bilhon

of anything—dollars, years, or people. I just

know it’s a whole lot. In the same way, some

of the figures I keep hearing over and over again

this winter leave me—you should excuse the

expression—cold. I don’t know how much 150

inches of snow, with 25 foot snowdrifts, is, and

although a friend from Duluth, Minnesota, as-

sures me that people there do quite well for

months on end in temperatures consistently far

below 0° F, I don’t really know how cold

—64° F is, and I’m not keen on finding out.

That’s how cold it was a week or so back in

Chicago, where I was considering the “wind

chill factor,” with the thermometer standing at

—18° F. I was assured it would produce instant

frostbite, and I had no desire to test it. I finally

went out briefly at lunchtime with the ther-

mometer on the corner reading a cool “-}-0°”.

(It felt like “—0°”.)

So much for meaningless information. Every-

one, though, knows we are experiencing a very

bad winter. It’s too cold in the deep South, and

much of the Florida citrus crop is ruined. It is

too warm in the Rockies, and too dry on the West

Coast. All this now has gone east, and from

Ohio to New England the cold and snow have

been dreadful. Buffalo is sending its snow south

in rail cars to melt. It all bodes even worse for

later on, with fires in the West, floods in the

East, and extensive crop damage everywhere.

And then there is the fuel shortage—or is

there? Since there is something un-American
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about a shortage, I hear there really isn’t one

—

that the gas producers are just holding back in

order to drive the prices up. Maybe so. It seems

the hardest thing to come by these days—even

harder than natural gas or warm weather—is the

truth. We depend so much on experience, and

because we’ve been lied to so much, we can’t

recognize the truth when we hear it.

Schools have been closed, industries idled,

and millions of man-hours (another of those

“meaningless” figures) lost from our GNP. In

desperation, we turn to the government and say,

“Do something! Anything!” (right or wrong).

The Congress has given the President power to

regulate and ration fuel, and doubtless our con-

sumption of energy generally will be curtailed.

It is probably necessary, and undoubtedly we
should have done it voluntarily sooner.

There is a peculiar quirk of human nature

which is doubtless a protective mechanism for

our equinimity, but which contains the seed of

our destruction. It is that if something arises with

which we cannot cope, we tend to act as if it

does not exist. That is known as “sweeping it

under the rug.” Shortage or no, an energy crisis

does exist, and it will not be solved by being

ignored. But we need to get at its roots, and not

just cut it off above ground.

In spite of what we would like to believe,

fossil fuels, except for coal, are indeed running

out, at least in this country. There is much
dispute as to alternative sources, including how
to get at the coal. The use of nuclear fuels pre-

sents problems of tremendous magnitude. Re-

search on other alternatives is lagging far behind.

Energy producers are entitled to a fair profit, and

there must be adequate funds for research and

development, which there have not been. On the

other hand, deliberate and fraudulent withhold-

ing of energy sources should, because of its

consequences, be a criminal offense.

It is doubtful that we can ever return to free

and unlimited expenditure of energy, if indeed

we should ever have been there in the first place.

The shortage will affect us all in many ways.

Charges and counter-charges do no one any

good. We need to get at the facts. But since the

Lord’s Prayer, The Sermon on the Mount, The

Ten Commandments, and Lincoln’s Gettysburg

Address combined contain only a few hundred

words, and the Federal directive on support for

the price of cabbage contains 19,000, we may
none of us live that long. J.B.T.

“Oink”

The other day I got a letter which said “Gentle-

person: We are pleased to advise you . .
.” and

went on to talk about preparing physicians for

his/her Board Examination. It was signed by

two people who gave their title as “Co-chair-

person.”

Now I don’t consider myself to be particularly

chauvinistic toward my female colleagues. I have

enjoyed working with them on an equal basis.

I understand about the feelings of persecution

some women have. On the other hand, one of

my female colleagues, who was a liberated

woman long before any of us knew of any such

appelation, was furious when her name turned

up as “Chairperson” of some committee, and

exploded “Hell, I’m not any

—

Chairperson! I’m

the

—

Chairman!’'

All of which is beside the point, in any case.

The word man is, in addition to being the word

for the male of the species, a generic term for

human being, as are all the personal pronouns

applying thereto. I hereby serve notice that since

this Journal is striving to remain literate, and

his/her is not so, the term (or whatever you call

it) will not appear in it except as a horrible

example of illiterate “Newspeak.” I will use the

term “chairperson” under duress. The term

“gentleperson” so used is a new one on me. I

always thought that to be two words describing

people who don’t kick animals and are kind to

old ladies. I guess there isn’t anything particularly

wrong with using the word in this way, as it is no

more nor less hypocritical than calling a person

“Dear” when he {not he/she) isn’t, or address-

ing people a priori as “Ladies and Gentlemen.”

But it did give me a turn.

If this makes me a male chauvinist pig, “Oink!”

J.B.T.

Problems in the ICU
To the Editor:

It was good to read the article by Joseph E. Crupie,

entitled, “Psychiatric Syndromes and Other Problems

in the Critical Care Units.” The importance he places

upon nursing input and patient care situations in NICU
is gratifying. Both physicians and nurses would benefit
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by his insight into the unique contribution that both
disciplines make in patient care.

Rosemary A. Bowman, R.N.

Executive Director

Tennessee Nurses Association

1720 West End Bldg., Suite 400

Nashville, Tenn. 37203

Information Request on Cults

To the Editor:

Eor a statistical research purpose, we are attempting

to accumulate data regarding the number of physicians,

and other professional men in this country, who have
had or still have, members of their families involved

with the so-called religious cults such as:

1) Occult—Witchcraft and Satan Cults (Druids,

etc.)

2) Vedic Hindu such as Hare Krishna, Divine Light

mission, etc.

3) Christian based—Unification Church (“Moons”),
Church of the Bible Understanding (Forever

Family), The Way, etc.

4) Political—The Weathermen, National Social Labor
Coalition, etc.

5) Pseudo Scientific—Scientology, UFO, The Foun-
dation (The Process) etc.

6) Other

Inasmuch as there is a question of hypnosis being

used by the cults, and also some questions regarding

the health and well-being of members involved in

cults, I would appreciate your cooperation in printing

this letter (or a suitable notice or ad).

Interested persons should reply to:

(representing the Individual Freedom Foundation)

John G. McConahy, M.D.
143 Valhalla Drive

New Castle, PA 16105

We would also be interested in hearing from, or

hearing about, any physician who is, or has been, a

member of such a cult.

National Health Insurance

To the Editor:

The January issue of the TMA Journal was very en-

lightening concerning something that has bothered

physicians for many months, that is, just how represen-

tative of its members are the various medical associ-

ations. I am hopeful that the “President’s Page” and
the editorials are not accurate reflections of the pro-

fession’s thoughts regarding national health insurance.

Just how Dr. Peerman hopes to maintain “minimal

federal involvement” in a federally-sponsored bill is

quite beyond me. And why Dr. Thomison is compelled

to classify those opposing such legislation as “obdurate

or thick-headed (or both)” certainly raises a ques-

tion about his responsibility as editor of this journal.

For years, the AMA has been practically a subsidiary

of HEW. Now, it appears that there are members of

the heirarchy of our own Association who wish to

join that group. I, for one, will tender my resignation

from this body before I will be a party to the sur-

render of the principles of private medicine in which

I believe.

The only way to return public trust in the medical

profession (if it is actually missing) is to stand as

men against the tide of governmental control and show

the people about us that we believe in the system that

has brought us the greatest medical care in the entire

world. If this be “an obdurate reactionary stand,” then

let it so be. At least, though, it cannot be construed

as surrender to evil.
Norman R. Saliba, M.D.
575 East Bledsoe Street

Gallatin, Tenn. 37066

BALL, ROBERT P., age 74. Died January 5, 1977.

Graduate of the University of Louisville. Member of

Roane-Anderson County Medical Society.

HAMILTON, J. RALPH, age 81. Died January 24,

1977. Graduate of the University of Tennessee School

of Medicine. Member of Knoxville Academy of Medi-

cine.

PATTON, E. WHITE, JR., age 64. Died January 11,

1977. Graduate of the Vanderbilt University School

of Medicine. Member of Chattanooga-Hamilton County

Medical Society.

WARNER, ROBERT JAY, age 82. Died January 29,

1977. Graduate of the Vanderbilt University School

of Medicine. Member of the Nashville Academy of

Medicine.

ncui meflilicf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association:

BEDFORD COUNTY MEDICAL SOCIETY

Donald D. Barnes, M.D., Shelbyville

KNOXVILLE ACADEMY OF MEDICINE

Henry G. Arnold, Jr., M.D., Knoxville

Philip G. Bickers, M.D., Knoxville

Roland J. Brett, M.D., Knoxville

A. Laird Bryson, M.D., Knoxville

Evelyn E. Dresner, M.D., Knoxville

Jerome F. Eastham, M.D., Knoxville

Southgate W. Green, M.D., Knoxville

Arnold R. Hudson, M.D., Knoxville

Hugh C. Hyatt, M.D., Knoxville

Steven A. Morris, M.D., Knoxville

Robert Neely, M.D., Knoxville

James H. Segars, M.D., Knoxville

William B. Smith, M.D., Knoxville

Marvin H. Spiegel, M.D., Knoxville

Robert E. Ware, M.D., Knoxville
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MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

Thomas W. Monaghan, M.D., Memphis
Russell J. Proctor, M.D., Memphis
John McCullough Wilson, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
James A. Bookman, M.D., Madison

Harold H. DeBlanc, Jr., M.D., Nashville

Ned E. Green, M.D., Nashville

Edward R. Hills, M.D., Nashville

William D. Martin, M.D., Hendersonville

I. C. A. Okpalobi, M.D., Nashville

Frank W. Stevens, Jr., M.D., Nashville

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL SOCIETY

William R. Kincaid, M.D., Johnson City
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Knoxville Academy of Medicine

The Knoxville Academy of Medicine met on
February 8 at KAM Headquarters. Dr. W. Ed-
mund Carver, Pastor of the Second Presbyterian

Church, spoke to the E Qub on “Crime and De-
linquency: Is There Any Way Out?”

The Sixth Annual Larry Southworth Memorial
Lecture was given by Walter M. Kirkendall,

M.D., Department of Medicine, University of

Texas Medical School at Houston who spoke on
“New and Useful Antihypertensive Agents.”

Continuing Medical Education Opportunities

included: Pathology—Area Pathologists met on
February 16th in the UT Pathology Conference

Room to discuss interesting cases.

On February 7th, Dr. Rupert B. Turnbull, Jr.,

Surgeon, Cleveland Clinic, spoke to the Knoxville

Surgical Society on “Pitfalls in Surgery for Sig-

moid Diverticulitis and How to Avoid Them.”

The Academy’s Medicine and Religion Com-
mittee held a Seminar on Medicine and Religion

at the Academy on February 22nd and the topic

of discussion was “Oncology and Problems of the

Terminally 111.” Dr. John Eaddy, Dr. Albert

Ebenezer, Reverend Cameron Murchison and

Reverend Jack Prince all spoke at the meeting

which was open to the medical and ministerial

communities. Following the meeting there were

questions and discussion.

nolioAcil neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

AMA Proposed NHI Bill

Four key lawmakers, representing both politi-

cal parties, have introduced into the new Con-

gress an American Medical Association proposal

for national health insurance.

Association President Richard E. Palmer,

M.D. urged the 95th Congress and the Carter

Administration to consider carefully “this forth-

right approach to national health insurance. This

bill would extend health insurance to every

American at a cost the nation could afford. It

is a viable solution to the problem of providing

quality health and medical care to everyone.”

The Comprehensive Health Care Insurance

Act of 1977 was introduced into the Senate by

Senator Clifford P. Hansen (R-Wyo.) and in

the House by Reps. Tim Lee Carter (R-Ky.),

John M. Murphy (D-N.Y.), and John J. Dun-

can (R-Tenn.).

The medical profession’s NHI plan would build

on the structure of the present system of em-

ployer-employee group health insurance plans,

mandating each employer to provide comprehen-

sive and catastrophic benefit coverage with the

employer picking up at least 65 percent of the

cost. Employees would not be compelled to par-

ticipate.

The self-employed as well as the non-employed

could purchase qualified private health insurance,

through pools if needed, at a cost not more than

125 percent of the cost of group plans. They

would have all or part of the premium paid for

by the federal government depending upon their

income tax liability.

Small businesses that found the mandated plan

an added financial burden would receive federal

assistance.

Medicare beneficiaries could purchase supple-

mental insurance to bring Medicare benefits to

a par with those offered elsewhere, with the

government assisting people with limited re-

sources. Medicaid would, for the most part, be

supplanted under the program.

After a certain level of co-insurance was

reached, depending upon income, insurance

would cover aU remaining expenses as a com-

plete protection against catastrophic costs.
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The co-insurance factor would deprive no

one of needed care, the sponsors said. The abso-

lute maximum that any individual would have to

pay would be $1,500; the absolute maximum for

any family would be $2,000 in any given year.

Senator Hansen, a member of the Senate Fi-

nance Committee, said:

“The bill we are introducing today would

solve the problem of financing for every Ameri-

can. It would guarantee quality medical care to

everybody. It would cover the cost of catastrophic

illness. It would be fully comprehensive in terms

of benefits. It would build on our present system,

rather than dismantling it and replacing it from

scratch with a new one requiring the creation of

a giant bureaucracy. It would allow everyone to

choose his or her own physician, dentist and

health insurance plan. And it would be a plan

we can afford.

“This legislation would cover the poor by pay-

ing all of their insurance premiums,” Hansen
said. “Those better able to afford to pay those

premiums would be assisted in a fashion com-
mensurate to their need by lesser degrees of gov-

ernment help. The affluent would even be en-

couraged to buy health insurance by a tax sub-

sidy of ten percent of the premium cost.

“As the principal (Senate) sponsor, I am con-

fident that this measure can meet our needs at a

cost, in new dollars, that will not be burden-

some,” the Senator from Wyoming said.

Rep. Carter, ranking minority member of the

House Health Subcommittee, said that “—as a

member of the House Subcommittee on Health

and Environment for twelve years, I have de-

voted much of my legislative effort to issues con-

cerning our country’s health care system. And as

a physician, I have made a personal commitment
to do what I can to help improve the health care

of our people.

“As a co-sponsor of the Comprehensive Health

Care Insurance Act of 1977,” Carter continued,

“I believe this measure offers a workable ap-

proach to extending health insurance to every

American. In large measure, this proposal re-

tains the expertise and experience of our existing

private health care sector in both its administra-

tion and financing.

“It is these proven skills and resources of the

private sector which I believe we should build

upon in developing a national health insurance

program, and which should be supplemented only

when necessary by government.
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“This proposal would provide coverage to the

great bulk of the American population through

employer-employee financial arrangements in

which not less than 65 percent of the premium

would be paid by the employer,” Carter said.

“For those who are self-employed or unem-

ployed, health insurance would be provided

through an income-tax credit or federal certifi-

cate of entitlement system. Thus this plan would

correct one of the major weaknesses of our pres-

ent system by removing the financial barriers that

in the past have denied some Americans access

to high quality care.”

Rep. Murphy, with Carter a member of the

House Interstate and Foreign Commerce Com-
mittee, said the proposed legislation would pro-

vide “—more comprehensive benefits than any

other (proposal) previously considered by Con-

gress; and it would deliver quality health care to

everyone—including the poor, and the elderly

—

without bankrupting the nation.

“For those unemployed, or of low or fixed

income, and the elderly, premium costs would be

paid by the government on an equitable sliding

scale,” Mr. Murphy said.

“By building the private sector and helping

those who need help the most, this approach

avoids many of the problems inherent in other

proposals before the Congress.

“Further, it would avoid additional burdens

on an already beleaguered social security system,

the preservation of which must be one of our

highest national priorities,” according to Mr.

Murphy.

Rep. Duncan, a member of the House Ways

and Means Committee, questioning how Con-

gress could write a national health insurance

plan while preserving at the same time the fiscal

integrity of the Treasury, said in prepared re-

marks :

“The Comprehensive Health Care Insurance

Act of 1977 . . . controls costs by limiting fed-

eral help to those in need by determining that

level of need from income tax liability. Addi-

tional cost controls are found in its co-insurance

factor, except for the poor; its provision of pre-

ventive care; and its promotion of competition

among health insurance carriers.”

Carter Administration Health Plans

The Carter Administration has announced

through its new Secretary of Health, Education

and Welfare that a “well-thought through” na-
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tional health insurance proposal cannot be sub-

mitted to the Congress this year.

Joseph Califano, at his first press conference

after confirmation as HEW Secretary, predicted

that the Administration would first concentrate

on health care cost controls and better utifiza-

tion of existing federal programs.

“Quite frankly,” he said, “I’m not sure that

we know enough about the larger problems to

move faster.” In addition, he said, there are other

more pressing problems such as reorganization,

energy, welfare reform and unemployment that

will occupy much of the Administration and

Congress’ time.

“There’s a limit on how much work can be

handled intelligently in the time span,” Califano

said.

The new HEW Secretary also said the crucial

appointment of an Assistant HEW Secretary for

Health probably would not be made for a week
or 10 days. He stressed the importance of such

appointments, saying his choices could be the

most important decisions he makes, since they

will affect the source of HEW operations over

the next four years.

Califano added that most of the policy-making

officials at HEW under the Ford Administration

are being replaced. This is what the American
people expect of a new administration, he added.

Asked about reorganization of the HEW De-
partment and the campaign proposal to make
education a cabinet department, Califano pre-

dicted there would be no major reorganization

proposal for his department that would be ready

for submission to Congress this year.

He said he intends to “end politicization” of

the National Institutes of Health, especially on
the advisory committees, but did not go into any
detail.

The major announcement at the conference

was a comprehensive study of welfare reform

bringing in all areas of government and the pri-

vate sector for consultation. Califano said it is

clear there is national support for an income
security system, but that the public also is “im-

patient with the inability of our government to

remove from the welfare rolls those persons im-

properly on them.” He foresaw a “great national

debate” on the issue.

Asked whether groups such as the American
Medical Association and the Pharmaceutical

Manufacturers Association groups with interest

in the Medicaid side of welfare would be con-

sulted, Calfano said they will be consulted as

well as all other groups involved in welfare pro-

grams.

Califano took a couple of swipes at the former

HEW Administration, saying he found a “sub-

stantial entourage” of 143 officials at the level

of the Secretary’s Office. He said he plans to cut

this substantially and transfer these functions to

the responsible agencies, at a savings of more

than $500,000.

Medicare-Medicaid Costs

Medicare and Medicaid spending next fiscal

year is predicted to top $35 billion, up more

than $5 billion for the estimate of the current

fiscal year. The Ford Administration’s final, and

somewhat academic, budget proposal to Congress

for financing the federal government next fiscal

year set overall health, education and welfare

spending in fiscal 1978 at $159 billion, an in-

crease of $11 billion. More than $100 billion of

this, however, is in Social Security Trust Fund

outlays.

There was little new in the budget plans for

health compared with last year’s budget except

for the steady creep upward (19 percent) of costs

for Medicare and Medicaid. Budget requests for

most HEW health activities were kept to about

this year’s level. The Carter Administration is

slated to submit its own federal spending plans

about mid-February. These are certain to include

hefty proposed boosts in some health areas.

HEW spending on health has jumped from

$9.7 billion in 1968 to a predicted $42.2 billion.

It will rise another $3 billion next year, accord-

ing to budget charts.

Medicare-Medicaid Fraud Legislation

Tightening Medicare-Medicaid fraud provi-

sions is one of the first orders of business before

Congress. Legislation has been introduced in

House and Senate by key health lawmakers who
pledged speedy action.

The bill, sponsored by Sen. Herman Talmadge

(D-Ga.) and Reps. Paul Rogers (D-Fla.) and

Dan Rostenkowski (D-Ill.), makes provider

fraud a felony rather than a misdeameanor, arms

Professional Standards Review Organizations

(PSROs) with power to review “Medicaid Mills,”

require certain financial disclosures by non-physi-

cian providers, and require PSROs to turn over

information to state and federal agencies investi-

MARCH, 1977 201



gating fraud and abuse as well as health planning

agencies.

Rep. Dan Rostenkowski (D-Ill.), Chairman of

the House Ways and Means Subcommittee on

Health, said in a House floor speech that “strong

efforts must now be made both legislatively and

administratively through a renewed commitment

to interdepartmental cooperation to bring a sense

of morality back into our federal health payment

programs.

Rep. Paul Rogers (D-Fla.), Chairman of the

House Commerce Subcommittee on Health, said

the honest, hard-working provider suffers from

instances of fraud and abuse because his repu-

tation is damaged. “We have an obligation to all

concerned to improve the administration and

management of our medical care programs.”

Joint hearings will be held shortly by the two

subcommittees on the legislation.

The measure was considered by Congress dur-

ing the last session but time ran out before

action could be taken.

More sweeping changes in Medicare and Medi-

caid, including changes in reimbursement meth-

ods, are expected to be considered later.

Malpractice Panel Upheld

The Supreme Court has refused to review a

1975 Florida law designed to substitute mediation

for professional liability litigation. Left standing

was a decision last May by the Florida Supreme

Court, which upheld the state’s Medical Mal-

practice Reform Act. The law makes it manda-

tory for a complainant to submit to mediation

before filing a lawsuit. The three-member media-

tion panel is composed of a circuit judge, who is

the referee, plus a physician and a lawyer, the

panel’s conclusion as to liability may be admitted

as evidence at a later trial.

Catastrophic Coverage

A congressional budget office study declares

financing of catastrophic medical costs “does not

appear to be a serious national problem for the

103 million persons estimated to be covered by

major medical insurance.”

According to the report, “major medical in-

surance has improved so significantly over the

last five years that persons holding such coverage

are adequately protected against high expenses,

especially when such costs are associated with a

hospital stay.”
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The report states that “serious coverage prob-

lems” exist for both routine and catastrophic ex-

penses incurred by low-income families. An esti-

mated 40 million persons with projected incomes

of less than $10,000 are either uninsured and

not eligible for Medicaid or hold individual (non-

group) insurance policies. “Coverage under such

insurance is generally very poor.” And an esti-

mated 5.6 million families with projected 1978

incomes of less than $10,000 will have out-of-

pocket expenses for medical care which exceed

15 percent of their income, the report said.

In addition, a major coverage problem con-

tinues in providing protection against the cost of

long-term care. “Neither public insurance pro-

grams, such as Medicare, nor private insurance

plans provide meaningful protection against the

cost of long-term care,” the report noted. “Men-

tal health services are also frequently excluded

from coverage.” The study said even people with

otherwise good insurance can experience cata-

strophically high expenses for these services.

pcf/ofMil wtmt

DR. JESSE E. ADAMS of Chattanooga has been

installed as President of the Chattanooga-Hamilton

County Medical Society. Other officers elected include:

DR. ROBERT CLARK, President-Elect and DR. JOHN
F. BOXELL, Secretary-Treasurer; both of Chattanooga.

DR. MARVIN A. BLANTON, III of Union City; DR.

DAVID W. GAW of Nashville; and DR. BARRETT
F. ROSEN also of Nashville have all been inducted

as a Fellow of the American Academy of Orthopaedic

Surgeons at the group’s 44th Annual Meeting in Las

Vegas.

DR. JERRY DEATON of Memphis has been installed

as President of the medical staff at Methodist Hospital.

DR. THOMAS G. DORRITY of Memphis has been

awarded the Dr. James W. Bodley Award for American

Legion Post No. 1.

DR. POPE HOLLIDAY of Chattanooga has been

named Chief of Staff for Erlanger and Children’s

Hospitals.

DR. ICENNETH C. LYNCH of Kingsport has been

elected Chairman of the Indian Path Hospital’s Board

of Trustees.

DR. DONALD C. THOMPSON of Morristown has

been elected to the Fellowship in the International

College of Applied Nutrition.
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Mar. 24-27

Mar. 25-27

Mar. 26-31

Mar. 28-31

Apr. 3-7

Apr. 13-14

Apr. 17-21

Apr. 17-22

Apr. 17-24

Apr. 18-21

Apr. 19-23

Apr. 23-28

NATIONAL
1977

American Society of Internal Medicine,

Alameda Plaza, Kansas City, Missouri

American Psychosomatic Society, Fair-

mont Colony Square, Atlanta

American Academy of Allergy, Ameri-

cana Hotel, New York

American College of Surgeons, Los An-
geles Hilton, Los Angeles

Southeastern Surgical Congress, Ameri-

cana, Bal Harbour, Florida

American Geriatrics Society, San Francis-

co

American Academy of Pediatrics, New
Orleans Marriott, New Orleans

American College of Radiology, Sham-
rock Hilton, Houston

North American Clinical Dermatologic

Society, Hyatt House, Monterey, Cali-

fornia

American College of Physicians, Dallas

Christian Medical Society, Wichita Hilton

Inn, Wichita

American Pediatric Society, Chalfonte-

Haddon, Atlanta

Apr. 25-30

Apr. 29-

May 1

May 8-11

May 9-12

May 10-12

May 15-18

May 16-17

May 18-21

May 25-28

May 29-

June 3

May 30-

June 1

May 31-

June 2

American Academy of Neurology, Atlanta

Hilton, Atlanta

American Trauma Society

American Association of Plastic Surgeons,

Drake Hotel, Chicago

American College of Obstetricians and

Gynecologists, Chicago

American Laryngological, Rhinological

and Otological Society; Sheraton Boston,

Boston

American Thoracic Society, Hilton Hotel,

San Francisco

American Society for Clinical Oncology,

Denver Hilton, Denver

American Association for Cancer Re-

search, Denver Hilton, Denver

American College of Sports Medicine,

Marriott, Chicago

American Association on Mental Defi-

ciency, Fairmont, New Orleans

American Ophthalmological Society, The

Homestead, Hot Springs, Virginia

Society of Neurological Surgeons, Roches-

ter, Minnesota

STATE

Apr. 13-16 Tennessee Medical Association, Hyatt-

Regency, Nashville
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The continuing medical education accreditation

program of TMA has full approval by AMA’s
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA’s commit-

tee, you may receive for your attendance at its

functions Category / credit for the AMA Physi-

cian’s Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Associa-

tion, 112 Louise Avenue, Nashville, Tennessee

37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various subspecial-

ties have been developed by the School of Medicine and

the Division of Continuing Education of Vanderbilt

University. The practicing physician, with the guidance

of the participating department chairman can plan an

individualized program of one-to-four weeks to meet

recognized needs and interests. The experience will in-

clude contact with patients, discussion with clinical and

academic faculty, conferences, ward rounds, learning in-

dividual procedures, observing new surgical techniques,

and access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Anesthesiology

Medicine

Allergy & Immunology
Cardiology

Chest Diseases

Dermatology

Endocrinology

Diabetes

Gastroenterology

Hematology

Infectious Diseases

Oncology

Bradley E. Smith, M.D.

Grant W. Liddle, M.D.

Samuel Marney, M.D.

Gottlieb C. Friesinger, III M.D.
James D. Snell, M.D.

Robert N. Buchanan, Jr., M.D.

David Rabin, M.D.;

David N. Orth, M.D.

Oscar B. Crofford, M.D.

Steven Schenker, M.D.
Sanford B. Krantz, M.D.

Zell A. McGee, M.D.

Robert Oldham, M.D.

Renal Diseases H. Earl Ginn, M.D.

Rheumatology John S. Sergent, M.D.

Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel, M.D.

Obstetrics & Gynecology Lonnie S. Burnett, M.D.

Orthopaedics Paul W. Griffin, M.D.

Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.

Psychiatry Marc H. Hollender, M.D.

Radiology A. Evert James, Jr., Sc.M., M.D.

Surgery

General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.

Ophthalmology James H. Elliott, M.D.

Oral H. David Hall, D.M.D.

Pediatric James A. O’Neil, M.D.

Plastic John B. Lynch, M.D.

Thoracic & Cardiac Harvey W. Bender, M.D.

Urology Robert K. Rhamy, M.D.

Cancer Chemotherapy . Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education

305 Medical Arts Building

Nashville, Tenn. 37212 Tel. 615/322-2716

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

Mar. 30-31,

Apr. 1

1977

Hypertension: Update 1977, American

College of Physicians, Grant W. Liddle,

M.D.; Paul E. Slaton, M.D.

April 1

April

Apr. 22-23

Apr. 28

April 29

May 14

May 19-20

Annual Barney Brooks Lecture in Surgery

Professor George Smith

University of Aberdeen, Scotland

Medical Amphitheater (C-2209) 4:00 p.m.

Prostatic Diseases in General Medicine,

Robert Rhamy, M.D.

Gynecologic Oncology and the Eighth

Annual Whitacre Lecture, Conrad Julian,

M.D.

Annual Frank H. Luton Lecture in

Psychiatry, Marc Hollender, M.D.

What’s New in Obstetrics for Nurses?,

Mary Freese, R.N.; Frank Boehm, M.D.

International Medicine, Vanderbilt Uni-

versity Medical Alumni Reunion

Postgraduate Course in Allergy, Vander-
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bill University; University of Tennessee,

Memphis; University of Mississippi,

Philip Lieberman, M.D.; Samuel Marney,

M.D.

May 25-26 Sixteenth Annual Seminar in Psychiatry,

Frank Luton, M.D.

June 20, 21, 22 National Symposium on Impedance

Screening in Children, Bill Wilkerson

Hearing & Speech Center, Fred Bass,

Ph.D.; Charles Bluestone, M.D.; Jerome

Klein, M.D.; Earl Harford, Ph.D.

Aug.-Sept. Internal Medicine Intensive Review (11

sessions), Paul E. Slaton, M.D.

September Pediatric Cardiology: Seventh Annual

Pediatric Symposium, Thomas Graham,

M.D.

September Annual Wm. E. Orr Lectureship in

Psychiatry, Marc Hollender, M.D.

Oct. 17-22 Family Practice Intensive Review 1977,

Vanderbilt University School of Medi-

cine; Tennessee Academy of Family

Physicians, Paul E. Slaton, M.D.

December What’s New in Obstetrics for Physi-

cians?, Frank H. Boehm, M.D.

For information contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

Tel. 615/322-2716

SYMPOSIUM ON
GYNECOLOGIC ONCOLOGY

and the

EIGHTH ANNUAL WHITACRE LECTURE
April 22-23, 1977

Vanderbilt University Campus

Nashville, TN

For information and registration, contact:

Vanderbilt Continuing Education

305 Medical Arts Building

Nashville, Tennessee 37212

615/322-2716

ANNUAL BARNEY BROOKS LECTURE
IN SURGERY

Friday, April 1, 1977, 4:00 p.m.

Vanderbilt University Medical Center

Medical Amphitheater (C-2209)

Professor George Smith, University of Aberdeen,

Scotland.

16th ANNUAL MEDICAL SYMPOSIUM
Medical Staff

Bristol, Tennessee-Virginia

Friday, April 1, 1977

Holiday Inn 1-81

The 16th Annual Medical Symposium will feature

“Electrolytes and Fluids” and is sponsored by the

Medical Staff of Bristol Memorial Hospital with assis-

tance from the East Tennessee State University School

of Medicine. It will be held April 1st at the Holiday

Inn Convention Center in Bristol, Virginia.

Contact: Dr. Fred Vance, Jr., 210 Memorial Drive,

Bristol, Tennessee 37620 for program or reservations.

There is no charge for any of the activities.

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1977

Program Director: Conrad G. Julian, M.D., Professor

of Obstetrics & Gynecology and Director, Gynecologic

Oncology, Vanderbilt University School of Medicine.

This course is geared both to the practicing obste-

trician-gynecologist and the primary care physician. The

scope of the course will not include the entire spectrum

of gynecologic oncology, but will rather emphasize

those areas of gynecologic cancer work where there

have been significant changes in diagnostic and thera-

peutic techniques. The goal of the symposium is that

the presentations, panels and discussions will be most

useful for those physicians actively involved in seeing

the everyday obstetrical and gynecological patients.

The programs will be presented with this end in view.

Visiting Faculty: J. Donald Woodruff, M.D., Pro-

fessor of Obstetrics & Gynecology, Johns Hopkins Uni-

versity; Adolf Staff, M.D., Associate Professor of Ob-

stetrics & Gynecology, Medical College of Wisconsin;

Arthur Herbst, M.D., Professor and Chairman, Depart-

ment of Obstetrics & Gynecology, University Pathology,

and Medical Oncology.

Mar. 21-26 General Review Course for Family Phy-

sicians, Memphis

April 4-6 Colposcopy, Memphis

April 21-22 Controversies in General Surgery, Mem-
phis

April 25 Diagnosis and Management of Common
Skin Diseases

April 28-29 Leigh Buring Conference, Memphis

May 19-20 Allergic Diseases for Generalists

May 23-27 Intensive Review of Anesthesiology,

Memphis

May 25-28 Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

Address all communications to:

Division of Continuing Education and Conferences

UTCHS
800 Madison Avenue

Memphis, TN 38163
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UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

March 30 Urology Circuit Course

Athens, TN
March 31 Urology Circuit Course

Chattanooga, TN
April 1 Urology Circuit Course

Dayton, TN
April 22-23 Pediatric ENT

Chattanooga Choo-Choo

May 16-20 General Radiology

Sahara Hotel

Las Vegas, NV

Medicine Update ’77

Athens, Tenn.

Chattanooga,

12:00 noon to 2:00 p.m.

Tenn. 4:00 to 6:00 p.m.

March 24 Neurology

April 7 Endocrinology

April 28 Oncology

May 12 Infectious Disease

ACP 1977 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three-to-five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

See August 1976 and January 1977 issues

for complete listing.

UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems

One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

practice with patients in the Intensive RBT Treatment

Program.

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that
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is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

WANGENSTEEN SURGICAL SYMPOSIUM
June 9-11, 1977

University of Kentucky Medical Center

Lexington, Kentucky

Registration fee: $200.00

ENDOCRINOLOGY FOR THE
PRACTICING PHYSICIAN

April 15-16, 1977

University of Kentucky Medical Center

Registration Fee: $75.00

THE MENOPAUSAL SYNDROME:
PHYSIOLOGY AND THERAPY

April 21-22, 1977

Hyatt Regency, Lexington

Lexington, Kentucky

Registration Fee: $100.00

SYMPOSIUM ON RADIOLOGY OF THE
NON-TRAUMATIZED EMERGENCY

ROOM PATIENT

May 18-20, 1977

Hyatt Regency, Lexington

Lexington, Kentucky

Registration Fee: $250.00

PEDIATRIC CHEST PROBLEMS
May 26-27, 1977

Hyatt Regency, Lexington

Lexington, Kentucky

Registration Fee: To Be Determined

For further information about the above, contact:

Frank R. Lemon, M.D.
Continuing Education

College of Medicine

University of Kentucky

Lexington, Kentucky 40506

AMERICAN COLLEGE OF
CHEST PHYSICIANS

1977 POSTGRADUATE CALENDAR
Continuing Education Programs

See September, 1976 issue for listing.
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AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

1977 Practice Management and Economic
Seminar Schedule

Apr. 30- Queen Elizabeth II Cruise

May 7

June 18-25 Madrid, Spain

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Florida

INDIANA CHAPTER
American College of Emergency Physicians

Emergency Medicine Seminar

May 11-14, 1977

CME Credits Applied For: 20 Hours

Co-sponsor: Indiana University School of Medicine

Fees: $50.00-$ 100.00

Contact: Davis Gettle, M.D.

10005 Hillsdale

Carmel, Indiana 46032

317/844-7105

45th ANNUAL ASSEMBLY
SOUTHEASTERN SURGICAL CONGRESS

April 3-7, 1977

Americana Hotel, Miami Beach

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

PROGRAM SCHEDULE
Mar. 21- “TERMINAL CANCER: THE HOSPICE

Apr. 3 FORMULA FOR PAIN CONTROL”
and

“TERMINAL CANCER: THE FAM-
ILY’S VIEW,” with Sylvia A. Lack,

M.B., Medical Director of Hospice, New
Haven.

“THE RATIONAL USE OF ANTI-
BIOTICS IN SURGICAL PATIENTS,”
with Richard H. Parker, M.D., Chief,

Section of Infectious Diseases, Veterans

Administration Hospital, Washington, D.C.

Apr. 4-17 “BRONCHIAL ASTHMA: NEW CON-
CEPTS IN MECHANISMS AND MAN-
AGEMENT,” with Jay A. Nadel, M.D.,

physiology and radiology Chief, Chest

Service, Cardiovascular Research Institute,

University of California, San Francisco.

“MEDICO-LEGAL ASPECTS OF CPR,”

with Kevin M. McIntyre, M.D., Roxbury

Veterans Administration Hospital, Boston.

“CONGENITAL HIP DISLOCATION,”

with Robert S. Siffert, M.D., Professor

and Chairman, Department of Ortho-

pedics, Mt. Sinai Hospital, New York
City.

Apr. 18- “THE CYANOTIC INFANT: FINDING
May 1 THE CAUSE,” and

“CYANOTIC HEART DISEASE IN-

FANTS,” with Richard Golinko, Brook-

dale Hospital Medical Center, Brooklyn,

N.Y.

“CORTICOSTEROID IN INFLAMMA-
TORY DISEASE,” with John Carbone,

M.D., Professor of Medicine, University

of California, San Francisco.

BEHAVIOR MODIFICATION WORKSHOPS
Behavior Modification Workshops, presented by Dr.

Luke Watson, Dr. Richard Foxx and Dr. John McKee,
will be held on Saturdays, in April through November,
1977 in the following cities: Washington, D.C., Balti-

more, Atlanta, Los Angeles, St. Louis, Toronto, Minne-

apolis, Bahamas, San Francisco, Seattle, Boston, Phila-

delphia, Fort Lauderdale and Honolulu. Workshop
fees will be $30. For further information, contact:

BMT, Inc., 81 Arcadia Drive, Tuscaloosa, Alabama
35401, phone—(205)-553-2277.

EMERGENCY CARE SYMPOSIUM
The relationship between the clinical and managerial

aspects of emergency care is the theme of the 1977

Winter Symposium sponsored by the American College

of Emergency Physicians (ACEP) to be held March
14-17 in Scottsdale, Arizona.

The four day symposium includes clinical programs

for physicians and managerial programs for emergency
department administrators. Postgraduate courses during

the morning will offer a structured continuing education

experience, while informal sessions each afternoon will

give participants the opportunity to exchange ideas and

information.

Clinical postgraduate courses will deal with such

topics as electrical-cardiotherapy in the emergency
department, sex in the emergency department, aortic

emergencies, genital injuries, penetrating injuries, dam-
aged digits and fingertip injuries, the emergency medi-

cine aspects of suicide, and emergency psychiatric

commitment.

Managerial courses include disaster planning and man-
agement, security in the emergency department, keeping

emergency records, emergency department budgeting

and purchasing, emergency department accounting, pa-

tient transfer, health planning on the national and

local level, and a detailed discussion of the latest

federal legislation and funding.

Further information and a complete program can

be obtained by writing the American College of Emer-
gency Physicians, 3900 Capital City Boulevard, Lans-

ing, Michigan 48906.
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EMERGENCY MEDICINE COURSE
“Treatment of the Seriously Injured or 111 in the

Emergency Department,” a continuing education course

for physicians and residents, will be held May 4-6, 1977,

at the Sheraton Dallas Hotel, Southland Center, Dallas,

Texas.

The course is sponsored by the American College

of Surgeons Committee on Trauma, and co-sponsored

by the Southwestern Medical School, Dallas, and the

ACS Local Committee on Trauma, Dallas.

The course, offering a comprehensive program of

continuing education in the definitive treatment of the

seriously injured, is designed to enhance the knowledge

and skills of physicians who are first confronted with

trauma patients in rural, suburban and urban hospitals.

Course curriculum will include such trauma topics

as: development of an EMS system, monitoring the

severely injured patient, legal aspects of emergency

care, management of the unconscious patient, manage-

ment of psychiatric emergencies, drug abuse, and the

evaluation and management of various emergencies.

The course has a limited registration of 250. For

physicians, advance registration is $185; registration

at the door is $200. The registration fee for residents

is $100. Advance registration forms may be obtained

by writing to Dr. Thai at Department of Surgery, Uni-

versity of Texas Health Science Center, 5323 Harry

Hines, Dallas, Texas 75235, or by writing to the Trau-

ma Division, American College of Surgeons, 55 E.

Erie, Chicago, Illinois 60611.

THE NATIONAL ENDOWMENT FOR THE
HUMANITIES ANNOUNCES HUMANITIES

SEMINARS FOR MEDICAL
PRACTITIONERS

The National Endowment for the Humanities an-

nounces four one-month humanities seminars for

physicians and other members of the health professions

to be held in the summer and fall of 1977. Members
of the medical profession will be brought together with

distinguished humanists from the fields of philosophy

and religion for the month of full-time study which

will be devoted to such issues as ethical conflicts, the

rights of patients and practitioners, and health delivery.

Up to 15 participants will attend each seminar tuition

free and will receive a $1,200 stipend to cover expenses,

plus reimbursement for travel up to a $300 maximum.
Participants may be accompanied by members of their

families, but the stipend will not be increased.

James F. Childress, Professor of Christian Ethics

at the Center for Bioethics, Kennedy Institute, George-

town University, will conduct a seminar at Mt. Vernon
College in Washington, D.C., July 3-29. The seminar

will examine the ethical aspects of care, consent,

paternalism, and the distribution of health care.

H. Tristram Engelhardt, Jr., a philosopher and

physician currently at the Institute for the Medical

Humanities of the University of Texas Medical Branch

at Galveston will direct a seminar in the Washington,

D. C. area September 11-October 6. The seminar will

examine the general issue of patients’ rights and the

particular issue of the right to health care.
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John Lachs, Professor of Philosophy at Vanderbilt

University, will hold a July 11-August 5 seminar at

Vanderbilt on individual rights and the public good in

the treatment of humans. The aim will be to help

health professionals relate some of the pressing con-

cerns of their daily practice to these larger issues.

William F. May, Professor in the Department of

Religious Studies at Indiana University in Blooming-

ton, will direct a seminar on the campus at Williams

College, Williamstown, Massachusetts, June 26-July 22.

Participants will explore ways of interpreting human
nature and obligation as they affect decisions in medical

practice.

Applications are invited from physicians and other

members of the health professions. Selection of par-

ticipants will be made by the seminar directors with

the advice of selection committees. The application

deadline is April 15 with selections to be announced

about April 25, except for Professor Engelhardt’s

seminar, which is May 31; selections will be announced

about June 8.

Further information, including a leaflet describing

the seminars in greater detail and application forms,

may be obtained from:

Professor James F. Childress

Center for Bioethics

Kennedy Institute

Georgetown University

Washington, D.C. 20057

Professor H. Tristram Engelhardt, Jr.

Institute for the Medical Humanities

University of Texas Medical Branch

Galveston, Texas 77550

Professor John Lachs

Box 12, Station B
Vanderbilt University

Nashville, Tennessee 37235

Professor William F. May
c/o Linda Bernstein

The Poynter Center

Indiana University

410 North Park

Bloomington, Indiana 47401

NATIONAL CONFERENCE ON
HIGH BLOOD PRESSURE CONTROL

April 13-15, 1977

Washington Hilton, Washington, D.C.

The registration fee for the conference is $50 if post-

marked before March 25, 1977, and $65 after that

date. This fee includes all conference materials, ad-

mission to conference sessions, the Wednesday night

reception and banquet, and the Thursday luncheon.

For additional information, please contact:

Ms. Wendy Martin

Conference Coordinator

National Conference on High Blood Pressure

Control

1501 Wilson Boulevard, Suite 600

Arlington, Virginia 22209

703/522-5155
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Declaration 76
Westford, Massachusetts was founded in 1729

as a church colony. Town government, including

the churches, centered around a typical, elm-

shaded New England common which also had a

parade of maple trees to train the local militia to

remain in line behind their leader. The population

in 1900 was 3,800; in 1955 it was 6,000; it is

now over 16,000. Events, local and national,

associated with this growth led to the following

declaration presented to citizens assembled on

the village green to celebrate the Bicentennial ’76.

“We, the undersigned, inhabitants of the Town
of Westford, again subscribing to the high prin-

ciples and reasoned phrases of the Declaration

of Independence, now in this bicentennial year,

conceive it our duty and our right to protest the

political evils and usurpations of power which at

all levels of government have threatened and con-

tinue to threaten our lives and liberties and our

pursuit of happiness. Let our protests be submit-

ted to a candid world.

“Those who sit in the seats of authority are too

little aware of a basic principle of the wise men
who founded this republic—that governments

derive their just powers from the consent of the

governed.

“Government by decree, often arbitrary and

capricious, has more and more swollen a system

of bureaucratic dictatorship in violation of the

sound tradition that people should be governed

according to laws enacted by elected representa-

tives answerable solely to the people. And the

people suffer.

“Our representatives in all positions speak

glibly of the will of the people, of unswerving

service to the people, of their undying loyalty to

the people; yet many, too many, deal only in

empty phrases. They refuse their assent to laws

wholesome and necessary for the public good

and neglect to pass laws of immediate and press-

ing importance.

“Too many of our representatives in all posi-

tions wrap about themselves the mantle of purity

and point accusing fingers at others so that the

latter may be found full of guilt and the former

may savor the warmth of hypocritical innocence.

Lust for Power

“They prate constantly of our form of govern-

ment as being one of laws and not of men; yet

in their groups of power they live by their own
laws and make no accounting of conduct or

expenditure except in carefully programmed
statements or hearings where calculated disclo-

sure or subtle withholding takes the place of

evenhanded fairness and moral justice.

“They listen with attentive ear and silenced

tongue to special groups to which the words

“change” and “reform” are sacrosanct in any

context; and so act that minorities, in thought,

belief, strivings, or mere lust for power prevail

over opposed, perhaps disregarded, majorities.

“They have erected a multitude of new offices

and of oppressive taxes, have sent swarms of of-

ficers to harass us and to eat out our substance.

Tax monies have been promised for ofttimes laud-

able purposes, and then denied to us; and none

assumes blame but rather casts blame on anyone

who is deemed vulnerable or is incapable of

answer or denial.

“To whom should we address a petition of re-

dress? To whom should we announce an end to

our patient sufferance? Those who govern will

not answer unless it suits their special conveni-

ences. The journalists and commentators, hiding

behind the shield of the First Amendment, are

rarely able to free themselves from brazen preju-

dice or personal considerations. Let us band

together to protect our freedoms, and, with the

help of Divine Providence, let us mutually pledge

ourselves to a redress of our grievances.

“Done in the Town of Westford, Common-
wealth of Massachusetts, on the Fourth Day of

July, Anno Domini MCMLXXVI and in the

Two Hundredth year of our freedom from ancient

oppressions. Signed by twenty-one residents of

Westford.”

It seems clear that time has done little to

change the problems concerned with freedom.

Democracy has indeed acquired the privileges of

monarchies.

Reprinted from the Massachusetts Physician, Dec.,

1976.
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AMA Sets High Standards

For Future Physicians

The American Medical Association is the vehicle

by which a legacy of professional excellence is handed

on, the AMA’s executive vice president, James H. Sam-

mons, M.D., declared in a year-end AMA report for

1976.

“The standard of medicine the next generation (of

doctors) will practice directly relates to what AMA
members are doing now,” Dr. Sammons tells the AMA
membership of some 200,000 American medical

doctors.

AMA expenditures, $42.9 million, two-thirds of

which come from dues, are reported in six broad

categories: Disseminating scientific information, $16.4

million; Representing the profession, $4.3 million; Serv-

ing the public, $3.4 million; Assisting the physician and

his practice, $7.6 million; Upgrading care through edu-

cational standards, $5.3 million; and. Strengthening

organized medicine, $5.9 million.

“At heart, the AMA is an educational, scientific and

informational organization. It is primarly dedicated to

keeping the standards of American medicine as they

are—highest in the world. Not many years ago Ameri-

can physicians went abroad to seek advanced training.

Today the process is reversed. High standards were

the original purpose of the AMA in 1847. And the

focus of the AMA today is still on high professional

standards,” Dr. Sammons says.

Continuing education for physicians received greater

emphasis in 1976, and the AMA increased its budget

in this area by $500,000. In the past three years there

has been a doubling of the number of top-rated con-

tinuing education courses offered by the AMA. Ten
regional educational meetings were held in 1976 and

15 are planned for next year.

By late 1976, more than 58,000 physicians had been

awarded the AMA’s Physician’s Recognition Award,

certifying their completion of 150 hours of continuing

medical education over the preceding three years.

The AMA in 1976 supported through testimony be-

fore Congress proposals, legislation or programs ad-

dressed to training more physicians and allied health

personnel, financial assistance to medical schools, en-

couraging physicians to locate in underserved areas,

venereal disease research and treatment, immunizations,

including A/New Jersey/76 flu, improved emergency

care for local communities, maternal and child health,

crippled children services, alcoholism, drug abuse and

mental health, Medicaid fraud, review of medical de-

vices by the FDA, lead-based paint poisoning, family

planning, pay incentives for physicians in uniform,

and a bill to improve health care for the American

Indian.

Model AMA legislation regarding the impaired phy-

sician has been helpful in the enactment of new laws

in some 20 states. Two model bills to strengthen state

medical licensing boards have been submitted by the

AMA to state medical societies to assist their efforts

toward better policing of the profession. AMA-drafted
guidelines have assisted states in revisions of the tort

system of malpractice adjudication in 40 states.

Although in the past five years Congress has con-

sidered more health-related bills than in the previous

50, lobbying remained a relatively minor part of AMA’s
overall program. A staff headed by seven AMA lawyers

and five registered lobbyists carried on a legislative

program with an overall budget of $971,000, or 2.3

percent of the AMA total budget. Officers and trustees

of the AMA testified before Congressional health com-

mittees 24 times during the year, and in 72 other cases

written comment was submitted.

In serving the public, the AMA is now what may be

termed a “consumerist” or “environmentalist” organi-

zation, Dr. Sammons declares.

“Long before it was a popular cause, the AMA pio-

neered clear stream laws. The AMA gave strong impetus

to efforts resulting in iodized salt and bread enriched

by vitamins. Pure food and drug laws, public sanitation

measures of many sorts and the exposure of pseudo-

medicine in all forms are long-standing AMA causes.”

In 1976 the public service programs were extended

to include a national drive against violence on tele-

vision and an extensive pilot program for improved

health care in the nation’s jails.

Warning—Ototoxic Drugs

Ototoxic drugs produce irreversible nerve deafness

(often complete) and severe balance problems. While

it is sometimes necessary to use these drugs in a life-

threatening situation, we urge you to refrain from their

use on a prophylactic basis or when some other drug

might be used with equal therapeutic effect.

Neomycin, Kanamycin, Streptomycin, and Gentamy-

cin are some of the more common antibiotics associ-

ated with ototoxicity when administered parenterally.

Generally, adequate renal function reduces the chance

of an ototoxic side effect. Monitoring the B.U.N. and

creatinine gives an indication of glomerular filtration

and, therefore, antibiotic retention. (Serum levels of

the drug give more precise control over possible side

effects.) Ear symptoms and audio-metric testing are

helpful; however, they may be late symptoms of

toxicity and thus should not be used alone.

Ethacrynic acid (Edecrin) and furosemide (Lasix)

are ototoxic drugs in the diuretic group. Generally,

the hearing loss here is transient, unless higher than

normal doses are given in the impaired renal patient.

Salicylate levels of 35 mgm% are associated with

tinnitus and, at times, hearing loss. This is reversible

usually on cessation of the drug. Quinine and

chloroquine are ototoxic and more of historical sig-

nificance. A drug of more recent development having

toxic effects on the ear is nitrogen mustard.

We encourage you to use a non-ototoxic drug when

the choice exists. When an ototoxic drug must be used,

monitoring of toxic effects is extremely important.

Quality of life is markedly reduced by hearing loss

and balance disturbances. A good rule of thumb is:

im
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if the antibiotic must be given parenterally to be

effective, chances are it is ototoxic.

The Otolaryngology Section

The Nashville Academy of Ophthalmology and

Otolaryngology

Noise-Induced Hearing Loss

Six million U.S. workers suffer from noise-induced

hearing losses, says a Stanford Research Institute

(SRI) researcher. Dr. James Young points out that

workers in such noisy environments as printing presses,

foundries and food processing plants risk losing the

ability to discern crucial speech frequencies after 3

to 20 years.

Background noise on the job drowns out their co-

workers’ voices, he says, and even the typical hum
at a bar or cocktail party makes it difficult for

afflicted persons to hear their friends’ conversation.

Many workers with such a hearing loss also suffer

from tinnitus, and many are unable to benefit from

any of the hearing aids available today.

The cost to the worker of such a hearing loss is

incalculable. Young goes on to say. It limits his job

advancement, destroys his self-confidence, and isolates

him from his associates. If he fails to hear a shouted

warning at a crucial moment, it could cost him his life.

The industry-wide maximum noise level set by the

Occupational Safety and Health Administration

(OSHA) is currently 90 decibels for an eight-hour

day—higher for shorter periods of exposure. Ninety

decibels is about as loud as a subway train crashing

through the station. Exposure to this amount of noise

for eight hours a day would cause a definite hearing

loss in a sensitive individual after several years. The
top management of the AFL/CIO and other unions

have called for a 50 percent reduction in this noise

maximum.

OSHA requires that noise be reduced wherever pos-

sible by means of engineering controls—for example,

by redesigning noisy equipment or encasing it in sound-

proofing—rather than by putting hearing protection

devices such as plugs or muffs on the workers. Organ-

ized labor strongly supports this requirement.

According to Young, the main problem with hearing

protection devices is their relative unreliability. Some
are ill fitting or poorly designed, he says, and even

when they fit properly, workers may neglect to wear

the devices or may displace them slightly by chewing

gum or shouting.

The cost of instituting engineering controls to reduce

noise will be enormous. An economic impact analysis

recently released by the Department of Labor estimates

the cost of meeting OSHA’s current 90-decibel standard

throughout U. S. industry at $10 bUlion—far more
than any offsetting reduction in liability costs such as

workmen’s compensation claims, court awards, etc.,

at present levels. Young points out, however, that

liability costs may be expected to rise as workers and
the general public begin to appreciate what noise-

induced hearing loss means to the individual and his

family.
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AMA Enters Litigation on

Professional Advertising

Unrestricted advertising of prices or fees in news-

papers by attorneys or physicians is not in the best

interest of their clients or patients, declares a brief

filed this month with the U. S. Supreme Court by

the American Medical Association.

The AMA brief is filed as a friend of the court in a

case appealed from the Supreme Court of Arizona in

which two attorneys are seeking to overturn the pro-

scription of the Arizona State Supreme Court against

unrestricted advertising of fees by attorneys in the

state.

Advertising in the highly sophisticated field of medi-

cine raises considerations quite different from the ad-

vertising of consumer products and simple services,

the AMA points out.

There is significant potential that some apparently

truthful claims will mislead the ordinary consumer to

his economic and physical detriment. There also is

risk that some non-deceptive statement can cause the

quality of service rendered by physicians to deteri-

orate. For instance, the physician may fail to order

necessary lab tests and X-rays because the cost would

exceed his advertised fee for a given service.

Although the Arizona case involves attorneys, the

same considerations would apply in medicine, the AMA
points out.

The brief points out that the AMA does not pro-

scribe all advertising by physicians. The ban is against

solicitation of patients through use of testimonials,

claims of expected results of treatment, claims that

imply superior skills to other physicians, or claims

that contain incorrect or incomplete facts.

The public is entitled to know the names of phy-

sicians, the location of their offices, their office hours

and other useful information that will enable people

to make a more informed choice of physician. This

may be done through office signs, professional cards,

dignified announcements, telephone directory listings,

and reputable directories of physicians.

Revised Clinical Research

Studies Booklet

The Clinical Center, research hospital of the National

Institutes of Health in Bethesda, Maryland, has issued

a revised edition of its booklet, CURRENT CLIN-

ICAL STUDIES AND PATIENT REFERRAL PRO-
CEDURE.

This publication, designed especially for physicians,

describes the clinical research studies now in progress

and outlines the procedure to be followed by those

physicians wishing to refer patients to the Clinical

Center for study.

Copies of this booklet are available from

Chief, Office of Clinical Reports and Inquiries

The Clinical Center

Building 10, Room lN-242

National Institutes of Health

Bethesda, Maryland 20014
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1976 ASMA—Eaton Medical Art

Album Published

Award-winning entries in the 18th annual American

Student Medical Association (AMSA)—Eaton Labora-

tories medical art award competition appear in the

just-published 1976 AMSA—Eaton Medical Art Album.

Copies of the album have been provided to contest

winners, hospital directors of medical education, medical

school faculty members, medical school libraries and

to all AMSA members. A limited number of albums

are available, on request, from Eaton Laboratories.

While the supply lasts, single copies of the 1976

Album may be obtained, at no charge, from Eaton

Laboratories, Professional Services Dept., Division of

Morton-Norwich Products, Inc., Norwich, New York,

13815.

First Aid for Little People

Do your young patients know what to do in a first

aid emergency? First Aid for Little People, a new
educational kit, can help them. The kit, sponsored

by the Johnson & Johnson Health Care Division, was

designed for young children (ages 6-9) and introduces

them to basic first aid concepts.

The First Aid for Little People booklet, which is

included in the kit, is written in simple language

and illustrated with large clear drawings. Jt defines

first aid, tells how to avoid accidents, and explains how
to get help in an emergency. The booklet also tells

how to deal with various emergencies such as bleeding,

poisoning and nosebleeds.

One examination copy of the First Aid for Little

People booklet is available free. Booklets in lots of

30 may be obtained for $1.50. Complete kits contain-

ing: 1 cartoon filmstrip, 1 cassette, 30 student booklets,

1 instructor’s folder, 4 spirit masters, and 30 student

award patches, may be purchased for $8.50. To order

a First Aid for Little People kit or booklets, contact:

Instructional Materials Laboratories, Inc., 200 Madison

Avenue, New York, New York 10016.

Some Individuals Prefer

Psychosis to Sanity

Elwood Dowd is real. There are some folks who
would rather be crazy than sane. This is the finding

of a research report published in the current (De-

cember) issue of Archives of General Psychiatry, a

publication of the American Medical Association.

Theodore Van Putten, M.D., of the Veterans Adminis-

tration Hospital, Los Angeles, and colleagues, report

on a study of 29 schizophrenics who invariably dis-

continued medication to control their illness, only to

be readmitted several months later.

“Although we cannot prove it, these hard-core drug

refusers seem to prefer florid psychosis to a drug-

induced relative normality,” says Dr. Van Putten. The

drug-refusers experienced a grandiose psychosis shortly

after they stopped their medication. Conversely, depres-

sion and anxiety affected those who took their medi-

cations regularly and controlled the mental illness.

Dr. Van Putten cited one example, a 30-year-old

man readmitted for the 19th time because of florid

psychosis. He spoke of being a “composer,” of having

“billions,” and of being “the greatest aeronautical

engineer in the world.” He spent most of his time

sketching “satellite stations” and would often demand
to talk to his “publisher.”

Under medication, these grandiose symptoms sub-

sided, but he then mentioned loneliness and his re-

alistic lack of any life accomplishments. He became

aware that he was mentally ill. At this point he left

the hospital and resumed living in a lonely hotel. He
was readmitted three months later, psychotic as before.

Says Dr. Van Putten: “The hard-core drug-refusers

resemble Elwood P. Dowd, the whimsical hero of the

play, Harvey. When his psychiatrist urged him to

struggle with reality, he responded: ‘Doctor, I wrestled

with reality for 40 years and I am happy to state that

I finally won out over it.’
”

Some Children Need Another

Measles Immunization

Children immunized against measles before the age

of 13 months may be inadequately protected and

should be reimmunized, says a research report in the

Jan. 24 Journal of the American Medical Association.

Anne S. Yeager, M.D., of Stanford University School

of Medicine, California, and colleagues studied the pro-

tective levels against measles in the blood of 465

children in two California counties, and found that

14.6 percent of the children immunized at 12 months

of age were inadequately protected against the disease.

But only 5.2 percent of those immunized at 13 months

or later had inadequate protection. The problem likely

is that the younger children still had some degree of

protection inherited from their mothers, and this factor

interfered with the effectiveness of the vaccine.

Measles in the United States had dropped from a

pre-vaccine figure of half a million cases annually to

some 35,000, with a corresponding drop in measles-

induced encephalitis, an occasional serious effect of

the disease. Experts in the field now recommend that

measles immunization be deferred until about age 15

months for infants who live in communities where

the disease is not prevalent. Vaccinations should be

given any time after six months during measles out-

breaks, and these children should then be revaccinated

after 15 months.

Surfer’s Ear is Hazard to

Ocean Enthusiasts

Surfer’s Ear is a bony growth inside the ear canal,

brought on by continuous exposure to cold ocean

water and big waves over a period of years, says

Daniel M. Seftel, M.D., in a report in the January

issue of Archives of Otolaryngology. If the growth

becomes large enough, it can cause a “plugged ear”

and affect hearing, says Dr. Seftel.

During a four-year period Dr. Seftel operated on

12 patients for Surfer’s Ear. The surfers were men
between 20 and 48 years of age. They surfed two
to three hours per day, four days a week, for an
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average of 13 years. All had severe hyperostosis.

In some, the eardrum was completely obscured by

the bony growth,

Ostosis sometimes occurs in active swimmers, but

is much more severe in surfers. Dr. Seftel points out

that the turbulence of large ocean waves will force

more water into the ear canal of a surfer than an

ordinary swimmer.

It takes a lot of steady surfing—seven to ten years

—

to develop the ear growth, and the occasional weekend

surfer probably has little risk. Surfers may avoid the

risk by wearing custom-fitted, molded ear plugs. The

plug entirely fills the ear cavity. Dr. Seftel advises

that a small cord be attached to the ear plug and

strung around the neck. The plug might pop out if

the surfer turned a flop in a big wave.

Dying Patient’s Wishes Gets

Priority from Doctors

Most physicians try to respect the wishes of a dying

patient who doesn’t want extraordinary measures used

to prolong the last spark of life, even though the doc-

tor’s legal and ethical position is sometimes not clear.

Doctors were asked:

“Let’s say a patient is terminally ill and has ex-

pressly indicated that no extraordinary measures be

used to keep him alive when death is imminent.

Since all the legal and ethical issues involved are

not yet completely resolved, what do you think is

the best course for the physician to follow?’’

Responses varied, but most physicians surveyed

seemed to feel that when a patient has made a “no

intervention” decision, a doctor should respect it, pro-

viding minimal support care and making the patient as

comfortable and free from pain as possible.

Many physicians, however, say that this course of

action should be pursued only after a thorough discus-

sion with the patient and his family, and only after

the decision is carefully noted in the record. A few

doctors say they would seek legal counsel or seek

guidance from other non-involved physicians.

The real dilemma arises, some doctors say, when a

patient wants to be allowed to die and his family wants

every measure used to keep him alive. There were no

good answers to this situation.

More than three-fourths of the poll respondents say

they do discuss imminent death with terminally ill

patients who are able to respond. They explain options

and inquire about a patient’s wishes regarding medical

care during a terminal illness. Some 94.5 percent

of the respondents say they try to adhere to the

patient’s wishes,

AMA Issues New Book on

Skin and Hair Care

Watch out for those wild promises of creams and

other cosmetics that claim to erase wrinkles and re-

juvenate aging skin. They don’t do it. Turtle oil

or mink oil are no better than oils commonly used

in cosmetic preparations. No cosmetic will restore

youth and beauty. Lemon juice adds nothing helpful

to shampoos or cosmetics, despite some advertising
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claims. Facial treatment with eggs won’t actually do

anything for your face.

Cosmetic products such as cold cream or face powder

are basically so much alike that selection of one brand

or another actually boils down to personal preference

for shade, scent, texture or even package design. Price

isn’t necessarily a guide. Some low cost items are just

as good as the more expensive offerings.

These and many other guidelines to assist the con-

sumer in wading through the overwhelming array of

claims and counter-claims of products sold to enhance

personal appearance and improve skin health are of-

fered in the new, third edition of the American Medical

Association’s Book of Skin and Hair Care, published

this winter by J. B. Lippincott Co.

Titled THE AMA BOOK OF SKIN AND HAIR
CARE, the third edition is an update and expansion

of the earlier volume, THE LOOK YOU LIKE. All

were edited by Linda Allen Schoen, in consultation

with the AMA’s Committee on Cutaneous Health and

Cosmetics.

The book includes three general areas: cosmetics,

hair, and skin. Individual chapters cover topics such

as cosmetic creams, rejuvenating cosmetics, reactions to

cosmetics, hair dyes and bleaches, hair waving and

straightening, excess hair, shaving advice, baldness,

acne and blemishes, wrinkles, birthmarks, dry or oily

skin, problems of hands, nails and feet, perspiration

and body odor, soaps and bathing, sunlight and the

skin, and esthetic surgery.

None of the presently available antiperspirants com-

pletely stop perspiration, nor is this desirable, the book

points out. Degree of perspiration control varies from

5 percent to 40 percent. To guide consumers in select-

ing an antiperspirant, the book includes a table listing

the ingredients of more than two dozen of the most

popular brands. Similar information is offered in other

cosmetic areas.

The book is not available through the AMA, but

may be obtained in paperback for $4.95 from the

publisher, J. B. Lippincott Co.

CONFERENCES FOR
MEDICAL PROFESSIONALS

A calendar listing of over 500 national/international

meetings, conferences and seminars in the medical

sciences for 1977. All medical specialties Included.

Send a $10.00 check or money order payable to

Professional Calendars, P.O. Box 40083, Washing-

ton, D.C. 20016
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Paul Fitssimmons Eve^ M.D.
J. LYNWOOD HERRINGTON, JR., M.D.

Paul Fitzsimmons Eve was perhaps the most

outstanding Southern surgeon of the nineteenth

century. His reputation was not only national,

but world wide. His career was colored with the

romance of high adventure and achievements in

war in which his marvelous skill was devoted to

the cause of patriotism and humanity. He was a

scholarly teacher, a prolific writer, and a keen

investigator; during his lifetime he held the chair

of surgery in five different medical schools. In

addition, he was offered, but refused, the chair of

surgery in several other outstanding medical in-

stitutions. He was deeply admired and respected

by his friends and professional colleagues of such

note as J. Marion Sims; Samuel D. Gross, a

founder of the American Surgical Association;

Crawford W. Long; Valentine Mott; Charles

Pancoast; Benjamin Windslow Dudley, the great

professor at the Transylvania Medical School in

Ixxington, Ky.; and the renowned Daniel Drake

of Cincinnati. When his long and useful life

ended, the impact of his death was felt, not only

in America but throughout the surgical world.

Memorial services were held in numerous places

both in this country and abroad, and it is said

that when the news of his death reached the vari-

ous medical schools, lecturers stopped their

classes to pay homage to his name. One of his

contemporaries stated, “Of all men whom I have

heard lecture, in force and presence he was the

grandest. He outgrew all of his contemporaries,

and his life served as an example for others as to

how high personal merit can rise.”

Paul Fitzsimmons Eve was born June 27,

1806, in Forest Hall, Ga., a hamlet located on

the Savannah River, six miles south of Augusta.

This and the three papers following were presented

as a memorial to Paul Fitzsimmons Eve, M.D., by the

Nashville Surgical Society, April 6, 1976.

Paul Fitzsimmons Eve, M.D.
1806-1877

He was the youngest son of Captain Oswald and
Aphrae Eve and the youngest of 1 1 children. On
the father’s side, he was of English descent; on

the mother’s side, he was of Scotch-Irish blood.

His father had been a captain of a Pennsylvania

company before the Revolutionary War and had

been a classmate of Benjamin Rush.

In his very early childhood, Paul Fitzsimmons

Eve was taught his letters by his widowed sister,

Mrs. Sarah Adams. His first school years were at

Richmond Academy in Augusta, an outstanding

APRIL, 1977 235



PAUL F. EVE/Herrington

boy’s school which to this day continues to enjoy

a tine reputation. He later attended school at Mt.

Zion in Hancock County, Georgia, and hnally

he attended Franklin College in Athens, Ga.,

which is now the University of Georgia, where he

graduated in August 1826, receiving an AB de-

gree and finishing second in a class of 24 stu-

dents. His college education totalled four years,

and later the institution conferred upon him the

degrees of AM and LLD.

Early in life, young Eve displayed a keen de-

sire to study medicine. He chose the University

of Pennsylvania Medical School because it was

one of the most celebrated of its day and because

his father had close ties with the medical profes-

sion in Pennsylvania. He studied under Dr.

Charles D. Meigs for a period of two years, re-

ceiving his MD degree in 1828. The curriculum

consisted mainly of a series of lectures comprising

various medical topics. Dr. Eve’s diploma bore

the names of Hare, Cox, DeWeese, Gibson, Hor-

ner and the great Philip Physick. His graduating

thesis was on uterine hemorrhage, a subject on

which his renowned preceptors were amply pro-

ficient to impart ideas that are standard even to

this day. After graduation, Dr. Eve expressed a

desire to remain in Philadelphia to further pursue

his medical endeavors, but the severe illness of

his father necessitated his return to Georgia.

Tliere he gave his careful and unremitting atten-

tion to his father—an act of devotion that was

instrumental in shaping his life for future great-

ness. It was during the illness of his father that

he first conceived his preference for surgery, his

attention being turned in this direction by the

necessary and frequent urinary catheterizations

that he performed on his father for urinary reten-

tion resulting from an enlarged prostate. He was

later to become the outstanding lithotomist of his

era. Also, while attending his father, he began

the practice of medicine in Augusta in the office

with a Dr. Watkins, his brother-in-law. Dr. Eve’s

father. Captain Eve, died in August of 1829.

. Following the death of his father. Dr. Eve was

fired with enthusiasm over the possibilities of

surgery and the desire to progress in his profes-

sion. He chose to visit and study in the European

clinics and left for Europe in the fall of 1829,

sailing from the port of Charleston, S.C., in a

ship loaded with cotton. He arrived in Liverpool

in December after 28 days aboard ship. He vis-
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ited in Dublin and Belfast, and returned to Liver-

pool before going on to London. In London he

studied briefly under Sir Astley Cooper and

James Abernathy. He became acquainted with

several other distinguished professional gentle-

men including Sir James Paget, Sir James Thomp-
son, and Sir William Thompson. In 1830 he

went to Paris, where he studied for 18 months.

His mentors were Barren, Larrey, Dupytren,

Roux, Lesfranc, Cruvielhier, Velpeau and others.

Each of these great minds was extremely im-

pressed with young Eve, and lasting friendships

were made between Eve and the surgical giants

of Europe. During the next 40 years. Dr. Eve

made six additional trips to Europe, renewing his

friendships and seeking additional knowledge.

Aside from Dr. Eve’s numerous original contribu-

tions to surgery, he introduced for the first time

at least a dozen operations to America that he

had been able to master during his European

studies.

Along with his surgical interests, at the age of

24 he was also an adventurer with definite politi-

cal opinions, ready to fight for any cause in which

he believed. While in Europe, he was an active

participant in the revolution which took place in

Paris in 1830, and in the Polish revolution against

Russian oppression. One hundred years later, in

1930, the Polish government made posthumous

tributes to Professor Eve and erected a monument
to him which still stands on Green Street in

Augusta, Ga. A monument was also unveiled in

Warsaw, Poland in a medical school building

named after him.

Dr. Eve returned to America in 1832, filled

with even more energy and enthusiasm, eager to

put his many new ideas into practice. He had al-

ready established a surgical reputation and was

appointed professor of surgery at the newly estab-

lished Medical College of Georgia in Augusta.

There he rapidly gained national and inter-

national reputation as a teacher, writer, and op-

erating surgeon. Early in his professional life, he

was elected vice-president of the American Medi-

cal Association, of which he later became presi-

dent. Honor after honor began to be bestowed

upon him.

While at Augusta, Professor Eve carried out

his operations under chloroform anesthesia, which

was popular in the South. It was during his pro-

fessorship at Georgia that he first had contact

with Dr. Crawford W. Long of Jefferson, Ga.,

who had employed sulfuric ether as an anesthetic
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in March 1942. He failed to record his experience,

however, until several years after Morton’s first

report appeared, and when he sought recognition

for the priority of his discovery he appealed to

Professor Eve for support. At first Eve was not

interested, but as data accumulated, he became

an enthusiastic supporter of Long and his claims

and urged him to present his cause before the

AMA. The controversy as to which of the two

investigators first used ether remains largely un-

settled today except below the Mason Dixon line

and particularly in the state of Georgia, where

Morton’s name is virtually unknown.

In closing, I should like to mention a word

about Professor Eve’s family. In December of

1832, shortly after taking over the professorship

at Augusta, Dr. Eve married Sarah Twiggs of

Richmond County, Georgia. She soon died, but

the marriage produced two children, a daughter,

and a son. The daughter married Col. B. K.

Stevenson who became the first president of the

Paul F. Eve, II, M.D.
1857-1914

Nashville and Chattanooga Railway. The family

later moved to New York. Dr. Eve’s son, George,

did not pursue a medical career.

After the death of his first wife. Professor Eve

married Sarah Duncan of Barnwell, S.C., who
survived him by nearly 20 years. There were three

children by his second wife, a daughter, Sarah,

and two sons, Duncan and Paul F., II. Paul Fitz-

simmons Eve, II, became a noted surgeon and

at one time was professor of surgery in the Medi-

cal Department of the University of Tennessee.

The other son, Duncan, likewise became an out-

standing Nashville surgeon who founded the

Nashville Medical College and served as both its

dean and professor of surgery. He was also vice-

president and later professor of surgery in the

School of Medicine at Vanderbilt University, and

became president of the AMA. He had a son

Duncan Eve, Jr., M.D., an outstanding Nashville

surgeon who died in 1963.

Duncan Eve, M.D.
1853-1937
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The Military Career and Some Urological

Works of Paul F. Eve, M.D.
HARRY SHELLEY, M.D.

Dr. Paul F, Eve was involved in five military

adventures. The first, you might say, he fell into

when he was studying in Paris. This was the

three-day war, July 26-29, 1830, when Charles

X, the last of the Bourbons, was dethroned. Eve

probably treated cuts and bruises and removed

bullets, for in those days it was believed that the

bullet should always be removed from the wound.

His next adventure was of his own choosing.

The Poles had revolted against the Russians, and

Eve felt that he should help the Poles to repay

in part the debt America owed for the help given

by Koscicusko in the American Revolution. Aided

by letters from Marquis de Lafayette, he reached

Poland in the spring of 1831, where he served

first in a hospital and was later assigned to the

field as ambulance surgeon to General Turner’s

Division.

This war lasted only a few months; the Rus-

sians captured Warsaw in September 1831. For-

tunately for Eve, he was not in the city at that

time. He was later captured, but was able to

obtain his release by claiming he had cholera.

Whether he had it or not is not certain. On the

recommendation of Count Place, chief of the

Army Medical Service, he was awarded the Gold

Cross of Honor of Poland for his services.

Eve has left us an account of 123 gunshot

wounds he treated in a Polish hospital with so-

dium chloride solution (about twice normal

strength). Of these 123 cases, 42 returned to duty

in two months and 38 were nearly ready; that

would be a 65% cure.^

In 1846 the Mexican War broke out, and Dr.

Eve was the first physician to volunteer his ser-

vices. He was accepted and entered Mexico with

a Georgia regiment. Later he commanded hospi-

tals which received casualties from the battles of

Monterey (May 1846) and Cerro-Gordo (April

1847). He tells of the case of General Shields,

who was shot at Cerro-Gordo. The bullet, appar-

ently a “grape-shot,” entered the right chest and

passed through the mediastinum without injur-

ing either the trachea or the esophagus. The Gen-

eral did not spit blood, nor was he knocked down
after being shot, and he was able to give corn-
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mands. He said, however, that at the time he

experienced the most excruciating pain.^

The next war was over before Eve could get

into it. That was the start of the Wars of Italian

Independence, in which France and Italy under

Napoleon III fought Austria. He was able to visit

the battlefields of Magenta (June 4, 1859) and

Salfereno (June 24, 1859). He visited hospitals

in Turin and talked with the surgeons and com-
pared ideas. They agreed that when a bone was
involved, a gunshot wound of the arm had a

much better prognosis than one of the thigh, and

that few patients with sueh thigh wounds sur-

vived.

He was in his last war, the American Civil

War, from the beginning to the end. He was 55
years old at its start. In the spring of 1861, before

Tennessee had seceded, he was appointed sur-

geon general of a provisional Army of Tennessee,

but he resigned, and B. W. Avent of Murfrees-

boro was appointed in his place. Eve continued

to treat casualties, however, in the Nashville hos-

pitals during the summer and fall. He was ap-

pointed surgeon in the Confederate States Army
Dec. 20, 1861. When Forts Henry and Donelson
fell in February 1862, Eve, with his instrument

case under his arm and taking his blind father-in-

law with him, left Nashville the night of Feb. 16.

(His family was in Augusta.) Six days later he

was commander and surgeon of the Gate-City

Hospital in Atlanta. He was at Shiloh in April

1862, then in Columbus, and then back at the

Gate-City Hospital at the end of the year. This

hospital was in a second-rate hotel of 32 rooms
and was constantly overcrowded with patients.

Eve, who probably had more military medical

experience than many of his superior officers, had
several run-ins with them. He offered to resign,

but his offers were quickly rejected, and this

quieted all the complaints.

In the first quarter of 1863, his Gate-City Hos-
pital treated 1,253 casualties. Of these, 353 were

returned to duty, 222 were furloughed, and 44
deserted, leaving 619 that were probably fit for

duty. Twenty-three were discharged and 64 died

—87 lost to duty. The remaining 547 were still
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EVE: MILITARY CAREER/Shelley

in the hospital. This is not a bad record for a war-

time hospital.'^

Eve reported some of the cases he treated in

the war. One, a Texan, in a gunfight in 1859 was

shot in the left temple, left thigh above the knee,

and on the right side, the bullet ranging up the

right side of the spine. He fell and lost control of

his legs, but shot and killed his opponent. He had

bloody urine, was jaundiced, and for six weeks

could not walk. He ended up with a right foot

drop. In 1861 he joined the army and in 1866

Eve performed a Pirogoff amputation of his right

foot because of the foot drop. When this case was

reported in 1868 the man was a night watchman

in a Nashville bank."^

Another case Eve reported was one of eight

lithotomies that he did during the war. It was on

a Mr. O’Bannion, the second lithotomy that Eve

performed on this man and the third that had

been done on him. He died from erysipelas 12

days after the operation. (Eve commented that

there were no other cases of this disease in the

ward.) The story of Mr. O’Bannion is a long one.

In 1824, when he was 18 years old, while

working on a house that was blown down during

a tornado, he was struck in the back with a piece

of timber. From that time he dated all his difficul-

ties in urinating. For the next 24 years he tried

“all the prescriptions of professionals and non-

professionals, and even became a sailor on the

ocean”—all without help.

When Eve first saw him, in 1848, for two

years he had had to assume the horizontal position

and press on the bladder with a finger in the

rectum in order to urinate. Eve found a crepitat-

ing mass in the left perineum. A bilateral perineal

lithotomy was done, and many stones were re-

moved from the bladder and the perineal mass,

along with considerable pus. He was much im-

proved for six years, after which he had more

trouble. He was again operated on, this time by

Eve’s cousin. Eve performed the third operation,

a left lateral lithotomy, in 1863. Over the years

a total of 193 stones were removed from Mr.

O’Bannion.®

After the war. Eve was asked by Colonel Otis

of the US Army to gather certain statistics on

amputations in the Southern Army. He collected

reports of 20 hip amputations: of these, 15 died.

All but one of the operations had been done

immediately after the initial injury. Of the five
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survivors, only one had an immediate amputation.

Eve collected 13 cases of resection of the femur.

Eight, on whom the operation had been done

immediately, died. Of the remaining five, one had

an immediate operation and that was to remove

a piece of loose bone. Shortening of the leg of

these five varied from one to four inches.® These,

of course, were not Eve’s cases. Apparently he

did not do this type of operation during the war.

At the request of the US Sanitary Commission

in 1866, he reported concerning the health of

the Southern Army that ( 1 ) measles and diarrhea

were the most common diseases; (2) rural troops

had more sickness than city troops, especially

childhood diseases; (3) “psora” (camp itch, not

scabies) was more marked after Shiloh (April

1862), and that it slowed healing of wounds and

was apparently related to uncleanliness; (4) “land

scurvy” (thrombopenic purpura) was most no-

ticeable late in the war. His treatment for it was

buttermilk, lime or lemon juice, and wine or

brandy.^

Although Dr. Eve seemed to prefer otolaryn-

gology, he did considerable urology. He did more
lithotomies than Dr. Benjamin W. Dudley of

Lexington, Ky. In his lifetime he did 238, with

a mortality of 8%—all these in the preantiseptic

days and some in the preanesthetic days.® He pre-

ferred the bilateral operation and used Dupuy-
trem’s double lithotome cache, a slightly curved

instrument with two concealed knives that, after

passage into the bladder, could be opened to

make a cut of any desired width in the prostate.^

In the period from 1841 to 1871 he reported

100 cases with 11 deaths. He used the bilateral

operation in 87 of these cases, the suprapubic in

two, and the lateral in three. He did four litho-

trities. He did two operations to remove a stone

through a vesico-vaginal fistula. He did one oper-

ation to remove a stone by dilating the urethra

and another by cutting the urethra.^® From this

it is evident that Eve was familiar with, and used

all types of, bladder stone operations.

He reported one fatal case of tunneling for the

enlarged prostate. Here the sound passed through

the right lobe of the prostate, through the bladder

muscle and undermined the bladder mucosa with-

out entering the bladder.’^^

Eve’s treatment of varicocele was unique. He
removed four square inches of skin from the left

scrotum and closed the incision with pins, about

which he placed a figure-eight ligature. When the

cord was reached, the veins were separated from
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the artery and the vas, and then tied with a liga-

ture of deer or buffalo sinew just tight enough to

stop the circulation. He preferred pins to needles,

as they did not rust. He started to remove the

pins on the fourth day and had them all out in

six days.^^ Hydroceles he treated by aspiration

and injection of iodine.

Strictures he dilated daily using a Benique

flexible sound. He did not believe in cutting them

or in using caustics. He showed a certain humor

when he told of one patient’s stricture. “I may be

permitted to remark, that so noted was this stric-

ture, upon his return home, some of his neigh-

bors demanded ocular demonstration that he

could urinate. He, in true Western hyperbolical

language, offered to aid any water wheel deficient

in power, if they would allow him to mount a

fence.”^^

Eve was an all-around surgeon of international

recognition. At a time when most surgeons were

anything but Halstedian in their operating tech-

nique and lost many patients, he had a remark-

ably low mortality rate, due, I believe, to his

preoperative preparation of the patient and his

gentle handling of tissue.

Acknowledgment: Illustrations are by courtesy of Ben-
jamin F. Byrd, Jr., M.D,
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If we shall suppose that American slavery is one of those offenses which, in the providence

of God, must needs come, but which, having continued through His appointed time. He
now wills to remove, and that He gives to both North and South this terrible war as the

woe due to those by whom the offense came, shall we discern therein any departure from

those divine attributes which the believers in a living God always ascribe to Him?
Fondly do we hope, fervently do we pray, that this mighty scourge of war may speedily

pass away. Yet, if God wills that it continue until all the wealth piled by the bondsman’s

two hundred and fifty years of unrequited toil shall be sunk, and until every drop of blood

drawn with the lash shall be paid by another drawn with the sword, as was said three

thousand years ago, so still it must be said “the judgments of the Lord are true and righteous

altogether.”

With malice toward none, with charity for all, with firmness in the right as God gives us

to see the right, let us strive on to finish the work we are in, to bind up the nation’s

wounds, to care for him who shall have borne the battle and for his widow and his orphan,

to do all which may achieve and cherish a just and lasting peace among ourselves and with

all nations.

Abraham Lincoln

SECOND INAUGURAL ADDRESS
MARCH 4, 1865
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Paul Fitzsimmons Eve, M.D.,

Otolaryngologist
WILLIAM G. KENNON, JR., M.D.

I am indebted to Dr. Byrd for introducing me
to a man with whose career I was only vaguely

familiar. I will confine my remarks to Dr. Eve’s

work in the head and neck area. Dr. Eve was a

prolific writer, and he meticulously narrated many

of his medical experiences for the benefit of his

colleagues. There is no way that we can know

how many of his more routine cases were not pre-

served on paper for our edification. Fm sure there

must have been many. A sufficient number of

cases in the head and neck field have been de-

scribed to lead me to think that he had consider-

able surgical experience in this area. In fact, one

of his students, T. H. Roddy, indicates that Dr.

Eve had an extraordinary interest in surgery of

the head and neck. Dr. Roddy took 13 pages of

notes detailing instructions on head and neck

operations. Some written accounts of Dr. Eve’s

surgical experiences have been lost to us, but I

offer the following list of titles to indicate that this

area was to him a familiar one:

1. Fourteen cases of operation on the jaws

2. Removal of a fibroid polypus from the

base of the cranium

3. Excision of a scirrhous tumor near the

tonsil

4. Excision of nearly one-half the lower jaw

for osteosarcoma

5. Extraction of a tailor’s thimble impacted

from the right posterior naris

6. Watermelon seed in bronchus expelled by

coughing

7. One half-dime extracted from larynx

8. Death from foreign body (bone) cutting

from pharynx to larynx

9. Granule of corn removed from right bron-

chus by coughing

10. Cockle burr extracted from glottis with

forceps

11. Fishbone in duct of Steno

12. Did Congressman Brooks die of croup?

13. Piece of tin in trachea removed by laryngo-

tracheotomy

14. Large glass bead in trachea removed by

tracheotomy

15. Removal of the parotid gland in a state of

scirrhous degeneration

16. Removal of a large, soft tumor from the

left nostril

17. Removal of a fibrocartilaginous tumor in-

volving both superior maxillary bones

18. Unsuccessful case of trephining of the an-

trum of Highmore resulting in death within

50 hours

19. Removal of a nail from the left bronchus

by tracheotomy

The large number of reports of foreign bodies

in the air passages in the foregoing list should not

lead us to assume that Dr. Eve was primarily a

pioneer endoscopist. All of us will agree that

some of the most dramatic and crucial situations

in our experiences are concerned with the prob-

lem of establishing or maintaining an airway.

Reflect for a moment on the drama involved

when a nineteenth century physician was con-

fronted with a case of an obstructing foreign body

in an airway. It is natural that a prolific writer

such as Dr. Eve would be inspired to record such

instances.

I would like to describe, more or less in Dr.

Eve’s words, accounts of two of his cases.

As recorded in The Nashville Journal of Medi-

cine and Surgery (vol. V, 1853), the patient was

a 5-year-old child who two weeks prior to opera-

tion had inserted a four penny nail into a cotton

spool in order to make a whistle. On inspiration,

preparatory to blowing the whistle, he aspirated

the nail into his tracheobronchial tree. Acute

respiratory distress ensued, and the immediate

treatment had consisted of the use of emetics and

the holding up of the patient by his heels and

striking him repeatedly between the shoulders

and over his sternum. When he reached Dr. Eve,

the latter observed that there was a “large bron-

chial rhonchus, distinct at a distance” more

marked on the left side. Examination was difficult,

however, due to the “extreme repugnance of the

patient and his consequent restlessness.” Dr. Eve

watched him a few days and then recommended

tracheotomy. The use of magnets was considered.
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It was decided to use chloroform, and this agent

was administered by Professor Means.

A longitudinal incision was made in the mid-

line and the trachea was exposed. Bleeding was

slight, attributed by Dr. Eve to his policy of

staying close to the midline and keeping the

knifeblade “up.” The trachea was opened at the

fifth ring, and three or four rings were slit. Trous-

seau’s tracheal forceps was used to maintain the

opening in the trachea. A curved forceps made by

Mr. J. D. Smith of Nashville was introduced, but

the foreign body could not be felt. Dr. Henry

Campbell then introduced a probe and the nail

was located in the left main bronchus. Having

been located it was seized and extracted with Mr.

Smith’s forceps. Its head was down and the nail

was very rough. It was Wi inches long and

slightly oxidized. The time of operation was 30

minutes, part of which was spent waiting for

bleeding to stop before opening the trachea and

also for vomiting to subside, his stomach having

been filled by misplaced kindness to prepare him

for operation. The operation was performed in

an open piazza with the temperature 84F. The

wound was closed with two sutures. These were

later removed because of threatened emphysema.

Two hours after the operation the patient was

taken to his boarding house in a carriage. Ising-

glass plaster was later used to close the wound.

The scrub team consisted of Drs. Eve, Ford,

McKie, J. A. Eve, Henry and Robert Campbell,

Broadhurst, Dearing, and Simmons. It is inter-

esting to speculate how well any of us would

have fared under similar circumstances: the

chloroform anesthesia, no suction, the open

piazza, and eight assistants crowding around a

5-year-old, all possibly offering advice.

The second account is that of the removal of

a large fibrous tumor from the base of the cra-

nium by excision of portions of the right superior

maxillary and palate bones. This case was re-

ported in the Southern Medical Surgical Journal

(vol. I, 1837), and concerns a 21 -year-old male

with a lifelong obstruction of his right naris. On
examination there was a large polyp presenting

anteriorly. Part of this was removed by tearing

it away with forceps. At this point, Dr. Eve

decided to do the rest of the operation later. It

is my speculation that his postponement may
have been prompted by bleeding. Six months

later, the patient had developed proptosis on the
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right. In the presence of the class then attending

his lectures he opened the antrum and extracted

a portion of the polypus. He then slit the soft

palate. Even with this exposure, he could not

remove all the tumor with his forceps, scissors

and hooks, and the patient was discharged.

He was next seen 6 months later, at which

time his hearing was observed tO' be impaired,

both nostrils were closed, and his teeth had been

displaced downward. Dr. Dugas, and Messrs. Al-

friend, Roberts and Byrd (students) assisted as

Dr. Eve did a lateral rhinotomy on the right. He

wrapped a tape around the exposed tumor and

avulsed it. Bleeding was brisk, as we would ex-

press it today, and was controlled by injections

of a strong solution of sulfate of zinc. All the

tumor not having been removed by this maneuver

he then took some pruning shears and divided the

superior maxilla between the first and second

incisors on the right, then the nasal process trans-

versely on the floor of the nose. Six teeth and the

alveo'lor process were removed. The palatine

process of the superior maxilla and the palatine

plate of the hard palate were removed. The ex-

posed tumor was found to be adhering to the

basilar processes of the occipital and sphenoid

bones and the internal plate of the pterygoid

process. It was filled with large venous sinuses

and very fibrous. It was about the size of a man’s

fist. During the procedure (no mention having

been made of anesthesia) Dr. Eve notes that the

patient fainted several times. He did not fully re-

vive for three days. Three weeks after operation

he was sent home, healed except for his open

palate. There was very little apparent deformity

of his face. It was planned to close the palate at

a later operation, but this was never done. Twenty

years later. Dr. Eve learned that the patient was

in good health, living near the Etowah River in

the vicinity of Cartersville, Ga.

It is my belief that this tumor was undoubtedly

what we know today as a juvenile angiofibroma.

These very vascular neoplasms are difficult prob-

lems, due particularly to the profuse bleeding usu-

ally encountered during their removal. We would

not attempt such an operation today without an

adequate supply of blood on hand, good illumina-

tion, suction, and general, intratracheal anes-

thesia.

This is but a brief glimpse of Paul Fitzsimmons

Eve—the otorhinolaryngologist. A more “in-

depth” study of his activities in this field is quite

rewarding.
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Paul Fitzsimmons Eve, M. D., Academician
BENJAMIN F. BYRD, JR., M.D.

The return of Paul Fitzsimmons Eve from his

military adventures in Poland in January of 1832

marked the beginning of his long and distin-

guished career as a teacher of medicine, particu-

larly in the field of surgery. The culmination of

this career is probably a fitting place to start in a

presentation of the academic prowess of this

remarkable person. At the centennial celebration

of the United States in 1876 in Philadelphia, Paul

Fitzsimmons Eve was asked to present the cen-

tennial address on surgery. He opened this ad-

dress to the gentlemen of the International Medi-

cal Congress with the statement as follows;

The language of the Aborigines of America has

ever been admired for its simplicity and signifi-

cance. In the State of Mississippi, itself implying

the father of all waters, is a county called Ita-

wambi, derived from the title given an indian

chief upon whom all possible honors had been

conferred, so that nothing more could be done

for him. Standing here this day, the representative

of the most demonstrative and efficient department

of the healing art; the recipient too of many un-

merited favors; fully conscious of the inability to

do justice to the subject proposed, or satisfactorily

improve the illustrious occasion—an event without

precedent, and which no living man will ever see

again—language fails to convey or words express

what is now felt. With all the simplicity of the

Indian and the sincerity of the Christian, I would

say to you, my professional brethren, who have

done so much for me, “Itawambi” ....

A mere enumeration of what we have contributed

to surgery, even were that possible during the hour

assigned to the subject, might not prove the most

profitable occupation of it; and moreover, while

this may be the centennial of our national existence,

it is not that of our profession; for, as is well

known, the War of Independence left us an

impoverished people, almost destitute as regards

the sciences, certainly without any peculiar medical

literature. Even the reputed father of American

surgery was not admitted a house surgeon in St.

George’s Hospital, London, though a private pupil

of the celebrated John Hunter ....

The active professional life which this address

summed up had its beginning when Dr. Eve re-

turned to his home city of Augusta. Fortunately

his return coincided closely with the creation of

the Medical College of Georgia, which opened in

June of 1832. Dr. Eve was selected by the Medi-

cal College as professor of surgery and remained

in this role until 1849. He conducted 17 consecu-

tive courses of lecture without missing a single

class. It was during this period of time that he

first began to receive distinction as an editor of

note as well as performing for the first time at

least 14 different surgical procedures, including

the first successful hysterectomy. Prior to the

date of this hysterectomy, there had been about

20 such procedures done and his was the first

patient to live. This is a remarkable achievement

for his relatively isolated environment.

In 1849 Dr. Eve was selected as professor of

surgery in the Medical Department of Louisville

University. Here he succeeded the celebrated

Samuel D. Gross. Dr. Eve filled the chair of

surgery in 1849 but kept it for only one year. In

March of 1850, he heard that Dr. Gross was not

completely satisfied with his position in New
York. Dr. Eve was not willing to interfere with

Dr. Gross’s return to Louisville, should this be a

desirable solution to Dr. Gross’s dissatisfaction.

The Eve resignation was received with the utmost

regret by the faculty of Louisville University. It

was finally accepted because of the positive terms

in which it was couched, though Dr. Eve was

solicited by the unanimous vote of the trustees,

the faculty, and the students to remain. His deter-

mination was to return to Augusta; however, in

1851 the Medical Department of the University

of Nashville was organized, and the new depart-

ment extended a most cordial invitation to Dr.

Eve to accept the chair of surgery. On this stim-

ulus, he moved to Nashville for the first time. He
remained in this chair until forced from the city

on the occupation of Nashville by Union troops.

He was the surgeon-general for Tennessee in the

Confederacy and fled Nashville the night follow-

ing the announcement of the fall of Fort Donel-

son. The Medical Department of the University of

Nashville went into a wartime hiatus which ended

in 1865.

Dr. Eve returned to Nashville following his

distinguished career with the CSA and again ac-

cepted his tutorial responsibilities at the Medical

Department of the University of Nashville. In

1868 the death of Dr, Joseph Nash McDowell

left vacant the chairmanship of the Department

of Surgery at Missouri Medical College in St.

Louis, It was Dr. Eve’s belief that the vacancy

in the department offered him a greater challenge.
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St. Louis was a larger city than Nashville and

offered more field for usefulness and for success.

He moved to St. Louis at the age of 62 to fill the

chairmanship of the Department of Surgery at

Missouri Medical College, but was never happy

there. He wrote to Dr. Martin in Nashville on

Nov. 12, 1868, and said,

I have not been well a single day since I came
here and am, if anything, worse today. I arrived

with every expectation of making this my future

home. I have not been disappointed in my recep-

tion and I see a large surgical practice awaits me.

[Remember this was less than three years after he

came back from the Confederate Army.] But I

cannot drink the water and entertain serious appre-

hensions about the health of my family here. All

the Eves have a tendency to diarrhea. I write then

this early to let you know, that while I have not

reached a positive decision of the question yet,

the probabilities are that I will return to Nashville

to reside. Thanks for the volume which came safe

to hand yesterday.—Paul F. Eve.

The anxieties connected with his stay in St.

Louis brought him back to Nashville. In 1870

he resigned his Missouri Medical College position

and accepted the chair of surgery in the Medical

Monument erected in Augusta, Ga., by the Polish

government in memory of Paul F. Eve.
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Stamp issued in 1931 by the US government com-
memorating Dr. Eve’s participation in the Polish War
for Independence.

Department of the University of Nashville. He
lectured to the classes of medicine at Vanderbilt

University and at the University of Nashville,

which then held joint sessions in the same hall.

In 1877 there was some minor internecine strife

in the faculty at Vanderbilt University, and Dr.

Eve withdrew to aid in the support of a new
school, the Nashville Medical College. This sub-

sequently became the Medical Department of the

University of Tennessee. His second course of

lectures in this institution was interrupted by his

death at 72 years of age.

His success as a teacher and the fame of his

teaching is well shown from the records which

are available to us. The Medical College of Geor-

gia had, at the time of its organization in 1832,

28 students. By the conclusion of the 1849-1850

session, the last year in which Dr. Eve taught in

that institution, enrollment had progressed to 195

students in each session. Similarly, the University

of Nashville grew from 136 students in its first

year of existence to 454 for the last session before

the War Between the States. This was the largest

class that ever assembled in any medical college

in this country outside of New York and Phila-

delphia.

His career as a teacher was marked by numer-

ous contributions to the surgical literature. He
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was able to write most interestingly of his many

military travels and of his experiences as a mili-

tary surgeon, and he commented on the need for

a journal of “Unsuccessful Cases in Surgery.”

Concerning this he said,

The prospectus of a medical journal designed to

become the record of unsuccessful cases would we
apprehend meet but with little encouragement. The

novelty of such a proposition might indeed attract

attention, but few could be induced to continue

their support by subscription and still fewer by

contribution to a periodical in which only unfavor-

able results in the practice of medicine and surgery

were to be found. Still there is a moral implied in

the above suggestion and we are required to be

often reminded of the obligation to discharge our

whole duty. Who is the faultless man who has not

erred in the practice of medicine and surgery? We
exercise a fearfully responsible calling and our

whole concern is to discharge faithfully our duty.

The consequences belong to God. The community

knows this fact, that we are not and cannot be

held accountable for the result of a single dose of

medicine or any operation whatever when pre-

scribed or performed according to the acknowl-

edged principles and practices of our profession.

The role of such a man in teaching medical

students, as well as in the continuing education

of physicians, is one which has continued in this

community across the years. Teaching at the Uni-

versity of Georgia, University of Louisville, Uni-

versity of Nashville, Vanderbilt University, Medi-

cal College of Missouri, and the Medical College

of Nashville, such wisdom can only survive across

the ages as a hallmark to be emulated by all

aspirants to proficiency in the field of medical

education.

The Government has been in the hands of the people. To the people, therefore, and to the

faith and able depositaries of their trust is the credit due. Had the people of the United

States been educated in different principles, had they been less intelligent, less independent,

or less virtuous, can it be believed that we should have maintained the same steady and

consistent career or been blessed with the same success?

While, then, the constituent body retains its present sound and healthful state everything

will be safe. They will choose competent and faithful representatives for every department.

It is only when the people become ignorant and corrupt, when they degenerate into a pop-

ulace, that they are incapable of exercising the sovereignty. Usurpation is then an easy

attainment, and an usurper soon found. The people themselves become the willing instru-

ments of their own debasement and ruin. Let us, then, look to the great cause, and en-

deavor to preserve it in full force.

Let us by all wise and constitutional measures promote intelligence among the people as

the best means of preserving our liberties.

James Monroe
FIRST INAUGURAL ADDRESS
MARCH 4, 1817
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THE NON-COMPLIANT PATIENT*

THOMAS FERGUSON, M.D.:

The patient under discussion is one whom I have

been following in the outpatient clinic for approximately

4 V2 months. She is a 44-year-old black female who
presented for elevation of high blood pressure, reported

to range in the neighborhood of 180/130 to 210/160

mm Hg. She was a Gravida III, Para III, Ab 0 woman
with onset of high blood pressure with her last preg-

nancy in 1967. She was asymptomatic except for occa-

sional headaches. She had a positive family history

for high blood pressure and stroke.

The blood pressure was 180/140 mm Hg. There were

no positional changes in the blood pressure. There was

Grade I hypertensive retinopathy without impairment

of visual acuity. Examination of the heart was normal

except for a slightly increased intensity of the aortic

determination of the serum and urinary electrolytes,

renal functional studies, rapid sequence IVP, renogram,

several 24-hour collections of urine for vanilmandelic

acid (VMA), catecholamines, 17-hydroxysteroids and

17-ketosteroids, x-ray of the chest and electrocardiogram

—all of which were normal. The assessment was essen-

tial hypertension.

Table 1 provides a summary of her course in the

clinic and later in the hospital. The first clinic visit was

for evaluation. She was instructed at this time about

a diet containing 2 gm of sodium. On the second visit,

she was begun on hydrochlorothiazide, 50 mg/day. On
the third visit this was doubled and, in addition,

methyldopa was begun. The blood pressure did not

respond. By the fourth visit, the methyldopa was in-

creased to maximum dosage and hydralazine added.

On the fifth visit medical non-compliance was suspected,

and she was advised to enter the hospital. She refused

Table

139123

Clinic Course:

Visit # 1 Evaluation and diet

# 2 Hydrochlorothiazide

# 3 -f Hydrochlorothiazide

4-Methyldopa

# 4 -j- Methyldopa

-j-Hydralazine

# 5 f Hydralazine

# 6 missed visit

# 7 D/C Methyldopa

Propranolol

# 8 -)-Propranolol

# 9 4-Propranolol

#10 -j-Propranolol

#11 -1-Guanethidine

#12 -fGuanethidine

#13 -|-Guanethidine

#14 -j-Guanethidine

#15 Admitted for further w/u and Rx

Hospital Course:

Rx 2 gm Na diet and above meds

Day 3 incapacitated 2° orthostatic dizziness

Day 10 control of BP 130/90 on

Follow up clinic visit

component of the second sound. No signs of failure

were detected or abdominal bruits heard.

Laboratory studies in the clinic included urinalysis,

*City of Memphis Hospital Case No. 139123

Presented June 9, 1976

1

BP 180/140 mm Hg.

50 mg q.d. 1807150

100 mg q.d.

500 mg h.s.

180/140

500 mg q.i.d.

50 mg b.i.d.

160/130

50 mg q.i.d. 180/140

10 mg q.i.d.

1807160

20 mg q.i.d. 160/130

40 mg q.i.d. 160/130

50 mg q.i.d. 150/120

10 mg q.d. 150/ 140

25 mg q.d. 160/140

50 mg q.d. 160/140

100 mg q.d. 160/120

160/120

HCT 100 mg q.d.

Hydralazine 50 mg q.i.d.

Propranolol SO mg q.i.d.

KCI 2 tsp q.d.

120/80

because of family problems and her inability to get

someone to take care of her children.

She missed her next clinic visit, and two weeks later

admission was again advised, but she again refused.

Methyldopa was discontinued and propranolol begun.
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The blood pressure at this time was 180/160 mm Hg.

During the next four visits, propranolol was increased;

on the tenth visit, a dosage of 200 mg/day was

attained, in addition to maximum doses of hydralazine

and hydrochlorothiazide. The pulse at this time was

90/min, and the suspicion of medical non-compliance

was reinforced. Recommended admission to the hospital

was again rejected.

On the 11th visit, guanethidine was started in gradu-

ally increasing doses until the 13th clinic visit, at which

time examination showed no orthostatic change in blood

pressure and a persistently rapid pulse. On the 15th

clinic visit, the patient consented to hospitalization for

further work-up and treatment.

Hospital management included a sodium restricted

diet, maximum doses of guanethidine, and near maximal
daily doses of propranolol, hydralazine, and hydrochloro-

thiazide. By the third hospital day the patient was
incapacitated by orthostatic hypotension. A protocol of

tapering medications was instituted. By the tenth hos-

pital day, the blood pressure was controlled on hydro-

chlorothiazide, hydralazine, propranolol, and potassium

chloride. She was instructed by a dietitian and re-

peatedly by her physicians regarding her medications.

On a follow-up visit one week after discharge from
the hospital, the blood pressure was 120/80 mm Hg.

Discussion

STEPHEN T. MILLER, M.D.;

This case demonstrates a problem which is

familiar to all of us: this frustrating encounter

with individuals who keep showing up in our

clinics but neglect to do what we recommend
to them is a common occurrence in clinical

medicine. Perhaps we should reflect on that

frustration for a moment because the first ques-

tion is, “What is our responsibility as physicians

to such patients?” Non-compliance with actions

which might promote health appears to be a prev-

alent trait of the human race. Many humans eat

too much, smoke cigarettes, consume too much
alcohol, neglect buckling their seat belts, and
otherwise display behavior which is deleterious

to their health. Therefore, it is not surprising

that they do not take pills prescribed for them.

What should we do about it? Should we only

care for the obedient and compliant patients and
leave the remainder to their own fate? Obviously,

I cannot outline the categorical limits of our

responsibility, but it is clear to me that we have

not discharged our responsibility as physicians

when, after appropriate evaluation and recom-

mendations, we do not do all in our power to

ensure that the patient has the necessary informa-

tion and behaviorial guidance to follow our ad-

vice. I make this observation because it is easy

to label a patient non-compliant and use that

label as an excuse for our further actions or in-

actions. Not all non-compliance is the patient’s

fault, although in this case it undoubtedly was.

Frequency and Causes

What can we do? Can we possibly identify

those individuals who will not adhere to recom-

mendations and devote special attention to them?

That identification would greatly simplify our

efforts. Summing up a large number of studies,

the mean proportion of non-compliers in our pa-

tient population is 50%. It does not particularly

matter what disease is involved. For example,

one-half of anemic, pregnant women do not take

their supplemental iron^; one-half of ambulatory

psychiatric patients do not take the medications

prescribed for them.^ This problem also trans-

cends our society. In tropical countries, 50% of

individuals do not take their antimalarial pro-

phylaxis.® With some conditions there appears

to be a more favorable response. For example,

65% of diabetics take their insulin as prescribed,

but 35% do not.^ Some conditions fare far worse.

In a recent study of otitis media, only 7% of chil-

dren received a 10-day course of antibiotics for

the infection.® To further dramatize the problem

and illustrate its magnitude, when antacids are

left at the bedside of patients hospitalized with a

peptic ulcer and the nurse instructs the patients

to take them and later returns to see what hap-

pened, only 42% of the prescribed doses are

consumed.®

Unfortunately, we cannot identify non-com-

pliant patients before they have the opportunity

to manifest their shortcoming. The best indicator

still remains the individual’s track record. In-

tuitively we might expect that demographic

characteristics would be helpful, but a large

number of studies have indicated that these

characteristics are not predictive of adherence

to instructions.^ Except in earliest childhood,

when compliance is obviously related to someone

else, and in the elderly, age does not produce

greater compliance with maturity. Race, and to

the extent in this country that it reflects social

and economic conditions, is not consistently re-

lated to compliance. Females, even though they

visit physicians more frequently, do not take

their medicines more often. With the exception

of one end of the spectrum, the functionally il-

literate, quite surprisingly the better educated

patient is not the more compliant one. A col-

lege graduate will not take his pills with any
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greater degree of consistency than a high school

graduate, or the latter more than an eighth

grade graduate. Also, occuption is not a pre-

dictor of compliance. A professional person is

not consistently more compliant than a laborer,

I do not know of any systematic studies of phy-

sicians, but there are numerous anecdotal ac-

counts of physician non-compliance, and some

of us may even have had some personal experi-

ences. Income, duration of disease, and external

fear do not seem to play a part. You cannot

scare someone into taking medicine regularly.

Then what are the determining factors? A
number of studies have revealed four determi-

nants which are important (Table 2). The pa-

Table 2

Variables Related to Compliance

Professional-patient relationship

Continuity of care

Perceived seriousness of illness

Rationale of therapy

tient’s relationship with the physician and conti-

nuity of care by the same physician are intuitively

obvious and supported by data. I am going to

consider in further detail the patient’s perception

of the seriousness of the illness and understand-

ing of the efficacy of treatment. They are im-

portant because theoretically, we can do some-

thing to modify them. The question is whether

the theory is supported by data.

Management

To support the theory, I will relate to you an

important study which is relevant to all of us as

therapists. Thomas Inui, M.D., was the chief

resident on the medical service at the Johns Hop-
kins Hospital when he did a study in the general

medical clinic of that institution.® In 1972 the

National High Blood Pressure Educational Pro-

gram commissioned a national survey of the

understanding of hypertension in the general

population.^ A surprising deficiency of knowledge

concerning hypertension was found in the general

population. For example, only one-third of the

population sampled knew that hypertension was

high blood pressure; most individuals thought it

was some sort of nervous disorder. Only two

out of five knew the normal blood pressure for

their age. Less than half knew an elevated blood

pressure could exist without any kind of per-
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ceived symptom. Inui concluded that if that were

true in the general population, it must be true

in the general medical clinic, and by educating

the patients, it might be possible to develop a

favorable outcome.

To inaugurate such an educational program, he

sat down with one group of interns and residents,

and conducted a tutorial. The patients of these

physicians were the experimental group. There

was another group of residents and interns who
conducted business in their usual way, and their

patients served as controls. The results are in

Table 3. Sixty-eight percent of the control pa-

tients were aware of the actions of their medi-

cations. Less than two-thirds knew their diet or

Table 3

Results of Education of Hypertensive Patients

by Physicians

Control Experimental

Knowledge of medications 68% 92%

Knowledge of diet 60% 90%

Aware of potential limitation 57% 98%

Aware of cardiac damage 68% 92%

Took 75% of pills 32% 61%

Blood pressure controlled 36% 69%

were aware of the potential limitations of their

activity by hypertension or of potential cardiac

damage. After the tutorials, the physicians in the

experimental group made only a minor modifica-

tion in treatment of their patients. On the aver-

age they increased the amount of time they spent

educating their patients by two to three minutes

at each visit. The brief session of patient educa-

tion produced a measurable increase in their

understanding of their disease. But more im-

portant is the impact on blood pressure control.

In the usual operation of the clinic, that is in

the control group, less than one-third of the

patients took as much as 75% of their pills.

After education, the number complying almost

doubled. The proportion of persons having their

blood pressure controlled increased from 36%
to 69%. This resulted simply from interns and

residents spending two to three minutes a visit

informing their patients what their illness was,

what the potential complications were, and why
the medications were prescribed.

It is important to note that patient education

of the type under consideration does not always

require a physician as the teacher. A study done

by a pharmacist in inner city Detroit^® investi-
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gated hypertensive patients and found that in a

selected population, only 17% of the dispensed

pills were consumed. After an educational inter-

vention, which consisted of an initial visit with

the pharmacist of 30 minutes and of six minutes

per visit thereafter, pills taken increased to 79%
and blood pressure previously uncontrolled in

the non-compliant group came under control.

Favorable results of this kind are easily dis-

puted. At the end of six months, the educational

program by pharmacists was terminated. Six

months after termination, the patients were right

back where they started. Small doses of educa-

tion are effective, but they must be repeatedly

applied. Also, professional intervention is neces-

sary. In a study in hypertensive steel workers in

Ontario,^ the educational stimulus was an audio-

visual demonstration plus a pamphlet written in

laymen’s language which patients could take

home and read. In addition, a high school grad-

uate trained in health education walked around

the steel mill reminding the hypertensive patients

to take their medications. It was found that,

without the professional intervention, a compli-

ance response failed to occur. That was per-

haps predictable from information gathered by

the national survey^ about where people get their

information about their health. It is from phy-

sicians and clinics. Everyone does not accept our

advice, but we are a far better source of in-

formation than anyone or anything else. We
cannot depend on television, pamphlets, and em-

ployers to dispense information. It is the phy-

sician’s responsibility.

I hope I have convinced you of the importance

of educating each patient on each visit. If the

data I have presented are accepted and if pa-

tient education is actively practiced, the pro-

portion of compliant individuals will increase

from one-half to two-thirds, but probably not

to 100%.

Further Approaches to

Promoting Compliance

The question remains, “What about the re-

maining non-compliant one-third?” What about

the patient whom Dr. Ferguson presented? We
do not have easy answers for managing those

individuals, but I think it is clear that the prob-

lems presented by them are beyond conventional

clinical approaches and we need some new ones.

There are a number of studies in progress on

“behavioral modification” in relation to hyper-

tension, some of them simple and some com-

plex, to determine what effect it might have on

compliance. These interventions can be as simple

as the following: Assume you tell a patient to

take an antihypertensive medication three times a

day. Is it possible that if you tell them specifically

to take their medication before each meal you

will get a better response than if you only tell

them to take it three times a day? We do not

know the answers and we do not know the

pharmacological implications of mixing pills with

food, but the hypothesis is being tested to co-

ordinate the taking of pills with environmental

cues.

On a more sophisticated level, some ingenious

techniques, such as medication packets and alarm

clocks, have been developed. We do not know

the efficacy of these approaches, the cost effec-

tiveness, or who is to pay for them. We also

have not determined the ethics of trying to

modify a patient’s behavior. However, there are

some individuals who want to stop smoking

cigarettes or eating excessively but cannot. I

think it is reasonable to consider that there are

a number of individuals who would like to take

their antihypertensive medication regularly but

cannot remember. If we can develop reminders

and bring in other disciplines to assist us, we

may reduce that final one-third of non-compliant

individuals to a smaller proportion.

Charles E. Kossmann, M.D., Editor
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SALIVARY GLAND SCAN
For two months, this 70-year-old man noted

weakness on the left side of his face. There was

no pain or tenderness. Palpation revealed a 1 cm
nodule in the submandibular area near the angle

of the jaw. There was weakness of muscles sup-

plied by the submandibular and buccal branches

of the facial nerve.

Thyroid studies, including a scan, revealed no

abnormality. A preoperative salivary gland scan

demonstrated the submandibular gland and duct

and parotid gland and duct (Fig. 1). The tail of

the parotid gland showed a very slight distortion

and reduced technetium concentration (Fig. 2)

when compared with the right parotid gland (Fig.

3). After oral stimulation with lemon juice, the

parotid and submandibular glands promptly ex-

creted the technetium into the region of the

tongue (Fig. 4). At surgery, a 1.2 cm nodule

overlying the left parotid was removed. This was

fibro-fatty tissue with non-specific inflammation.

A portion of the tail of the parotid gland was

removed. It showed normal parotid tissue with

some fibrous scarring.

Fig. 1. Left side salivary gland scan, 10 minutes

P = parotid gland

S = submandibular gland

Arrows indicate ducts.

This case demonstrated good visualization of

the parotid duct, submandibular duct, tail, head,

and body of the parotid gland and indentations

From the Department of Nuclear Medicine and Lfltra-

sound. Park View Hospital, Nashville, TN 37203.
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Fig. 2. Left side salivary gland scan, 15 minutes
P = parotid gland

S = submandibular gland

Arrows indicate ducts.

Fig. 3. Right side salivary gland, 20 minutes

P = parotid gland

S = submandibular gland

of the submandibular gland as well as discharge

of isotope from the parotid and submandibular

glands after oral stimulation. The inflammation

noted in the surgical specimen was related to a

parotitis the patient had many years ago before.

The quality of resolution seen in these studies

would be impossible to obtain with the old

scintillation cameras, but should now be possible

with the newer 37 tube scintillation cameras.

With this improvement in salivary gland scan-

ning, renewed interest in the salivary gland scan

will probably be seen. Indications for salivary

gland scanning are:
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Fig. 4. Left side salivary gland after lemon juice

P = parotid gland

S = submandibular gland

T = tongue

1.

Delineation of a palpable mass.

A. Is it inside or outside the salivary gland?

B. If it is inside the gland, where is it lo-

cated?

C. Does it concentrate a great deal of radio-

activity (Warthin’s tumor)?

D. Is it a cold nodule (almost any tumor

can produce a cold nodule)?

2. Is there obstruction of the parotid or sub-

mandibular ducts?

3. Is there poor isotope concentration such as

one might find in a Sjogren’s syndome?

4. If there is an inflammatory condition, does

uptake and excretion improve with reduc-

tion of the inflammation?

5. Is there retained salivary gland tissue post-

operatively?

Many of these questions should now be an-

swered with the improved instrumentation cur-

rently available.

Robert L. Bell, M.D.
Director

Lakeside Hospital
MEMPHIS, TENNESSEE

A PRIVATE PSYCHIATRIC FACILITY

Lakeside Hospital offers individualized treatment for adults and
adolescents with emotional problems and problems associated with drug

and alcohol abuse. The modem 84-bed facility offers:

Comprehensive medical services

* Multi-disciplined treatment approach

Recreational facilities including tennis, volleyball, and fishing

*24-Hour admission

Joel Reisman, M.D.
Medical Director

J. William Simpson, M.D.
Director, Alcoholism

Treatment Program

2911 Brunswick Road
Hwy. 64

At Interstate 40

(901) 388-7650

A Charter Medical

Facility
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SERUM TRANSAMINASES IN PEDIATRICS
Transaminases are enzymes which are re-

sponsible for the transfer of an amino group

of an amino acid to an alpha-keto analogue of

another amino acid. They are widespread in

animal tissues, plants, and microorganisms.

Serum glutamic oxaloacetic transaminase (GOT;
aspartate transaminase; AST) and glutamic

pyruvic transaminase (GPT; alanine transami-

nase; ALT) determinations are commonly used

in clinical medicine as diagnostic and manage-

ment aids, particularly for hepatobiliary and

cardiovascular diseases. GOT activity is found

in heart, liver, skeletal muscle, and kidney,

while GPT activity is found in liver, kidney,

heart, and skeletal muscle in decreasing amounts,

respectively.

Childhood diseases in which elevated transami-

nases are observed in serum include neonatal

giant cell hepatitis (idiopathic and viral), con-

genital biliary atresia, neonatal hepatic necrosis,

postnecrotic cirrhosis, Reye’s syndrome, viral

hepatitis, sickle cell disease (hepatocellular

necrosis and biliary obstruction), infectious

mononucleosis, alpha- 1 anti-trypsin deficiency,

and muscular dystrophy.

Because differentiation of hepatic and myo-

cardial diseases by the clinical laboratory is un-

commonly required in pediatrics, serum GOT
(SGOT) determination is usually sufficient. How-
ever, pediatric myocardial diseases which may
cause elevated SGOT activity include idiopathic

intrauterine or neonatal myocardial infarction,

penetrating or closed thoracic trauma, left coro-

nary artery arising from the pulmonary artery,

idiopathic arterial calcification, and enteroviral

myocarditis. In such instances a serum GPT
(SGPT) might be valuable, since SGPT tends

to be minimally elevated in myocardial disease.

Further, evidence of ischemic myocardial injury

has been noted at necropsy in 24% to 75% of

cases of congenital heart disease. It is reasonable

to assume that elevation of SGOT activity might

have been expected in some of these cases.

For transaminase values greater than 500 lU,

From the Departments of Pathology and Pediatrics,

University of Tennessee Center for the Health Sciences,

and Le Bonheur Children’s Hospital, Memphis, TN
38103.

the SGOT/SGPT ratio is less than one in 90%
of adult patients with acute viral hepatitis, in

spite of the fact that hepatic GOT activity is

roughly three times as great as GPT activity. The

reason for this reversal of the ratio of transami-

nase activity within the hepatocyte is unknown,

although canine studies have demonstrated slower

clearance of GPT from serum. Similar ratio data

from children is unavailable.

Conditions and medications which have been

associated with an apparent increase in SGOT
activity as determined by diverse techniques in-

clude para-aminosalicylic acid, ampicillin (IM),

hetacillin (IM), cloxacillin (IM), ascorbic acid,

hyperbilirubinemia, lipemia, bishydroxycoumarin,

sulfathiazole, and erythromycin. Apparent eleva-

tions of SGPT activity have been seen with

ampicillin (IM), barbiturate intoxication, bishy-

droxycoumarin, erythromycin, and lipemia. De-

creased activity of both enzymes may be seen

with severe malnutrition and with pyridoxine

deficiency. Exercise has been associated with de-

creased SGPT values.

As with any laboratory procedure, normal

values depend upon the accumulated experience

of a given laboratory with a specific technique

using normal and. abnormal specimens. In addi-

tion, normal values in children often are age-

variable. A selection of published normal serum

transaminase values is listed in Table 1. Karmen

units may be converted to International Units

(lU) by multiplying by a factor of 0.48.

Table 1

Normal SGOT and SGPT values as related to age*

Age SGOT SGPT
Birth-6 mos 37-43 lU 32-35 lU

6 mos-1 yr 31-37 lU 31-36 lU

1 yr-5 yr 19-24 lU 19-23 lU

6 yr-15 yr 9-12 lU 11-15 lU

Adult 5-40 lU 7-35 lU

*30°; Kinetic method

bide Corp., Rye, N.Y.)

(Centrifichem System, Union Car-

Serum specimens may be held at refrigerator

temperature for two to three weeks for SGOT
determinations and for one week for SGPT de-

terminations unless there is heavy bacterial con-

tamination of the specimens. Hemolyzed spec-

imens should be discarded, since erythrocytes

contain transaminase activity.

W. M. Gooch, III, M.D. and C. Sotelo-Avila, M.D.

254 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



HISTORY

A 31-year-old mentally retarded woman was admitted

to the hospital for evaluation of a heart murmur. She

had a history of increased shortness of breath for the

preceding three or four days, had been slightly febrile.

On admission she had a striking physical appearance

with short stature, prominent epicanthal folds, shortened

and somewhat inward curving fifth fingers. A simian

line is noted across the left palm and she was noted

to have Brushfield’s spots on her iris. On examination

she had a grade IV harsh systolic murmur at the left

sternal border fourth intercostal space with associated

thrill in this area. She had a prominent pulmonic

closure sound with a shock. An S3
gallop was audible

in the left sternal border. Fixed splitting of the second

sound could not be appreciated. Auscultation revealed

a few coarse rales at the right base posteriorly.

Discussion

A PA film of the chest showed an infiltrate

at the right base. There was prominent pulmonary

vasculature. The aortic knob was small. An
electrocardiogram obtained at that time (Fig. 1)

shows normal sinus rhythm at the rate of 73 per

minute. The PR interval is normal at 0.18 sec-

onds. There are prominent P waves in standard

lead 2 which are nearly IVi mm in height sug-

gesting right atrial enlargement. The diminutive

Q wave present in 1 and AVL, in association

with tall R wave in 1 and AVL immediately

following this, document the presence of counter-

clockwise rotation of the early QRS forces. Note

that the R wave in AVL is taller than the R wave

in 1. Note also that the R wave in 2 is of brief

duration and is followed by a very deep S wave.

From the Department of Cardiology, Saint Thomas
Hospital, Nashville, TN 37205.

These leftward counterclockwise forces are

diagnostic of anterior hemiblock. In a patient

with Down’s syndrome this finding is patho-

gnomonic of an endocardial cushion defect. The
very prominent S wave in standard lead 1 caused

by marked rightward late forces are secondary

to right ventricular enlargement. Note that the

forces are strongly anterior with prominent R
wave in VI and V2. Note also, that the T is

inverted in VI and V2. The systolic murmur
suggests that this patient had an endocardial

cushion defect with communication at the ven-

tricular level and probably at the atrial level

also. Because of the patient’s mental retardation,

cardiac catheterization for further documentation

was not carried out.

Fig. 2

Figure 2 is a frontal plane vectorcardiogram

showing counterclockwise rotation of QRS forces.

Note the initial small rightward forces accounting

for the diminutive Q wave in 1 and AVL followed

by prominent left superior forces responsible for

the tall R wave in AVL and 1 prior to the right-

ward terminal forces which caused the prominent

S wave in standard lead 1.

Final electrocardiographic diagnosis: Left an-

terior hemiblock compatible with endocardial

cushion defect and right ventricular enlargement.

W. Barton Campbell, M.D.

Co-Director
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The anteroposterios pelvic radiographs below fA and

B) are of two different patients. Each patient has had

a Lippe’s loop inserted into the uterine cavity. In which

patient is the lUD positioned correctly and in which

patient has the lUD perforated the uterus?

Discussion

Perforation of the uterus by the Lippe’s loop

has been reported in 1 per 1,000 to 1 per 2,500

cases. Perforation occurs at the time of the in-

sertion of the lUD into the uterine cavity and

is visually asymptomatic and unrecognized.^

Complications of uterine perforation by lUDs
include small bowel obstruction, abdominal pain

and post-insertion pregnancy

d

Patient A

loop perforations.^ He noted that when the

Lippe’s loop is in its inserter, it is completely

straight. As it is ejected from the inserter onto

a flat surface, the loop assumes its natural double

S curve and the distance between the bulbous

tip and the second loop is 1 cm. When the loop

is currectly positioned in the uterine cavity, as

in patient A, the loops are compressed together

and the distance between the bulbous tip and

the second loop decreases to 2 or 3 mm. How-

ever, once the loop has perforated into the

peritoneal cavity, it is no longer compressed by

the confines of the uterus, and it assumes the

shape it had when it was lying free. Thus the

widened Lippe’s loop should be taken as pre-

sumptive evidence of perforation, and hystero-

salpingography or ultrasound should be performed

to definitely document this.

A. James Gerlock, Jr., M.D.

Patient B

The anterior posterior radiograph of the pelvis

can be used to make the diagnosis at uterine

perforation by a Lippe’s loop. This is made
possible by the fact that once the Lippe’s loop

perforates the uterus and escapes the confines of

the uterine cavity it uncoils. This uncoiling of

the loop is seen on the radiograph as a widening

of the distance between bulbous tip and second

curve of the loop as seen in patient B. Eisenberg

described this as the widened loop sign of Lippe’s

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.
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Answer: Patient A has the lUD correctly po-

sitioned, while the lUD in patient B has per-

forated the uterus.
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ffomlheteiificiiree dcpoflmenl
of public heollh

TENNESSEE’S VOLUNTARY
FLUORIDATION PROGRAM:

A Milestone in Preventive Dentistry

Fluoridation of community water supplies in

Tennessee has been successfully implemented

and maintained with an emphasis on education

rather than legislative mandate. This philosophy

of education and the voluntary process has had

strong support by the Tennessee Department of

Public Health (TDPH) and the Tennessee Den-

tal Association (TDA) since the program’s be-

ginning in 1951. At the end of the 1975-1976

fiscal year, approximately 3 million persons, or

more than 92% of the 3.4 million Tennesseans

who drink water from a public water system, are

drinking fluoridated water, placing Tennessee in

the top six to ten states in a nationwide ranking.^

Experience with the community fluoridation

program in Tennessee during the first 12 years

revealed a pressing need for financial assistance

in certain small communities. A pilot program

was initiated in this state, and administered

through the TDPH, by whieh 50% of the fluori-

dation project’s cost would be provided by state

funding and the remaining portions would be

provided locally.^ In order to qualify for such

assistance, a community of less than 10,000

population must meet state requirements for an

approved public water system. To date, 57 small

communities have fluoridated (or are in the

process) under this program.

In 1971 the community fluoridation program

seemed to have reached a “leveling off” period.

Recognizing the value of fluoridation as a major

public health measure, the TDPH and the TDA
explored several possibilities for future direction,

one of which was mandatory fluoridation. This

alternative was rejected with the feeling that the

small percentage of communities still without

fluoridation (affecting 600,000 persons) could

better be reached through additional education

and financial incentive.

The past success of the state’s 50% financial

assistance program influenced the initiation of a

new contract with HEW’s Division of Dentistry

offering up to 100% funding for qualifying com-

munities. Included in this contract was a pro-

vision for staffing the TDPH’s Division of Dental

Health Serviees with a sanitary engineer to re-

vive the community fluoridation program. The

engineer was further charged with upgrading the

monitoring and surveillance of public water sys-

tems already fluoridated. The TDPH currently

operates under both the 50% state funding eon-

tract and an up to 100% assistance program

similar to the HEW contract which has expired.

By demonstrating financial need, meeting require-

ments for an approved public water system, or

showing the capability for maintenance of a safe

fluoridation program, a community may qualify

for one of the assistance programs.

According to a sampling of public water sys-

tems in Tennessee by the Environmental Protec-

tion Agency in 1970, about one-half of fluori-

dated systems were adjusting their fluoride

content below the optimal level of one part per

million.^ An intensive educational effort followed

during which the TDPH conducted courses for

water plant operators throughout the state, made
personal contacts for consultation and follow-up,

and made surveillance equipment available to

regional dental consultants. In 1974 a survey

by Shannon and Wescott of 629 fluoridated

communities in 12 southern states showed Ten-

nessee with an improvement in number of water

systems maintaining the optimal fluoride level.

^

The Division of Dental Health Services (TDPH)
conducted a random sampling of public water

systems in 1976 and found that approximately

two-thirds of those are now fluoridating at the

optimal level. Much effort is being directed

toward upgrading the maintenance of the re-

maining one-third of these systems.

Through prevention, by means of fluoridation,

we can realize a tremendous cost savings in ex-

penditures for corrective treatment. Tlie Chil-

dren’s Incremental Dental Health Project in

southeastern Tennessee and northern Georgia

(1968-1974) indicated that per capita expendi-

tures for corrective dental treatment average

50% less in those communities where public

water supplies are fluoridated. Other studies

across the nation indicate similar findings.

Much of the success of Tennessee’s voluntary

fluoridation program must be attributed to the
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support and active assistance of private dental

and medical practitioners across the state. Pri-

vate dental practitioners are often regarded by

the community as being totally representative of

dentistry in their area; therefore, their opinions

and actions count heavily in guiding the com-

munity’s dental health program. Private medical

practitioners, on the other hand, often outnumber

the local dental component and may be more

widely known in many communities. In the

latter instance, particularly, local medical society

strength and support become vital to the dental

public health effort. Of course, dental health

cannot be isolated from general public health

when caring for the “whole person.”

Every community in Tennessee with a popu-

lation of 10,000 or more is now fluoridated; this

represents some 243 communities. The other side

of the coin shows 8% of our population, about

336,000 persons, drinking from non-fluoridated

public water supplies.

The two major tasks now are (1) to ensure

that all fluoridated water systems in Tennessee

reach and maintain the optimal level of fluori-

dation; and (2) to provide the education and

financial incentive needed by the remaining non-

fluoridated communities in order that they may
become participants in this vitally important

public health preventive measure. Both private

and public health physicians are needed to help

make these goals a reality.
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THE COMMUNITY MENTAL
HEALTH CENTER:

An Effective Approach to Mental

Health Care

It became apparent in the 1940s that mental

illness was a major problem in our country

and that the existing system of mental health

services delivery was inadequate to meet the

needs of those individuals who required care.

Psychiatric hospitals were over-crowded and

under-staffed; psychiatrists in private practice

were practically unheard of in many parts of

the nation. A design for a new system for the

provision of mental health services was not to

emerge, however, until 1963. Since that time,

through the efforts of certain concerned and

supportive presidents and Congresses, state legis-

latures, federal, state, and local governments,

mental health and other professionals, and pri-

vate citizens, the community mental health center

has come into existence and is proving daily that

it is an effective approach to mental health care.

In the late 1960s and early 1970s, the Ten-

nessee Department of Mental Health and Mental

Retardation initiated plans which will eventually

insure that every resident of the state who may
require mental health services, will have access

to a full range of services within his own com-

munity. The state was divided into 30 geographic

areas, and the responsibility for the development

of a comprehensive community mental health

center in each area was assigned, in the majority

of cases, to a private, non-profit corporation,

whose board of directors is composed of citizens

who represent all elements of the community.

Currently 16 centers, whose service areas in-

clude over 2,223,500 residents of Tennessee,

have achieved comprehensive status, and all of

the remaining 14 are working toward that goal.

What is a comprehensive community mental

health center? If we define it in terms of the

services which it must provide or insure the

availability of, through affiliative agreements, we

would say that the comprehensive community

mental health center offers outpatient, inpatient,

24-hour emergency, partial hospitalization, tran-

sitional half-way house, and consultation and ed-

ucation services to residents of its service area,

regardless of age (children and youth and the

elderly), creed, race, color, sex, natural origin,

duration of residence, ability to pay, or type of

mental or emotional disorder (including the alco-

hol and drug abuser and the chronically mentally

ill).

It is required that a broad range of treatment

modalities be available within each of the ser-

vice elements; for example, outpatient services

should include (in addition to individual ther-

apy) group therapy, family therapy, chemo-

therapy, marital therapy, etc. Furthermore, the

services of the center and of its affiliates must

be coordinated and organized in such a manner

as to insure that an individual client may move

from one service to another as his progress, or

lack of progress, dictates.

The comprehensive community mental health

center may also be defined in terms of its ac-

cessibility to actual or potential users of its

services. Locating the center near the majority

of people in the service area, considering the

availability of (or offering) transportation, pro-

viding for outreach clinics in remote areas,

initiating a home-visit program, and offering

services during evenings, nights, and weekends

are some of the mechanisms employed by most

centers to insure that the mental health needs

of their assigned area may be identified and met.

Financial accessibility is promoted by basing fees

which are charged for services on the individual

client’s ability to pay. Also, attention is given

to the removal of procedural, physical, and psy-

chological barriers which would deter the use of

services.

The comprehensiveness of the services of the

center may be depicted by the variety of mental

health professionals and para-professionals who

bring their collective skills to bear on the needs

of the community and of individual clients. The

staff of the center must be qualified by education,

training, and experience to provide programs of

specialized services to certain groups: children

and youth, adults, the elderly, alcoholics and al-

cohol abusers, drug addicts, and drug abusers,

and clients who have been referred by the

courts.
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Additionally, the clinician often is required to

function as a consultant and educator as services

are provided to individuals and agencies in the

community who are involved with mental health

services: health professionals, schools, courts,

law enforcem.ent and correctional agencies, mem-
bers of the clergy, human services delivery sys-

tems, etc. In assuming the role of a consultant,

the clinician does not become directly involved

with a client, but assists other care-givers to

acquire skills and employ treatment techniques

which will enable them to provide mental health

services.

Having sufficiently delineated the roles and

responsibilities of community mental health cen-

ters, it is important that we examine the effect

that the centers’ programs have had on mental

health services on a national level and in our

state.

In passing the Community Mental Health

Centers Amendments of 1975, Title VI of P.L.

94-63, the Congress of the United States found

“that ( 1 ) community mental health care is the

most effective and human form of care for a

majority of mentally ill individuals; (2) the

federally funded community mental health cen-

ters have had a major impact on the improve-

ment of mental health by (a) fostering coordi-

nation and cooperation between various agencies

responsible for mental health care which in

turn has resulted in a decrease in overlapping

services and more efficient utilization of available

resources; (b) bringing comprehensive com-

munity mental health care to all in need in a

specific geographic area regardless of ability to

pay, and (c) developing a system of care which

insures continuity of care for all patients, and

thus are a national resource to which all Ameri-

cans should enjoy access.”

U.T. Medical Grand Rounds

Continued from page 251

et al: The effect of clinical pharmacy services on pa-

tients with essential hypertension. Circulation 48:1104-

1111, 1973.
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Dr. Ed Kelty of the National Institute of

Mental Health reports in Community Mental

Health Review (vol 1, no 5, 1976) that “com-

munity mental health centers are now providing

almost one quarter of all mental health care

treatment episodes in the United States” while

receiving “only 4.2% of the total expenditures

for direct mental health care.”

The situation in Tennessee at present is that

community mental health services are being pro-

vided to over 38,000 active clients through cen-

ters or clinics which are located in 77 of the

state’s 95 counties. As a consequence, the prob-

lems of over-crowding and under-staffing in the

state’s regional mental health institutes are being

ameliorated through census reduction, as the

centers are able to assume more of the responsi-

bility for early detection of mental illness or

emotional disturbance and early intervention, for

referring the client to the state facility only when
it is necessary and appropriate, for working with

the hospitalized client, his family, and the insti-

tute staff in planning for the client’s early return

to the community, and for providing continuing

treatment in the community for individuals who
have been discharged from the institutes.

The community mental health center program

in Tennessee, as well as nationally, has proven

to be an effective approach to mental health care.

It has been demonstrated that both the quality

and quantity of mental health services, which are

available in our state, have improved significantly

as centers have been established and as they have

developed programs designed to meet the specific

needs of their communities. We anticipate con-

tinued progress as more centers move toward

and achieve comprehensive status.

Malita Bratcher, R.N.
Director, Community Mental

Health Services

11. Sackett, DL, Haynes, RB, Gibson, ES: Rando-
mized clinical trial strategies for improving medication

compliance in primary hypertension. Lancet 1:1205-

1207, 1975.

12. Zifferblatt, SM: Increasing patient compliance
through the applied analysis of behavior. Preventive

Med 4:173-182, 1975.
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PRINCIPLES OF MEDICINE
ROBERT MATZ, M.D.*

As we enter the last quarter of the twentieth

century, the practice of medicine is being in-

creasingly defined all too specifically by an

avalanche of institutional, city, state, and Federal

regulations. It was thus deemed appropriate to

codify some of the rules and principles by which

the profession has survived and operated up to

the present time. This effort is still preliminary

and incomplete and owes a major debt to

Maurice B. Strauss, M.D., whose Familiar Medi-

cal Quotations (Boston, Little Brown and Co.,

1968) should be a required reference work for

all physicians. I must add that I have reversed

Dr. Strauss’ suggestion and followed Anatole

France; “When a thing has been said and well

said, have no scruple: take it and copy it. Give

references? Why should you? Either your readers

know where you have taken the passage and the

precaution is needless, or they do not know and

you humiliate them.” Or to put it in simpler

terms, plagiarism is the basis of civilization.

Principles

1. Loeb’s laws of medicine:

A. If what you’re doing is working, keep

doing it.

B. If what you’re doing is not working,

stop doing it.

C. If you don’t know what to do, don’t do

anything.

D. Above all, never let a surgeon get your

patient.

2. Sutton’s Law. William Dock, M.D., on

ward rounds when he discovered that every test

had been done except the appropriate one, sug-

gested that the student follow Sutton’s Law,

which he defined as follows; Willy Sutton, the

bank robber, was asked why he always robbed

banks rather than hotel clerks, filling stations,

or other easy marks. He replied, “Because that’s

where the money is.”

*Associate Director of Medicine, Montefiore-Morris-

ania Affiliation, and Associate Professor of Medicine,

Albert Einstein College of Medicine.

Reproduced with permission from the New York State

Journal of Medicine (p. 99, Jan., 1977).

3. Medications:

A. Life is not a drug-dependent state.

B. Patients can get well without antibiotics.

4. Homer Smith’s Law. The function of the

heart is to pump blood to the kidneys.

5. Murphy’s Laws:

A. If it is absolutely impossible for any-

thing to go wrong, it will anyway. Try-

ing to correct it will only make matters

worse.

B. If anything can go wrong, it will.

C. When anything goes wrong, it does so

all at once.

D. Any error that can creep in, will. It will

always be in the direction that will do

the most harm.

E. When left to themselves, things go from

bad to worse.

F. If two things can go wrong, the worst

one will happen.

G. If something goes wrong, it will be at

the most inconvenient time.

6. If everything seems to be going well, you

have overlooked something.

7. If everything is going badly, increased ef-

forts will only make things worse.

8. Under carefully controlled conditions, ma-

chines and organisms behave as they please.

9. Parkinson’s First Law. Work expands to

fill the time available for its completion.

10. The Peter Principle. In a hierarchy, every

employee tends to rise to his level of incompe-

tence.

The Peter Corollary. In time, every post tends

to be occupied by an employee who is incompe-

tent to carry out his duties. Thus: Work is ac-

complished by those employees who have not

yet reached their level of incompetence.

11. Gordon’s Law. If a research project is not

worth doing at all, it is not worth doing well.

12. Pardee’s Law. There is an inverse relation-

ship between the uniqueness of an observation

and the number of investigators who report it

simultaneously,

13. Kunin’s Law. Garbage times garbage

equals garbage squared (referring to a series of

poorly done tests).

14. Phineas P. Phineagle’s Law. The more

complicated one makes a treatment, the more

hopelessly will it become botched.

15. Rumple’s Rule. No hospital staff phy-

sician is totally worthless; he can always be

used as a horrible example.
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16. Hawkin’s Law for Surgeons. The lesser

the indication, the greater the complication.

17. Shumway’s Law. Bleeding always stops.

18. Law of Medical Hysteria. Inappropriate

medical activity is directly proportional to the

gravity of the patient’s illness and inversely

proportional to the likelihood of real or lasting

therapeutic benefit.

19. Lord Brock’s Dictum. If a patient has

had an upper abdominal illness or upper ab-

dominal operation and then has an illness associ-

ated with anomalous features at the base of one

side of the chest, one should diagnose a sub-

phrenic abscess and go on diagnosing it until

it has been excluded.

20. White’s Law. When a patient is beyond

fifty years of age, one should make at least two

diagnoses.

21. Merskey’s Rules:

A. Do a silly test and you get a silly

answer.

B. In the hospital more deaths occur in

bed than out of bed, so get the pa-

tient out of bed!

C. Any drug can do anything!

22. Danowski’s Law. There are no brittle

diabetics; only brittle physicians.

23. It takes two years to learn when to go

into the abdomen and twenty years to learn when

to stay out.

24. A drug is that substance which when in-

jected into a rat will produce a scientific report.

25. Weinstein’s Principle, (on the cost of treat-

ments for possible cases of subacute bacterial

endocarditis) “It’s still cheaper than the cheapest

funeral.”

26. William Dock, M.D., on the use of peni-

cillin to treat acute bacterial endocarditis in a

patient with penicillin allergy: “Better red than

dead.”

27. Louria’s Law. Three antibiotics equal one

fungal infection.

28. There is no subject, however complex,

which if studied with patience and intelligence,

will not become more complex.

29. Furthermore:

A. Common things occur commonly.

B. The race may not always be to the

swift nor the battle to the strong, but

it’s a good idea to bet that way.

C. When you hear hoofbeats think of

horses, not zebras.
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D. Place your bets on uncommon mani-

festations of common conditions rather

than common manifestations of un-

common conditions.

30. Littmann’s Rule (for the treatment of con-

gestive heart failure): The longer it took for failure

to develop, the more time I take to return the

patient toward normal.

31. A committee is a group of persons who
having found a common objective meet periodi-

cally to change it.

32. Dock (on obstetrics): The proper training

for obstetrics consists of nine months of internal

medicine, about twenty minutes of obstetrics for

multiparous births or two hours for primiparas, a

dash of surgery for the occasional cesarean, and

forty minutes of pediatrics.

33. Spodick (on clinical experience and the

failure of growth of wisdom): “One is reminded

of Napoleon’s mules—they had seen 100 cam-

paigns, but they were still mules.”

34. Only God can make a random selection.

35. Barach’s Rule. An alcoholic is a person

who drinks more than his own physician.

36. Patient’s Rule (concerning his symptoms):

It’s not a matter of life or death—it’s much more
important than that.

37. Lord Cohen’s Aphorism. The feasibility

of an operation is not the best indication for its

performance.

38. Ambiguous questions lead inevitably to

ambiguous results. The computer specialists have

a phrase for the problem: “Garbage in, garbage

out.”

39. Hart’s Inverse Care Law. The availabihty

of good medical care tends to vary inversely with

the need for it in the population.

40. The Chief’s Basic Rules:

A. The Chief is right.

B. In the impossible hypothesis that a

subordinate may be right, rule A be-

comes immediately operative.

41. Fenagle’s Laws on Information:

A. The information you have is not what

you want.

B. The information you want is not what

you need.

C. The information you need is not what

you can obtain.

42. The Golden Rule of Academic Advance-

ment. Do unto others as they would do unto you;

only do it first.

43. Myth of the Immaculate Perception. The
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belief that we, at least, are uniquely discerning in

the measurements we make.

44. If it looks easy, it is tough. If it looks

tough, it’s damn near impossible.

45. When working toward the solution to a

problem, it always helps to know the answer.

46. Minor deviations from a sought answer

may be compensated for by the “credibility fac-

tor”: that quantity which when multiplied by, di-

vided by, added to, or subtracted from the

answer you get, gives the answer you know you

should have gotten.

47. In any given operation, the source of the

error will never be determined if more than one

person is involved.

48. Most constants are variable.

49. To err is human, but to really mess things

up requires a computer.

50. No amount of genius can overcome a pre-

occupation with detail.

51. Good intentions:

A. Good intentions randomize behavior

and are far more difficult to cope with

than malicious behavior.

B. If good intentions are combined with

stupidity, it is impossible to outthink

them.

52. If something has been stated in such a way

that nobody can misunderstand, someone will.

53. Democratic principles:

A. Biologic phenomena cannot be deter-

mined in a democratic manner.

B. The decision for or against a given

mode of therapy cannot be made by

plebiscite.

54. The more questionable the indications for

requesting a laboratory test, the greater the prob-

lems the answer will cause.

55. Nature always sides with the hidden flaw

in the system.

56. Every psychoneurotic ultimately dies of

organic disease.

57. Curing:

A. The leaving of an order never cured a

patient.

B. No patient was ever cured by a labora-

tory determination.

58. A good heart and kidneys can surmount all

but the most willfully incompetent fluid regimen.

59. Beware of the physician who is great at

getting out of trouble.

60. A physician’s life is a constant and losing

battle against obsolescence.

61. The problem with calling in a consultant is

that you may feel obligated to take his advice.

62. If you cannot figure out a patient’s prob-

lem, perhaps someone else can.

63. If a particular treatment cannot help a

patient, the fact that nothing else can does not

constitute an indication for that therapy.

64. You cannot diagnose a condition if you

do not think of it.

65. The quality of survival is as much the

physician’s responsibility as the facts of survival.

66. Textbooks of a previous generation were

as large as the textbooks of today, but, contained

a different body of misinformation.

67. New equipment and new procedures may
improve medical care, but seldom decrease the

cost.

168 Street and Gerard Avenue
The Bronx, New York 10452
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Thinkyou know all about
asthma? !

Then you should know all about TEDRAL.
It provides—

rapid symptomatic relief, as well as prophylaxis

y8-ADRENERGIC ACTION THAT RELAXES BRONCHIA)
SMOOTH MUSCLE
a-ADRENERCIC ACTION THAT REDUCES BRONCHIA)
EDEMA AND SECRETIONS
synergistic action of ephedrine and theophylline for effectivi

and prolonged bronchodilation

dosage forms to meet individual patient needs

For asthma management...

Tedrar, TedrarSA TedtaTElixi
Each tablet contains 130 mg
theophylline, 24 mg ephedrine
hydrochloride, and 8 mg
phenobarbital.

Each tablet contains 1 80 mg anhydrous theophylline Each 5 ml teaspoonful contains 32.5 mg
(90 mg in the immediate release layer and 90 mg in theophylline, 6 mg ephedrine HCI, and 2 mg
the sustained release layer); 48 mg ephedrine phenobarbital; the alcohol content is 1 5%.
hydrochloride (16 mg in the immediate release layer

and 32 mg in the sustained release layer); and 25 mg
phenobarbital in the immediate release layer.

SUSTAINEDACTION

WARNER/CHILCOTT
Division. Warner-Lambert Company
Morris Plains, New Jersey 07950 T-GP-74-E
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The Year Ahead

C. Gordon Peerman, Jr.

During the past year it has been my privilege to serve as President of

the Tennessee Medical Association. Besides the honor, this office has

provided for my personal enrichment by enabling me to meet so many of

the doctors in this state. I continue to be impressed by the dedication of

individual physicians to the health of their patients and the welfare of

society.

Dfc/idenlV
|Mi9e

The overriding concern of the profession this year has been the medical

liability crisis. Steps have been taken to form our own medical liability

insurance company and to implement the tort changes enacted by the

Legislature. The insurance company is off to a commendable start but will

require careful and fiscally sound management. Further changes and

adjustments will be needed in legislation, particularly with regard to the

Medical Malpractice Review Boards. In all it has been a good start and

there are signs that the liability problem may no longer be increasing.

In the near future we need to address ourselves to the question of

National Health Insurance. It is necessary for us to provide responsible

leadership as the national program evolves. We need to be imaginative

leaders and not merely observers as when the Medicare and Medicaid

laws were enacted.

Our professionalism is being attacked by the Federal Trade Commission

in its suit regarding advertising by doctors. It is necessary for us to protect

our ethical standards which are both in the public’s and the profession’s

best interest.

Fortunately for us we have a politically active and knowledgeable leader

in our new President, David H. Turner, M.D., of Chattanooga.

He is introduced in this issue of the Journal, so I will not repeat all of his

achievements. Besides his participation in medical matters, he has been

active in the legislative process and the Republican Party. He has served as

chairman of the Hamilton County Republican Party and as alternate

delegate to the Republican National Convention. With this background,

he is particularly qualified to lead the Association in a time when the

increased political action is in the interest of the Association and the people

of Tennessee whom we serve. I solicit for him the same consideration and

assistance which you have given me during the past year.

Very sincerely,

PRESIDENT



DAVID H. TURNER, M.D.

Chattanooga



David Turner, M,D,
89th President—Tennessee Medical Association

HE YEAR 1977-78 promises to be a productive one for the Tennessee Medical Association. The

TMA possesses in its new President a man of skill, courage, experience, and foresight. Here is

one of medicine’s most enthusiastic workers in our state and the AMA. He is well qualified to hold

the highest office of our association.

David H. Turner, M.D., is a physician who has participated actively in medical and legislative

matters, which uniquely qualifies him to serve as President. He is a man of principle and conviction.

He weighs alternatives and makes decisions based on fact.

Bom in Jasper, Tennessee, January 12, 1927, Dr. Turner received his early education in Marion

County Schools in Tennessee, and graduated from Baylor School in Chattanooga. He attended the

University of Virginia and Vanderbilt University, and graduated from the University of Tennessee

Medical School in 1952. After completing internship at Baroness Erlanger Hospital in Chattanooga

in 1953, he was in general practice at Jasper, Tennessee from 1954 through 1957. He entered a resi-

dency in ophthalmology at Emory University in Atlanta in 1957, which continued through 1960. He
has practiced ophthalmology in Chattanooga since that time.

His service in medical societies has been extensive. His memberships include local, state, and na-

tional organizations. Dr. Turner is a member of the Academy of Ophthalmology and Otolaryngology,

American Association of Ophthalmology, and a Fellow in the American College of Surgeons. He has

served as president for the Tennessee Academy of Ophthalmology, 1972-73. He was secretary-

treasurer of his specialty society in 1967-70. Dr. Turner’s professional and leadership abilities are

evidenced by the number of posts held in these medical societies. Since 1973 Dr. Turner has served

as an alternate delegate from Tennessee in the American Medical Association’s House of Delegates.

He has fought against political medicine and has worked unceasingly for the benefit of his patients

and the profession of which he is a member. He is dedicated to the highest principles of medicine

and has the ability to cope with the issues with which medicine is faced.

Your next President has also been active in community affairs. He has served as chairman of

the Hamilton County Republican Party, 1974-75, and an alternate delegate to the Republican Na-

tional Convention in 1976. Dr. Turner was chairman of the Board of the Greater Chattanooga

Christian Services and Children’s Home, 1975-76. Among his other service activities are terms as

president of the Chattanooga Christian Medical Society, 1974-75, and chairman of the Tennessee

Valley Medical Assembly in 1969.

He is married to the former Mary Shook of Jasper, Tennessee. They have four children, a daugh-

ter, Mrs. Kathy Lucas; two sons, David H., Jr., and Tom, both of whom are students at the Univer-

sity of Alabama. Their third son, Paul, is a student at Baylor School in Chattanooga. Dr. Turner’s

hobbies are all types of skiing, hunting, fishing, and politics.

The Tennessee Medical Association is indeed fortunate to have as its new President a physician

of Dr. Turner’s experience and dedication. He will serve the TMA and its members effectively.
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Paul Fitzsimmons Eve, M.D.

Tennessee has numbered among its citizens

many illustrious physicians, among them several

presidents of the American Medical Association

and men of outstanding academic and profes-

sional accomplishments. None has surpassed Paul

Fitzsimmons Eve, recognized as one of the fore-

most surgeons of the nineteenth century; profes-

sor of surgery at a number of medical schools,

among them both the University of Tennessee

and VanderbUt; soldier; president of the AMA;
and the father of two illustrious sons, Paul F., II

and Duncan.

This year of 1977 marks the centennial of the

death of Paul Fitzsimmons Eve, and as a salute

to this remarkable man the Journal carries a se-

ries of papers presented last year as a memorial

to him by the Nashville Surgical Society as a part

of Nashville’s celebration of our nation’s Bicen-

tennial. Nothing could have been more fitting,

for in the year of Dr. Eve’s birth, 1806, the na-

tion was still very young, and if, as many of us

think, the nation was born with the ratification of

the Constitution, it was only 18 years old.

Though he was bom in Georgia, he claimed

Nashville as his home, and through him and his

sons, the lives of many Tennessee physicians were

enriched. Indirectly, that includes us all.

J.B.T.

The New Doctors

Angry young people have always been with us;

we were young and angry once. But they have

been angrier than I remember being, and since

the generations of angry young doctors are only

five years long, I have lived through a few of

them. And irate young doctors have rebelled and

have grown up, whereupon they joined the older

practicing physicians and were replaced by a new
group of angry young physicians, who like civili-

zations piled on top of one another, were them-

selves replaced by still another group of indignant

young doctors.

From what I have read, these people lost their

anger when they lost their youth. It is more than

likely that they acquired wisdom with age; cer-

tainly, information came their way. Is to be young

to be immature? I do not belittle them, I look at

the record.

Frank Cole, M.D., Editor

Nebraska Medical Journal

For 15 or 20 years now I have been reading

about angry young men, occasionally making

contact, and even now and then even running

afoul of one. Some of them have been doctors.

Dr. Coles’ editorial set my mind to retracing a

well worn path, and unless memory fails me, I

have to take issue with him. Since he does not

use the editorial we, I assume he means “we

were all young and angry once.” We were sure

enough all young once. But I can’t for the life of

me remember being angry in the sense of a pro-

longed slow burn, nor do I remember it in any

of my contemporaries.

Over the years I have periodically tried to dis-

cover the reasons for this. Has time simply dulled

the memory, or were we ignorant of the issues, or

perhaps just lacking in compassion? Or were the

issues less important or less clearly defined?
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I entered college at a time when the world was

beginning to fall apart. Hitler was elbowing his

way around Europe, but generally we were op-

timistic. Pursuit of a medical career kept me and

my classmates pretty well occupied. When we

weren’t studying we were recuperating in various

college-type diversions, and had only a passing

interest in other things.

Pearl Harbor interrupted a weekend respite

from cadaver dissection, and my class—or most

of it—was the first to make the circuit in three

years. The heat was on, because we were of a

generation which, unlike some later ones, believed

that in order to be a doctor (in a word, to gradu-

ate from medical school) one needed to absorb

a certain amount—large—of medical informa-

tion. We sometimes got angry when the situation

called for it. But we were not what you could

have called angry young men.

I spent my senior year working as an intern,

with just enough spare time to study and get

engaged. I got an M.D. degree, a commission,

and a wife all in the same day and in that order.

Because there were too few interns during the

war, during my internship of nine months I

rotated with a senior medical student. There was

not even time to learn to know my wife. Some-

times I got angry about that, but mostly I was

too tired. The patients had to come first. It was,

after all, what I had set out to do. It never oc-

curred to any of us to strike for better hours

(there was no one to replace us) or better pay

(we didn’t get any—we didn’t know we were

supposed to).

After an overseas tour of duty, I came back

to the wife I had been with so little, a two-year-

old child I had seen only twice, and a surgical

residency. Making rounds before eight o’clock

surgery, which lasted all day, working up patients

and more rounds when that was done, and getting

home “beat” every other night left no time for

being angry—only for trying to get to know my
family. By the time I began a pathology residency

two years later, I was nearly 30 years old and

“over the hill.”

Perhaps to be young is indeed to be immature,

although to be immature is not necessarily to be

young. In thinking back to those days I’m sure

we were not really any more or less mature than

the young men of later times. Our immaturity

showed up in other ways. I empathize with them

in their anger. But we expected to be busy. Hard

work was assumed to be a part of becoming a

doctor. Nobody ever promised us—or them—

a

rose garden.

Like Dr. Cole, I do not belittle them. Nor do

I weep for us. I too just look at the record.

J.B.T.

Public Health, American Style

Six feet six and three hundred pounds is a

good guess, tanned and crew cut, pale green shirt

open at the neck—the picture of health. Except

that the belt holding up his white pants was

swung too low by an ample “pot.” He was calm

and assured as he went through the buffet line

after a couple of Bloody Marys and heaped his

plate with good things—twice. Winter-time in

Florida, “an’ the livin’ is easy.”

His copper bracelet flashed as he puffed his

after dinner “cigarillo,” (which, incidentally, he

inhaled). No arthritis or lung cancer for him!

As any fool could plainly see, he was protect-

ing his health.

J.B.T.

Caveat Emptor

It has long been widely recognized—by long,

I mean from ancient times—that if you wish to

bring up a child to be resourceful and productive,

it is best done by guidance, supplemented by re-

sources, and by support when necessary. In short,

you give him his head, and if he makes a mistake

now and then, well, “nobody’s perfect, and we
learn by our mistakes.” Intervention is appropri-

ate only to prevent serious injury. This method

is instinctive in animals and in so-called “primi-

tive” man. Short term, it may make a mess. The

emphasis is on long-term results.

Several years ago there was a TV commercial

whose punch line went, “Mother, please. I’d

rather do it myself.” In this philosophy you see

a job that needs doing and you do it, and if

anyone gets in the way, too bad for him. It’s

results that count—tangible results. Unlike the

preceding philosophy, the emphasis is on the

short term. It is pragmatic, which translates “the

end justifies the means.” It is the “American

Way.” It is not new, and it was inherited. It is

the way of Western Civilization. And it is de-

structive. It has marked our dealings with every

less advanced -individual and nation, from the

Indians and Eskimos to the black slaves to the

ghettos to “foreign aid.” “After all, they’re only

children.” Well—many a child has been reduced
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to a blubbering mass of neuroses by such treat-

ment.

Nowhere has the contrast been more vividly

portrayed than in an account in the Atlantic

Monthly of relief efforts following the Guate-

malan earthquake last summer. World Neighbors,

a relief organization based in Oklahoma City, has

been working in the area for ten years teaching

agricultural methods to the campesinos, and after

the earthquake set about teaching them to con-

struct earthquake-proof houses, using materials

salvaged from their wrecked homes. Oxfam-

America, a Boston-based subsidiary of Oxfam,

a British relief agency, offered similar help. Using

the each-one-teach-one method, those taught

spread the methods throughout the area.

USAID and CARE, however, went in and over

the protest that the debris of homes contained

many items dear to their owners, even bodies of

their loved ones, bulldozed away the wreckage,

and quickly erected new homes with metal roofs

and wooden frames. To the protest that housing

was not as serious a problem as their crops,

which were ripe and needed harvesting, the an-

swer was that the campesinos really did not know
what their greatest need was—CARE was better

able to decide, and decided the quickly erected

shelters in which the campesinos were living were

unsatisfactory. So they built houses.

Of course, progress in the areas in which World

Neighbors operates has been painfully slow, but

the crops were harvested, and the campesinos

themselves set building priorities. Construction

has been carried out as a community operation,

with World Neighbors and Oxfam providing

whatever materials the community decided was

necessary. The campesinos in the CARE area are

better housed but less satisfied and less able to

withstand new misfortune.

In 1932 the “New Deal” promised a chicken

in every pot and a car in every garage. A genera-

tion grew up expecting that as a right, regardless

of merit. It is how we treat our welfare recipients,

whose number is growing rapidly. So, why work?

Benjamin Franklin said the life expectancy

of a democracy, as indicated by history, is 200

years, the time it takes for a populace to find

out they can vote themselves a living without

working for it, and ultimately to destroy the

economy and bankrupt the country.

Not content to keep our self-destruction at

home, we are determined to export it, and mod-
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ern communications and technology have fur-

nished us the means.

Caveat emptor. J.B.T.

AUERBACH, STEWART H., age 66. Died Feb.,

21, 1977. Graduate of University of Georgia Medi-

cal School. Member of Chattanooga-Hamilton Coun-
ty Medical Society.

HICKEY, JOHN M., JR., age 51. Died Feb., 2,

1977. Graduate of University of Tennessee School

of Medicine. Member of Sevier County Medical

Society.

LEE, WALTER JEROME, age 67. Died Feb., 23,

1977. Graduate of Vanderbilt Medical School.

Former member of Knoxville Academy of Medicine.

PYLE, W. WALTER, SR., age 68. Died March
15, 1977. Graduate of Vanderbilt University School

of Medicine. Member of Williamson County Medi-
cal Society.

WALKER, J. O., age 89. Died Feb., 22, 1977.

Graduate of Vanderbilt Medical School. Member
of Williamson County Medical Society.

WOOD, ROBERT BENTON, age 80. Died Feb.,

23, 1977. Graduate of Vanderbilt Medical School.

Member of Knoxville Academy of Medicine.

new member/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Associ-

ation.

BLOUNT COUNTY MEDICAL SOCIETY
N. W. Howard, M.D., Maryville

John J. Ingram, III, M.D., Maryville

GILES COUNTY MEDICAL SOCIETY
Manrin Rains, M.D., Pulaski

HAMBLEN COUNTY MEDICAL SOCIETY
Sung J. Chung, M.D., Morristown

Robert H. Donald, M.D., Morristown

KNOXVILLE ACADEMY OF MEDICINE
Morris D. Campbell, M.D., Knoxville

Christopher W. Norwood, M.D., Knoxville

McMINN COUNTY MEDICAL SOCIETY
Roger Fulmer, M.D., Athens

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
David S. Bard, M.D., Memphis
James A. Campbell, M.D., Memphis
Raza Ali Dilawari, M.D., Memphis
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Ronald K. Grossman, M.D., Memphis
Kelly Patterson, M.D., Memphis
Stephen M. Shiffman, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Henry A. Cohen, M.D., Nashville

Doug Un Hong, M.D., Nashville

David Scott Jones, M.D., Nashville

Willem K. Rivenburg, M.D., Nashville

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
David G. Heald, M.D., Oak Ridge

Robert G. Howard, M.D., Oak Ridge

Thomas Jenkins, M.D., Oak Ridge

Lee A. Smalley, M.D., Oak Ridge

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
James H. Carmack, Jr., M.D., Kingsport

Clifford C. Heindel, M.D., Kingsport

Wayne P. Jessee, M.D., Kingsport

William L. Russell, M.D., Kingsport

Hugh Sullivan, M.D., Kingsport

Sudie Wike, M.D., Bristol

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Ian Smith, M.D., Johnson City

WHITE COUNTY MEDICAL SOCIETY
Joel Johnson, Jr., M.D., Sparta

Billy C. Nesbett, M.D., Sparta

pf09f<im/ qimI neui/ of
ineclicol /odelic/

Chattanooga-Hamilton County
Medical Society

The Chattanooga-Hamilton County Medical So-

ciety, Inc., held its annual banquet on Jan. 25, 1977.

The program agenda included remarks by the out-

going president, Don J. Russell, M.D.; recognition

of past presidents; presentation of awards; memorial
observance for decreased members; and introduction

of the incoming president, Jessee E. Adams, M.D.,

and TMA president-elect, David H. Turner, M.D.

Nashville Academy of Medicine

Medical Society Services, Inc. has been formed
to assume the unrelated business activities of the

Nashville Academy of Medicine. As a wholly owned
subsidiary of the Academy, MSS is a “for profit”

corporation organized to provide a number of ser-

vices to physicians, including the current printing

and medical placement services, auto leasing and

travel programs, and other businesses as may be

necessary. The Board is elected annually by the

Academy Board of Directors.

nolipfiQl neui/

THIS MONTH IN WASHINGTON
(From the AMA’s Office in Washington, D.C.)

Cost Containment Plan Proposed

The Carter Administration has fired the first tor-

pedo in its opening battle against escalating health

care costs by asking Congress to approve a “perma-
nent hospital cost containment system” that would
cover all hospital operations, private as well as

governmental.

Recommended in the revised budget prepared by
the Administration is a limit of about 9% on in-

creases in reimbursement for operating costs per

admission for each hospital for the fiscal year that

starts Oct. 1.

Other features of the plan “to contain the con-

tinued rapid and disturbing rise in the cost of health

care” included (1) waiver for states with acceptable

hospital rate review programs; (2) separate controls

on hospital outpatient departments, to encourage

alternatives to inpatient care; (3) federal programs
to encourage additional cost containment activities

such as second opinion before surgery, pre-admis-

sion review for non-emergency hospital care, etc.;

(4) monitoring for federal compliance, primarily

using data already reported by hospitals for other

programs, such as Medicare and Medicaid. Hos-
pitals found in violation of reimbursement ceilings

in any year could “repay” excesses by reducing

charges or reimbursement increases in future years.

Civil and criminal penalties would be included to

combat fraud and abuse.

Under the proposal, the Health Education and
Welfare Department Secretary would appoint a

National Advisory Committee “of broad represen-

tation” to help determine future trends in spending

for hospital care.

The program would be directed by HEW and
would begin with a directive from Congress to

establish limits on annual rates of increase in hos-

pital reimbursement from all payors, beginning in

fiscal year 1978, after consultation with the health

industry and the public. The program itself would
be administered in large part by the hospitals and

private third party payors, according to HEW.
The plan is to evolve a more permanent cost

containment program later. This plan would remain

in effect “until absorbed by reimbursement provisions

of a comprehensive national health insurance plan.”

Savings of such a program were estimated to be

about $1 billion the first year, rising to $5.5 billion

in 1981.

The cost containment plan, which hasn’t been

fully worked out yet, will be submitted to Congress

shortly for legislative approval, following meetings

with such interested outside organizations as the

American Hospital Association, the American Medi-

cal Association and Blue Cross, HEW Secretary

Joseph Califano told reporters at the HEW budget
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briefing. Other organizations notified to meet with

HEW included the Health Insurance Association of

America and the Federation of American Hospitals.

Despite the sweeping scope of the proposal,

covering private expenditures as well as those under
federal programs, Califano denied the plan repre-

sented a return to the wage-price freeze system of

several years ago. He insisted the new plan was a

different animal.

Asked why physician fees were not covered, the

HEW Secretary said his department is taking “one

step at a time.” Califano said “we will be looking

at that to see what should be done.” There has

not been enough time to move in this area with

a proposal that could work and that would be

fair to the people involved, he said.

The hospital cap is no cinch to clear Congress

which has been leery in recent years of wage-price

freeze plans and which last year refused even to

consider President Ford’s recommendation for caps

on Medicare reimbursement increases for physicians

and hospitals. A key factor could be the position of

organized labor which is vigorously opposed to

federal wage-price restraints. In addition, health

care lawmakers have been considering their own
proposals to curb the costs of Medicare-Medicaid,

including a prospective reimbursement plan for

hospitals.

A ceiling on hospital cost increases is “an es-

sential prerequisite to a future national health in-

surance program,” said Califano. . . . “The cost

containment program represents the first step in

making national health insurance financially feas-

ible.”

Under the plan, no hospital could increase its

overall level of charges by more than the negoti-

ated and federally sanctioned ceiling.

Califano said that if hospitals raise charges with-

out economic justification before the program goes

into effect “it may be necessary for the legislation

to have sufficiently retroactive impact to nullify the

benefits of such improper conduct.”

John Alexander McMahon, president of the

American Hospital Association, immediately de-

clared that any program that sets an arbitrary limit

on one segment of the economy while ignoring

the rest is “inequitable, unworkable and may well

be counterproductive.”

Asserting the flat opposition of the AHA to the

proposal, McMahon said a cost containment plan

must take into account wage and price increases

beyond the control of hospitals as well as the indi-

vidual circumstances of each institution. "

Recent statistics show that food and fuel prices

are rising faster than those for health care, accord-

ing to the AHA president. “Hospital charges have

gone up as a direct response to the public’s meed
for access to quality health care,” he said.

The Federation of American Hospitals called the

plan “unrealistic and unfair,” John Bradley, FAH
president said, “The goal is laudable but legislation

imposing controls on prices without controls on

wages and supplies is unrealistic and unfair. The
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proposal is a retread of President Nixon’s Phase i

IV control program and it is inconsistent with

President Carter’s policy against wage-price con-

trols as well as his desire to reduce the growth of

government.”

Bradley said an arbitrary cap on reimbursement
“would be a government directive to hospitals to

sacrifice the quality of care.”

He added; “It is disappointing that government
has not addressed the causes of hospital inflation,

particularly the malpractice problem. Under an
arbitrary cap, a hospital could find itself in the

ludicrous position of having to restrict the number
of tests a physician may order.”

Military Medical School to Close

The Carter Administration has announced plans

to write off the military medical school as a $50
million mistake.

Defense Secretary Harold Brown said: “The Uni-

versity of Health Sciences is to be closed, its cur-

rent students placed elsewhere in scholarship pro-

grams and its facilities put to other use. Physician

needs of the military services can be satisfied more
economically over the long run by direct recruit-

ment. The 1978 budget can be reduced by $14
million.”

The surprise decision came as the military medi-

cal school was midway through its first year of

operation with 32 students, and contsruction of a

building was well along on the grounds of the

Bethesda Naval Medical Center near Washington,

D.C.

The school has been opposed by the AMA since

Congress considered the proposal in 1972. In the

interim it also has come under severe attack from
various study commissions and lawmakers as an

inordinately expensive method of producing rel-

atively few physicians for the armed services.

Congress may move to reverse the Administra-

tion’s decision although the prime mover for the

school—former Rep. F. Edward Hebert (D-La.),

chairman of the House Armed Services Committee

—is no longer in Congress. There is strong backing

for the school on both committees, but it has not

been tested to date by a forceful presidential move
to kill the facility.

The defense announcement was part of a series

of policy proposals contained in President Carter’s

revised budget for fiscal 1978.

NHI Cost Estimated

The dilemma facing the Carter Administration

on national health insurance was bluntly stated by

the Congressional Budget Office in its annual re-

port. A plan fully financed by taxes, as Labor

proposes,"' "would use most of the money available

for new programs “and would most likely require

compensating reductions in other federal programs

or tax increases above current policy levels.” The
Budget Office, which helps guide and determine

Congress’ spending and legislative plans, put the
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1982 cost of such an NHI plan at a minimum of

$108 billion.

Alice. Rivlin, director of the Budget Office which

functions in relation to Congress much as the Office

of Management and Budget functions in relation to

the Executive branch, said a strong economy could

leave room for new federal programs adding up

to an additional $50 billion of spending a year over

the next several years. However, a wholly tax-fi-

nanced NHI plan would swallow this and more. If

no cost-sharing devices were featured such a plan

—as urged by organized Labor— “could add from
$168 billion to $200 billion to federal health

expenditure by fiscal year 1982,” said the Budget

Office report. In contrast, the report continued, “a

compulsory employment-based, premium-financed

plan with cost-sharing (such as the AMA proposal)

might increase federal spending by as little as $15

to $20 billion in 1982.”

New Physician Extender Plan Announced

The government is moving on two fronts to

encourage the use of physician extenders (PE’s)

in rural areas.

Tlie Social Security Administration has launched

an experimental program to reimburse physicians

for “independent” medical services provided Medi-
care beneficiaries by physician extenders. Previous

policy had been to reimburse physicians for PE
Medicare Part B services only those “incident to”

a physician’s services and performed under the di-

rect supervision of the physician. The new policy

will permit payment for the independent services

of physician’s assistants, nurse practitioners, medex
and similar non-physician health care providers.

The reimbursement will be made only to a phy-

sician extender’s employer, not to the PE directly.

The new Social Security policy was announced
shortly before Congress opened hearings on legis-

lation with strong backing in House and Senate

to require Medicare reimbursement for qualified

PE programs in rural areas without the restriction

of direct physician supervision. Although the four

major bills up for consideration do not call for

direct payment to PEs, they differ in reimburse-

ment policies with some allowing reimbursement to

rural clinics and others requiring that reimbursement
be channeled only through the responsible physician.

Knotty medical ethical and policy questions will

be aired at the hearings by the House Ways and
Means Subcommittee on Health, with the issue of

professional liability heading the list. On an even

broader front, the lawmakers must consider limita-

tions on what services can be provided by the PEs,

without stepping into the province of physicians.

The amount of supervision and responsibility rest-

ing on the physician for the services of PEs will be

a key issue. The reimbursement procedure is in-

volved in all of these questions.

Practices that wish to be considered for enroll-

ment in the experiment, or wish to receive further

information regarding the experiment, should call

collect to the University of Southern California, Di-
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vision of Research in Medical Education, (Social

Security contractor) at 213/221-2147 from 9:00

a.m. through 4:00 p.m., California time. All such

queries must be made by May 1, 1977.

The government noted there are more than 7,000

formally trained PEs. “Whether this manpower re-

source continues to grow, or even continues to

exist, depends in part upon federal reimbursement

policies. The effect of such policy can only be

magnified by the introduction of national health

insurance.”

New Restrictions on FMGs Postponed

The State and Justice Departments, heeding the

plight of hard-pressed hospitals, have agreed to a

one-year waiver of new restrictions on admissions

of “exchange visitor” foreign medical graduates.

The waiver was requested by the HEW. Congress

had signalled its agreement with the relaxation of

requirements in the health manpower bill approved

last year.

Hospitals had complained that the new restric-

tions, if implemented, would have slashed staffs of

hospitals dependent on FMGs. The law’s require-

ment that residence in this country is limited to

two years with a third year on approval was not

waived. Since more than half of FMG residents

are on immigrant status rather than exchange visi-

tors, hospitals fear FMG staffs will be depleted

anyway.

The AHA, AMA, and many other medical groups

had argued against the law’s clamps on FMGs,
contending that hardships would result and that

the increasing supply of domestic physicians over

time would end hospital reliance on FMGs.
Sen. Edward Kennedy (D-Mass.), who was in-

strumental in securing passage for the controversial

restrictions on FMGs, and Rep. Paul Rogers (D-

Fla.), chairman of the House Commerce Health

Subcommittee, have written a joint letter to the

State and Justice Departments urging the govern-

ment next year to submit a plan for eventual phas-

ing-out of “ill-trained” foreign physicians.

fflcclkcil ncui/
in lenne//ee

UT Medical School Dean to Resign

The dean of the University of Tennessee College

of Medicine, Charles B. McCall, M.D., will resign

this summer to head a new medical school at Oral

Roberts University in Tulsa, Okla.

Dr. McCall said that he has an opportunity to

develop a private medical school from the ground

up in a background of religious commitment and

scientific-technical excellence.

UTCHS Announces Staff Appointments

The UT Center for Health Sciences has an-

nounced that Amoz I. Chernoff, M.D., has been
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appointed the associate vice-chancellor for academic

affairs of the UTCHS, Knoxville and Robert D.

Lange, M.D., has succeeded Dr. Chernoff as di-

rector of the UT Memorial Research Center.

Dr. Chernoff, serving as scientific director of

the Cystic Fibrosis Foundation while on sabbatical

leave from the Center, joined the UT faculty in

1958 and assumed the directorship in 1964. He
received his training at Yale University and was

later associated with Washington University and

Duke School of Medicine. Dr. Chernoff is certified

by the American Board of Internal Medicine and is

a Fellow of the American College of Physicians.

Dr. Lange came to UTMRC in 1964 and has

served as research professor, assistant director of

research, professor of medicine for the UTCHS in

Knoxville, and acting director. His early training

was at Macalester College in St. Paul and Wash-
ington University School of Medicine in St. Louis.

He is noted internationally for his work on blood

disease research. He is on the editorial board of

Experimental Hematology.

per/ofKil ncui/

R. A. CALANDRUCCIO, M.D., of Memphis has

been elected president of the American Academy
of Orthopedic Surgeons.

The following physicians have been elected Fellows

of the American Academy of Orthopedic Surgeons:

CHARLES A. GOUFFON, M.D., and DONALD
E. MITCHELL, M.D., of Knoxville; THOMAS
M. WEBSTER, M.D., of Greeneville.

JACK CHESNEY, M.D., of Knoxville has been

elected president of Knox Children’s Foundation.

ROBERT HALL, M.D., of Knoxville has been

elected chief of staff of Baptist Hospital.

W. WALTER PYLE, M.D., of Franklin received a

plaque of appreciation from the board of trustees

and medical staff of Williamson County Hospital

for his outstanding devotion to the medical field

and his undying loyalty to the Franklin community.

A. C. ROLEN, M.D., of Bristol has been installed

chief of staff of Bristol Memorial Hospital.

JOSEPH WILLOUGHBY, M.D., of Franklin has

been named chairman of the board of directors of

Harpeth Academy, private elementary school.

ROBERT H. WOOD, M.D., of Crossville has been

elected a Fellow of the American Academy of

Family Practice.

Apr. 23-28

Apr. 25-30

Apr. 29-

May 1

May 4-5

May 8-11

May 9-12

May 10-12

May 15-18

May 16-17

May 18-21

May 25-i28

May 29-

June 3

May 30-

June 1

May 31-

June 2

June 5-7

June 5-9

June 18-23

June 20-22

June 28-

July 4

NATIONAL

1977

American Pediatric Society, Chalfonte-

Haddon, Atlanta

American Academy of Neurology, Atlanta

Hilton, Atlanta

American Trauma Society

National EMS Manpower Symposium,

Hyatt Regency Hotel, San Francisco

American Association of Plastic Surgeons,

Drake Hotel, Chicago

American College of Obstetricians and

Gynecologists, Chicago

American Laryngological, Rhinological

and Otological Society; Sheraton Boston,

Boston

American Thoracic Society, Hilton Hotel,

San Francisco

American Society for Clinical Oncology,

Denver Hilton, Denver

American Association for Cancer Re-

search, Denver Hilton, Denver

American College of Sports Medicine,

Marriott, Chicago

American Association on Mental Defi-

ciency, Fairmont, New Orleans

American Ophthalmological Society, The

Homestead, Hot Springs, Virginia

Society of Neurological Surgeons, Roches-

ter, Minnesota

American Diabetes Association, Stouffer’s

Riverfront Inn, St. Louis

National Intravenous Therapy Associ-

ation, Marriott Hotel, New Orleans

American Medical Association, Fairmont,

San Francisco

American Neurological Association, Pal-

mer House, Chicago

International College of Surgeons, U.S.

Section, New York

May 19

STATE

Middle Tennessee Medical Association,

Goodlark Hospital, Dickson
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The continuing medical education accreditation

program of TMA has full approval by AMA’s
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA's commit-

tee, you may receive for your attendance at its

functions Category I credit for the AMA Physi-

cian’s Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Associa-

tion, 112 Louise Avenue, Nashville, Tennessee

37203.

IMPORTANT NOTICE
Published in this section are all educational opportuni-

ties which come to our attention which might be of

interest to our membership. As some of these are very

long, full year schedules, and others are detailed descrip-

tions of courses, in order to conserve space, most of

them will be published in only one issue of the Journal.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various subspecial-

ties have been developed by the School of Medicine and

the Division of Continuing Education of Vanderbilt

University. The practicing physician, with the guidance

of the participating department chairman can plan an

individualized program of one-to-four weeks to meet

recognized needs and interests. The experience will in-

clude contact with patients, discussion with clinical and

academic faculty, conferences, ward rounds, learning in-

dividual procedures, observing new surgical techniques,

and access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Anesthesiology

Medicine

Allergy & Immunology
Cardiology

Chest Diseases

Dermatology

Endocrinology

Diabetes

Gastroenterology

Hematology

Infectious Diseases

Oncology

Bradley E. Smith, M.D.
Grant W. Liddle, M.D.
Samuel Marney, M.D.

Gottlieb C. Friesinger, III M.D.
James D. Snell, M.D.

Robert N. Buchanan, Jr., M.D.
David Rabin, M.D.;

David N. Orth, M.D.
Oscar B. Crofford, M.D.
Steven Schenker, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.
Robert Oldham, M.D.

Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Clinical Pharmacology John A. Oates, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Orthopaedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Evert James, Jr., Sc.M., M.D.
Surgery

General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neil, M.D.
Plastic John B. Lynch, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.
Cancer Chemotherapy . . Vernon H. Reynolds, M.D.

ELIGIBILITY: All licensed physicians are eligible.

ADMINISTRATIVE FEE: $200.00 per week.

CREDIT: American Medical Association Physician’s

Recognition Award and American Academy of Family

Physician’s Continuing Education accreditation.

APPLICATION: For further information and appli-

cation, contact:

Paul E. Slaton, M.D., Director, Continuing Education,

305 Medical Arts Building, Nashville, TN 37212, Tel.

(615) 322-2716.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Continuing Medical Education Schedule

1977

Apr. 28

April 29

May 14

May 19-20

Annual Frank H. Luton Lecture in

Psychiatry, Marc Hollender, M.D.

What’s New in Obstetrics for Nurses?,

Mary Freese, R.N.; Frank Boehm, M.D.

International Medicine, Vanderbilt Uni-

versity Medical Alumni Reunion

Postgraduate Course in Allergy, Vander-

bilt University; University of Tennessee,

Memphis; University of Mississippi,

Philip Lieberman, M.D.; Samuel Mamey,
M.D.

May 25-26 Sixteenth Annual Seminar in Psychiatry,

Frank Luton, M.D.

June 20, 21, 22 National Symposium on Impedance

Screening in Children, Bill Wilkerson

Hearing & Speech Center, Fred Bass,

Ph.D.; Charles Bluestone, M.D.; Jerome

Klein, M.D.; Earl Harford, Ph.D.
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Aug.-Sept.

September

September

Oct. 17-22

December

Internal Medicine Intensive Review (11

sessions), Paul E. Slaton, M.D.

Pediatric Cardiology: Seventh Annual
Pediatric Symposium, Thomas Graham,
M.D.

Annual Wm. F. Orr Lectureship in

Psychiatry, Marc Hollender, M.D.

Family Practice Intensive Review 1977,

Vanderbilt University School of Medi-

cine; Tennessee Academy of Family

Physicians, Paul E. Slaton, M.D.

What’s New in Obstetrics for Physi-

cians?, Frank H. Boehm, M.D.

For information contact: Vanderbilt Continuing Educa-

tion, 305 Medical Arts Building, Nashville, TN 37212,

Tel. (615) 322-2716.

THE UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Courses

1977

April 25

April 28-29

May 19-20

May 23-27

May 25-28

Diagnosis and Management of Common
Skin Diseases

Leigh Buring Conference, Memphis

Allergic Diseases for Generalists

Intensive Review of Anesthesiology,

Memphis

Basic Clinical Electrocardiography, Paris

Landing Inn (Pickwick Lake)

Address all communications to: Division of Continuing

Education and Conferences, UTCHS, 800 Madison Ave.,

Memphis, TN 38163.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

May 16-20 General Radiology

Sahara Hotel

Las Vegas, NV

Medicine Update ’77

April 28 Oncology

May 12 Infectious Disease

ACP 1977 REGIONAL MEETINGS,
POSTGRADUATE COURSES

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for' in-depth study in a wide range of topics

related to internal medicine and its subspecialties.

Averaging three-to-five days, they are directed toward

practicing physicians and are presented in association

with medical schools and other teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American Medical

Association Advisory Committee on Continuing Medi-

cal Education. They fulfill Category I requirements for

the AMA Physician’s Recognition Award.

For information and registration contact: Registrar,

Postgraduate Courses, ACP, 4200 Pine St., Philadelphia,

PA 19104.

May 16-20

May 16-20

May 18-20

May 23-25

May 25-27

June 1-3

June 6-8

June 13-17

June 13-17

May 6-7

May 6-7

May 7

Postgraduate Courses

SELECTED SUBJECTS IN INTERNAL
MEDICINE, Pittsburgh

INTENSIVE CARE MEDICINE, New
York City

CANCER: AN INTERDISCIPLINARY
APPORACH, Toronto, Ont., Can.

MEDICAL GENETICS, Ann Arbor, MI

CURRENT BASES FOR PRACTICE IN
RHEUMATOLOGY, Charlottesville, VA

SELECTED TOPICS IN ENDOCRINOL-
OGY AND METABOLISM, Indianapolis

CARDIOLOGY, Montreal, PQ, Can.

ADVANCES IN INTERNAL MEDI-
CINE 1977, Banff, Atla., Can.

CLINICAL NEPHROLOGY, Rochester,

NY

Regional Meetings

Alabama Regional Meeting, Grand Hotel,

Point Clear. Info: Thomas N. James,

M.D., Dept, of Medicine, Univ. of Ala-

bama Medical Center, Birmingham, AL
35294.

Pacific Northwest Regional Meeting, Four

Seasons Hotel, Vancouver, B.C. Info:

W. B. Hurlburt, M.D., 1081 Burrard St.,

Vancouver, B.C., Can. V6Z1Y6.

Minnesota Regional Meeting, Hennepin

County Medical Center, Minneapolis.

Info: Richard J. Reitemeier, M.D., 200

First St., S.W., Rochester, MN 55901.

Intensive Care Medicine

May 16-20, 1977

New York, New York

The ACP will sponsor a five-day postgraduate course

in Intensive Care Medicine, May 16-20, 1977, at St.fVim

cent’s Hospital and Medical Center in New York City.

,The course is designed to acquaint the practicing

physician with basic principles of intensive care and

care of the critically ill. Sessions will consist ’ of

didactic lectures, followed by open panels i and small

group seminars. 3
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Cancer Course

May 18-20, 1977

Toronto, Canada

The ACP, in association with the Royal College of

Physicians and Surgeons of Canada and the Princess

Margaret Hospital, will sponsor a postgraduate course

titled “Cancer—A True Interdisciplinary Approach,”

May 18-20, 1977, in the Medical Sciences Building at

the University of Toronto.

This course will emphasize the role of radiation and

surgical methods of treatment of tumors, as well as

other medical approaches to management of malignant

disease at various stages and will provide a wide variety

of workshops and seminars.

Medical Genetics Course

May 23-25, 1977

Ann Arbor, Mich.

The ACP, in association with the University of Michi-

gan Medical School, will sponsor a postgraduate course

on medical genetics. May 23-25, 1977, at the Towsley

Center for Continuing Medical Education, Ann Arbor.

This course, designed for the primary physician, con-

sulting internist, pediatrician, obstetrician or other spe-

cialist, will illustrate the important role of hereditary

factors in disease and will demonstrate the application

of simple genetic principles in the diagnosis, therapy,

and—especially—prevention of clinical illness.

Rheumatology Course

May 25-27, 1977

Charlottesville, Va.

The ACP, in association with the University of Vir-

ginia School of Medicine, will sponsor a postgraduate

course on the diagnosis and treatment of rheumatology,

May 25-27, 1977, at the Boar’s Head Inn Conference

Center in Charlottesville, Va.

This course will provide instruction on connective

tissue problems and an appraisal of advances in rheuma-

tology and clinical immunology. Both common and

unusual radiologic and dermatologic features of rheu-

matic diseases will be reviewed.

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners

in

Office Management of Emotional Problems

One, Two and Three Week Courses. Minimum of

40 hours per week.

Tuition Fee: $350.00 per week for the 1st & 2nd

week of training; $500.00 for 3rd week of supervised

practice with patients in the Intensive RBT Treatment

Program.

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy office

practices. The technique uses a concept of emotions that

is consistent with human anatomy and psycho-physiol-

ogy. Yet, the technique requires no more physician

time or patient cost than routine evaluations of new
patients. Finally, the technique is readily understandable

and easy for practitioners to apply.

WANGENSTEEN SURGICAL SYMPOSIUM
June 9-11, 1977

University of Kentucky Medical Center

Lexington, Kentucky

Registration fee: $200.00

SYMPOSIUM ON RADIOLOGY OF THE
NON-TRAUMATIZED EMERGENCY

ROOM PATIENT

May 18-20, 1977

Hyatt Regency, Lexington

Lexington, Kentucky

Registration Fee: $250.00

PEDIATRIC CHEST PROBLEMS
May 26-27, 1977

Hyatt Regency, Lexington

Lexington, Kentucky

Registration Fee: To Be Determined

For further information about the above, contact: Frank

R. Lemon, M.D., Continuing Education, College of

Medicine, University of Kentucky, Lexington, KY
40506.

AMERICAN COLLEGE OF
CHEST PHYSICIANS

1977 POSTGRADUATE CALENDAR

Continuing Education Programs

See September, 1976 issue for listing.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

1977 Practice Management and Economic
Seminar Schedule

Apr. 30- Queen Elizabeth II Cruise

May 7

June 18-25 Madrid, Spain

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Florida
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AMERICAN COLLEGE OF EMERGENCY
PHYSICIANS

INDIANA CHAPTER

Emergency Medicine Seminar
May 11-14, 1977

CME Credits Applied For: 20 Hours

Co-sponsor: Indiana University School of Medicine

Fees: $50.00-$100.00

Contact: Davis Gettle, M.D., 10005 Hillsdale, Carmel,

IN 46032, Tel. (317) 844-7105.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

May 2-15 SYSTEMIC MYCOSES: HOW TO SE-

LECT AND INTERPRET THE TESTS,

with John E. Bennett, M.D., Head of the

Clinical Mycology Section, Laboratory of

Clinical Investigation, National Institute of

Allergy and Infectious Disease, Bethesda,

Md.

HYPERTENSIVE EMERGENCY
WORKSHOP, with Harriet P. Dustan,

M.D., President, American Heart Associ-

ation, and Vice-Chairman of the Research

Division, Cleveland Clinic Foundation;

Edward D. Frohlich, M.D., Head of the

Section on Hypertensive Diseases, Ochsner

Clinic, and Vice-President for Education

and Research, Alton Ochsner Medical

Foundation, New Orleans; and Gerald E.

Thomson, M.D., Director of Medicine at

Harlem Hospital Center and Professor

of Medicine, Columbia University College

of Physicians and Surgeons, New York

City.

May 16-29 OVARIAN CANCER: THE AGGRES-
SIVE DIAGNOSIS and

OVARIAN CANCER MANAGEMENT:
THE PLANNED ATTACK, with Hugh
R. K. Barber, M.D., Clinical Professor

and Director of Obstetrics and Gynecol-

ogy at Lennox Hill Hospital, attending

surgeon of the Division of Gynecology

of Memorial Hospital, New York City,

and President of the New York City Di-

vision of the American Cancer Society.

GAIT: NORMAL AND ABNORMAL,
with Robert S. Stiffert, M.D., Professor

and Chairman, Department of Ortho-

pedics, Mt. Sinai Hospital, New York

City.

BEHAVIOR MODIFICATION WORKSHOPS
Behavior Modification Workshops, presented by Dr.

Luke Watson, Dr. Richard Foxx and Dr. John McKee,
will be held on Saturdays, in April through November,

1977 in the following cities: Washington, D.C., Balti-

more, Atlanta, Los Angeles, St. Louis, Toronto, Minne-

apolis, Bahamas, San Francisco, Seattle, Boston, Phila-
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delphia. Fort Lauderdale and Honolulu. Workshop
fees will be $30, For further information, contact:

BMT, Inc., 81 Arcadia Drive, Tuscaloosa, AL 35401,
phone—(205) 553-2277.

EMERGENCY MEDICINE COURSE
May 4-6, 1977

Dallas, Texas

“Treatment of the Seriously Injured or 111 in the

Emergency Department,” a continuing education course

for physicians and residents, will be held May 4-6, 1977,
at the Sheraton Dallas Hotel, Southland Center, Dallas.

The course is sponsored by the American College

of Surgeons Committee on Trauma, and co-sponsored

by the Southwestern Medical School, Dallas, and the

ACS Local Committee on Trauma, Dallas.

The course, offering a comprehensive program of

continuing education in the definitive treatment of the

seriously injured, is designed to enhance the knowledge
and skills of physicians who are first confronted with

trauma patients in rural, suburban and urban hospitals.

Course curriculum will include such trauma topics

as: development of an EMS system, monitoring the

severely injured patient, legal aspects of emergency
care, management of the unconscious patient, manage-
ment of psychiatric emergencies, drug abuse, and the

evaluation and management of various emergencies.

The course has a limited registration of 250. For
physicians, advance registration is $185; registration

at the door is $200. The registration fee for residents

is $100. Advance registration forms may be obtained

by writing to Dr. Thai at Department of Surgery, Uni-

versity of Texas Health Science Center, 5323 Harry
Hines, Dallas, Texas 75235, or by writing to the Trau-

ma Division, American College of Surgeons, 55 E.

Erie, Chicago, IL 60611.

FRACTURES AND OTHER TRAUMA
May 11-14, 1977

Chicago, Illinois

The 21st Annual Postgraduate Course on Fractures

and Other Trauma, sponsored by the Chicago Com-
mittee on Trauma of the American College of Surgeons,

will be presented May 11-14, 1977, at the Sheraton-

Chicago Hotel.

Subjects covered will include football injuries of

the cervical spine, some late results of athletic injuries,

injuries of the quadriceps mechanism, traumatic dis-

locations of the hip, the Charnley considerations for

fracture management, the effect of various forms of

neck braces, open facture treatment, trauma to the

knee with vascular injuries, epiphyseal injuries, initial

management of hand injuries, the initial treatment of

PIP joint injuries and the surgical correction of their

contractures, and fractures of the carpal scaphoid.

The program is acceptable for 28 credit hours in

Category I for the AMA Physician’s Recognition Award
and 28 Elective hours by the Illinois Academy of

Family Physicians.

The registration fee is $165; for interns, residents,

and allied health personnel, $55. For further informa-

tion write: ACS, 55 E. Erie St., Chicago, IL 60611.
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PSYCHOSOCIAL CARE OF THE
DYING PATIENT

June 3-4, 1977

Considerable attention has been given to the psycho-

social concomitants associated with dying, but few

systematic attempts have been made to deal with the

accompanying phenomena with which physicians are

compelled to cope. Recent advances in medical knowl-

edge and technology have produced a profound change

in the nature of dying which, in conjunction with in-

creased sophistication of therapeutic measures capable

of prolonging life, has lengthened the average time be-

tween onset of fatal illness and the termination of

life.

The specific purpose of this seminar is to suggest for

physicians in clinical practice an effective model for

dealing with the psychological issues surrounding term-

inality. The focus will be upon the sequence of events

generally encountered by the physician and the term-

inally ill patient from diagnosis through death. Basic

issues in psychosocial care will be outlined allowing

the physician to acquire a working knowledge of the

effective care of the dying patient.

This program is presented by the Cancer Research

Institute and Extended Programs in Medical Education,

University of California School of Medicine, San Fran-

cisco, CA.

THE NATIONAL ENDOWMENT FOR THE
HUMANITIES ANNOUNCES HUMANITIES

SEMINARS FOR MEDICAL
PRACTITIONERS

The National Endowment for the Humanities an-

nounces four one-month humanities seminars for

physicians and other members of the health professions

to be held in the summer and fall of 1977. Members
of the medical profession will be brought together with

distinguished humanists from the fields of philosophy

and religion for the month of full-time study which

will be devoted to such issues as ethical conflicts, the

rights of patients and practitioners, and health delivery.

Up to 15 participants will attend each seminar tuition

free and will receive a $1,200 stipend to cover expenses,

plus reimbursement for travel up to a $300 maximum.
Participants may be accompanied by members of their

families, but the stipend will not be increased.

James F. Childress, Professor of Christian Ethics

at the Center for Bioethics, Kennedy Institute, George-

town University, will conduct a seminar at Mt. Vernon

College in Washington, D.C., July 3-29. The seminar

will examine the ethical aspects of care, consent,

paternalism, and the distribution of health care.

H. Tristram Engelhardt, Jr., a philosopher and

physician currently at the Institute for the Medical

Humanities of the University of Texas Medical Branch

at Galveston will direct a seminar in the Washington,

D. C. area September 11-October 6. The seminar will

examine the general issue of patients’ rights and the

particular issue of the right to health care.

John Lachs, Professor of Philosophy at Vanderbilt

University, will hold a July 11-August 5 seminar at

Vanderbilt on individual rights and the public good in

the treatment of humans. The aim will be to help

health professionals relate some of the pressing con-

cerns of their daily practice to these larger issues.

William F. May, Professor in the Department of

Religious Studies at Indiana University in Blooming-

ton, will direct a seminar on the campus at Williams

College, Williamstown, Massachusetts, June 26-July 22.

Participants will explore ways of interpreting human
nature and obligation as they affect decisions in medical

practice.

Applications are invited from physicians and other

members of the health professions. Selection of par-

ticipants will be made by the seminar directors with

the advice of selection committees. The application

deadline is April 15 with selections to be announced

about April 25, except for Professor Engelhardt’s

seminar, which is May 31; selections will be announced

about June 8.

Further information, including a leaflet describing

the seminars in greater detail and application forms,

may be obtained from:

Professor James F. Childress, Center for Bioethics,

Kennedy Institute, Georgetown University, Washing-

ton, D.C. 20057.

Professor H. Tristram Engelhardt, Jr., Institute for the

Medical Humanities, University of Texas Medical

Branch, Galveston, TX 77550.

Professor John Lachs, Box 12, Station B, Vanderbilt

University, Nashville, TN 37235.

Professor William F. May, c/o Linda Bernstein, The
Poynter Center, Indiana University, 410 North Park,

Bloomington, IN 47401.

NEW PROGRAM DEVOTED TO PATIENT
NONCOMPLIANCE PROBLEM

Cooper Laboratories is introducing a long-term

comprehensive program devoted to the often unrecog-

nized and many-faceted problem of patient noncompli-

ance. The new educational service is designed to help

physicians improve compliance to prescribed regimens,

particularly in middle-aged and elderly patients, many
of whom are on multiple therapies.

The Cooper sales force is currently distributing an

introductory booklet to the “Compliance” series which

overviews the scope and nature of the problem. Future

booklets will focus on interviews with the pharmacist

and nurse, as well as the physician and patient. Each

booklet will meet the criteria for one hour of credit

in Category 5a for the AMA Physician’s Recognition

Award. A copy of the introductory booklet may be

obtained by writing: Professional Services Dept., Cooper

Laboratories, 300 Fairfield Rd., Wayne, NJ 07470.
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REACH OUT AND TOUCH
Reach out your hand and touch me—if you dare.

I am sick, afraid, insecure, fearful, apprehensive,

lonely and misunderstood. I have no particular age,

color, creed or sex but I share with others one

particular emotion—fear of the unknown. I am a

patient.

Your voice on the telephone answers my cry for

help. Make it warm and kind and concerned. I

usually feel that my problem is unique. If I seem
unreasonable to you, please consider that I have

been up all night with a feverish, crying child. Keep
your defenses down. Have the wisdom to see through

my outside facade to the sacred, tired mother under-

neath. Lend me your sympathetic ear. Even if I

call only for an appointment, make your voice smile

so that I can be glad I called.

But it’s when I cross the threshold to your office

that my real fears begin. Why, you ask, should a

two-hundred-pound man in for a routine checkup

be afraid? I do not recognize my emotion as fear,

but something is there, nevertheless, and I do not

like its feeling. Accept me by your smile. Acknowl-
edge my presence. Call me by name. Help me to

feel in control again.

And if my outward appearance is that of an

attractive young matron with a smile which is a

trifle too tight for your liking, speak a few words
to me as well. I have discovered a lump and I am
frozen with fear. My days and nights are haunted

with thoughts of “what if . ...” I need a cheery

greeting for my sagging morale but most importantly,

I need for you to emit an air of confidence. Give

Reproduced with permission from The Professional

Medical Assistant, November-December 1976, official

publication of the American Association of Medical

Assistants.

me positive thoughts about myself. I need your

calm assurance to let me know I’ve come to the

right place and that you are glad I’ve come.

When my step is unsure and my mind tends to

wander a bit, give me your patience. My ways are

childish but I do not want to be treated as a child.

Grant me the dignity of my age. I’ll undress for

you as fast as my stiff fingers will allow. As you
wait, ask me about my grandchildren or better still,

ask for my recipe for green tomato pickles. I want
so much to feel needed. Embrace me with your

patience.

It’s easy to love the lovely, but how about me

—

the dirty, smelly, unlovely bit of humanity that you
see. My hair has never been styled in a beauty salon.

I know little of the niceties you enjoy and I stand

in awe of you in your immaculate white; so cool,

sweet-smelling and secure. My world is different

from yours. What do you know of near starvation

and trying to rear six children on a pitiful amount
of money; of no heat in the winter and outside

toilets. “Anyone can stay clean,” you say. Maybe
in your world, but everything is more difficult in

mine. It’s easy for you to turn away. Don’t reduce

me still further. Touch my hand or my arm. Explain

what’s about to happen to me. Don’t let me see

the distaste in your eyes. Let me see instead your

humility.

On and on we come—as unhappy children, mis-

understood teenagers, elated new parents and tired

old folks. We are all different but our needs are

exactly the same.

Can you think of me as a person and not just a

patient? Are you willing to smile when your feet

hurt, to linger when you need to hurry, to always

remain calm and unruffled? To keep offering the

cup of kindness time after time even when it’s not

returned to you? Do you really care what happens

to me and is there enough of you to handle all

the details of your job and still have time to show
genuine concern for me? Do you love enough to

reach out and touch me? I wonder.

Elizabeth D. Wilson

Thomasville, Ga.

Pre-eminently, the power of our advocacy reposes in our example; but no example, he it

remembered, can be powerful for lasting good, whatever apparent advantages may be gained,

which is not based upon eternal principles of right and justice. Our fathers decided for

themselves, both upon the hour to declare and the hour to strike. They were their own
judges of the circumstances under which it became them to pledge to each other “their

lives, their fortunes, and their sacred honor” for the acquisition of the priceless inheritance

transmitted to us. The energy with which that great conflict was opened and, under the

guidance of a manifest and beneficient Providence, the uncomplaining endurance with which

it was prosecuted to its consummation were only surpassed by the wisdom and patriotic

spirit of concession which characterized all the counsels of the early fathers.

Franklin Pierce

INAUGURAL ADDRESS
MARCH 4, 1853
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Valley Psychiatric Hospital
P. O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421 • Phone 615-894-4220

A 50 bed private acute intensive treatment facihty with programs designed to treat psychological,

alcoholic, and drug abuse problems of adults, adolescents and children.

A full range of treatment modalities are utilized including individual and group psychotherapy, chemo-
therapy, and adjunctive and family therapies. Adjunctive therapy includes continuing education through

home-bound teaching for school-aged adolescents, recreational, occupational, and other supportive

therapies. Group therapy is five days each week with individual therapy at least three days a week.

Patients have six hours a day in scheduled therapeutic activities. Comprehensive outpatient services

are available with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the American
Hospital Association, and the National Association of Private Psychiatric Hospitals. Accredited by the

Joint Commission on Accreditation of Hospitals.

Psychiatry

D. Ross Campbell, M.D.
Henry Evans, M.D., Clinical Director

Wilham C. Greer, M.D.
David V. MacNaughton, M.D.
John S. McDougal, M.D.
Robert T. Spalding, M.D., F.A.P.A.,

Medical Director

Internal Medicine Consultant

Charles D. Kennedy, M.D.

Clinical Psychology

Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.
Ann Morris, M.S.

Bobby G. Rouse, Ph.D.

Roy Smith, Ph.D.

Adjunctive Therapy
Dan B. Page, M.Ed.

Administrator

Dennis P. Dobard

Is there a tablet containing only

an expectorant and only

Glyceryl Guaiacolate? YES!

1. Patient acceptable

tablet dose.

2. Single entity expectorant.

3. Measured tablet dose.

4. Sugar-free tablet.

An identifiable white, scored tablet which

significantly stimulates the secretion of

respiratory tract fluid.

Composition; Each sugar-free compressed tablet contains glyceryl guaiacolate 100mg.
Action and Use: This preparation utilizes the effective expectorant action of glyceryl

guaiacolate which significantly stimulates the secretion of respiratory tract fluid. The
increased flow of less viscid fluid favors expectoration and has a demulcent effect on
the tracheobronchial mucosa. The primary usefulness of Hytuss Tabs is to promote the

change from a dry, unproductive cough to a productive cough, Hytuss is therefore useful

in treating coughs due to the common cold, bronchitis, laryngitis, tracheitis, pharyngitis,

influenza and the measles. The expectorant action of Hytuss may also provide sympto-

matic relief in some chronic respiratory disorders when the patient experiences spasms
of dry nonproductive coughing. Precautions: Extremely large amounts may cause nausea
and vomiting. Administration and Dosage: Adults—1 tablet four times daily. Children—
6 to 12 years of age; Vz tablet 3 or 4 times daily. HOW SUPPLIED: White, scored, sugar-

free, tablet in bottles of 100 -1,000-5,000. Product Identification Mark: Hy. Literature

Available: On request.

Available through all drug wholesalers.

(GLYCERYL GUAIACOLATE lOOmg.)

HYREX COMPANY

832 South Cooper
Memphis, Tenn. 38104
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Physicians’ Business Costs

Outpacing Their Fees, AMA Says

Physicians’ fees have been rising rapidly. But their

fees have not been rising as rapidly as their busi-

ness expenses. And physicians’ incomes per patient

visit have not risen as much as the cost of living.

Those conclusions are based on an analysis of

physicians’ fees for the years 1971-1975 (Table).

Table 1

Indices of Physicians’ Fees and the Cost of Living

(1971 = 100)

1974 1975

Physicians’ Fees 116.3 130.5

Business expenses component 118.5 133.1

Physicians’ income component 114.7 128.8

Cost of Living (CPI, all items) 121.8 132.9

Sources
1. Physicians’ fees and cost of living from the Consumer

Price Index.
2. Business expense component from HEW data in Federal

Register, June 16, 1975 (page 25502) and September 8, 1976
(page 37838).

3. Income component estimated from the above-listed CPI
and Federal Register data.

During the first three years of that period, 1971-

1974, physicians’ fees rose substantially less rapidly

than the overall cost of living, up about 5.1% a

year for physicians’ fees and 6.1% for the Con-
sumer Price Index (all items). Then in 1975, phy-

sicians’ fees went up by 12.3% while the CPI
registered a 9.1% increase. In 1976, the annual

average increases were: physicians’ fees, 11.3%;
CPI, 5.8%.
Why do physicians’ fees rise as they do? To see

why, it is helpful to divide physicians’ fees (as

measured by the CPI) into two main components:

the portion that helps pay the wages of the doctor’s

staff, office rent, and other business expenses; and

the portion the doctor pays himself.

During most of 1971-1974, increases in doctor

fees were tightly curbed by government-imposed

price controls. Doctors’ business costs during that

period went up about 18.5%, which was a faster

climb than their fees, 16.3%.
Doctors’ incomes per patient visit went up about

14.7% during that period, while the cost of living

went up 21.8%. In effect, the purchasing power
of physicians’ earnings declined.

Price controls on physicians’ fees were lifted in

1974. During the following year, 1975, physicians’

business expenses (many of which could be antici-

pated at the beginning of the year) went up by
12.3%. The largest increase in doctors’ business

costs was malpractice insurance, which went up
84%.

It may be that many doctors simply increased

their business costs. Average increase in physicians’

fees was the same as the increase in their business

expenses, 12.3%. As a result, physicians’ incomes

per patient visit rose at nearly the same rate as their

fees, 12.2%.
In effect, physicians in 1975 allowed themselves

a partial cost of living increase.

While it is believed that a large portion of the

1976 increase in physicians’ fees was attributable to

increases in malpractice insurance rates, analysis

will not be possible until the appropriate data be-

come available.

(The foregoing analysis is summarized in the

table. It indicates that [1] physician fees have not

risen as much as their expenses; and [2] physician

income has not risen as much as the cost of living.)

Physician Incomes Similar

To Executive Salaries

How do physicians’ incomes compare with those

of non-medical professionals?

Comparison with a 1974 government study indi-

cates that the average physician’s income falls at

about the mid-range of corporate executive salaries.

The comparison is not exact, however.

The average physician netted $51,224 (after busi-

ness expenses) from his practice in 1974, according

to the AMA. His gross receipts totaled $86,575 and
his business expenses totaled $35,351. (These are

the AMA’s latest published estimates.)

According to the Statistical Abstract of the U.S.

(1976 edition), (1) median net earnings for a

physician under age 65 in 1974 was $44,580; and

(2) median net earnings for physicians (all ages) in

incorporated practices was $61,500. (Some physi-

cians incorporate their practices because of certain

tax advantages.) Source of the Statistical Abstract’s

information was Medical Economics.

In 1974, the US Civil Service Commission sur-

veyed the salaries of eight non-medical professional

occupations at the middle-management and executive

levels of 144 American companies. Corporate offi-

cers were generally not included in the government

survey.

Results of the survey, with average physicians’ in-

come added for comparison, are shown on Tables

1 and 2.

Table 1

Average Annual Earnings of Physicians and
Non-Medical Professionals, 1974

Non-

Manufacturing manufacturing

Physicians*

Directors of Personnel

Attorneys

Chief Accountants

Engineers

EDP Program Managers
Plant Managers
Commercial Managers
Economists

AVERAGE, non-medical

professions

— $51,224

$38,476 33,941

35,319 36,510

32,665 32,970

33,500 32,903

34,102 37,039

32,892 41,655

25,987 32,100

39,657 33,943

$34,055 $33,515

* AMA estimate
Source

“Study of Private Enterprise Pay Rates for Positions Equiv-
alent to GS-14/18,” U.S. Civil Service Commission, June 1974.
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Table 2

Average Annual Earnings of Physicians and Non-Medical

Professionals, by Level of Corporate Responsibility, 1974

Manufacturing

Non-

Manufacturing

Physicians* — $51,224

Executive Levels**

B $68,725 76,720

C 52,693 57,824

D 44,226 45,892

Middle Management Levels k-k

E 35,490 36,797

F 29,224 28,013

AVERAGE, non-medical

professions $34,055 $33,515

* AMA estimate

** "B” is just at or below the level of corporate officer.

The “A” level, corporate officer, was generally not

included in the survey. “D” is the lowest executive

level.

Source
“Study of Private Enterprise Pay Rates for Positions Equiv-

alent to GS-14/18,” U.S. Civil Service Commission, June 1974.

As table 1 indicates, the average physician’s net

income is generally greater than the average salaries

of the eight non-medical professions.

Salaries among these professions varied, however,

according to the individual’s level of responsibility

within the corporate structure. Table 2 summarizes

the average salaries of the same eight professional

groups according to their levels of responsibility.

Table 2 shows that physicians’ incomes tend to be

at the low side of the “C” level, mid-range among
corporate executives, on the scale of corporate re-

sponsibility levels.

This comparison is far from exact, however. The
reason: employees of most American companies re-

ceive certain “fringe” benefits—such as health and
life insurance—in addition to their wages. Personnel

people with whom we checked report that companies

tend to pay out about 30 to 35 cents in fringes for

every dollar of payroll.

Physicians, on the other hand, are typically self-

employed individuals and, as such, do not receive

most such fringes in addition to their earnings.

Rather, they must purchase most such benefits from
their after-business-expense earnings. (An exception

is a Keogh-type retirement plan, in which the physi-

cian’s contribution is tax-deductible.)

If we assume that the equivalent of fringe benefits

accounted for 15% to 25% of a physician’s net

income in 1974, his “take home pay” was around

the $38,000 to $45,000 range. That is, his personal

earnings were roughly equivalent to those of a senior

manager or a junior executive (or somewhere be-

tween “D” and “E” on the Table 2 scale).

How have incomes, both corporate and physician,

changed since 1974? Precise figures are not availa-

ble. However, a survey of executive pay in some
300 companies, conducted for the Commission on

Executive, Legislative and Judicial Salaries, indi-

cated an average salary increase of 6.2% per year

during 1969-1976. Among companies where no

bonuses were paid, executive salaries rose by 6.8%
a year.

An analysis by the AMA of the physicians’ fee

index of the Consumer Price Index indicated that

physicians’ net income per patient visit rose by about
6.5% a year during 1971-1975.

Thus, it appears likely, assuming no major change
in physicians’ patient loads, that physician net in-

comes hold about the same relative position today,

compared with other non-medical professional sala-

ries, as they held in 1974.

MD Vacancies in Project USA

Project USA, the AMA’s program to recruit

physicians for short-term service (usually two
weeks) has year-round vacancies at Indian Health
Service facilities and National Health Service Corps
rural communities. Project USA physicians receive

$500 a week plus round trip air coach fare, and
family housing accommodations are provided.

Malpractice insurance coverage is furnished under
the Federal Torts Claims Act for service on Indian

reservations, however the physician must provide

his/her own malpractice insurance at a NHSC site.

It is a simple procedure to extend an existing cover-

age to include short-term service at a NHSC loca-

tion. Any expense involved in this process will be
assumed by Project USA.

Physicians interested in participating in this pro-

gram are requested to contact John Naughton,
AMA, 535 N. Dearborn, Chicago, IL 60610; Tel.

(312) 751-6388.

Medical School Enrollment

Shows Another Increase

Total enrollment in the 114 US medical schools

in 1975-76 was 56,244, an increase of 2,170 over

the previous year, says the AMA’s 76th annual re-

port on medical education. First-year enrollment

increased from 14,963 in 1974-75 to 15,351 in

1975-76. The number of graduates increased from

12,714 to 13,561. The total number of women
enrolled in 1975-76 was 11,527, an increase of

1,741 over the previous year.

There were 39,330 full-time faculty members in

the schools in 1975-76, for a ratio of 1 teacher for

each 1.4 students. In addition, more than 70,000

physicians and others taught part time.

The total new enrollment of 15,351 students was

selected from a total of 42,303 applicants. For the

first time in many years, the number of applicants

declined slightly from the peak of 42,624 in 1974-

75. Each applicant applied to an average of almost

nine different schools at the same time, hoping for

acceptance by at least one.

By 1980, the 114 medical schools projected a

first-year class of more than 16,000, with 15,500

graduates each year, and some additional medical

schools will be in operation by that time.

Ethnic minorities enrolled in medical schools in

1975-76 totalled 4,595 (8.2%).
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Clinical Center to Study Patients

with the Sezary Syndrome

The cooperation of physicians is requested in the

referral of patients with the Sezary syndrome (eryth-

roderma, diffuse lymphocytes with cerebriform nu-

clei and membrane properties of T cells) for a study

being conducted by the National Cancer Institute at

the Clinical Center, National Institutes of Health,

Bethesda, MD. For the purposes of this investiga-

tion, patients should have an abnormal lymphocyte

count greater than 15,000/mm3. Operative reports,

pathology reports, and slides should be forwarded

for review.

Patients will receive a complete evaluation of

their neoplasm and their overall immune status.

They may be considered for systemic chemotherapy
if appropriate for the patient's stage of disease. This

will require long-term follow-up in collaboration

with the referring physicians.

A summary of the workup, findings, and ultimate

disposition will be sent to the referring physician.

Physicians interested in having their patients con-

sidered for admission may write or telephone: Dr.

Samuel Broder, Bldg. 10, Rm. 4N115, NIH, Bethes-

da, MD 20014; Tel. (301) 496-6653 or Dr. Richard

Fisher, Bldg. 10, Rm. 12N226, NIH, Bethesda, MD
20014; Tel. (301) 496-4916.

Clinical Center to Study Patients

with Pituitary Tumors

The cooperation of physicians is requested in the

referral of patients with pituitary tumors (exclusive

of those patients with acromegaly) for a study being

conducted by the National Institute of Child Health

and Human Development and the National Institute

of Arthritis and Metabolic Diseases at the Clinical

Center, National Institutes of Health, Bethesda, MD.
Patients will receive a complete evaluation of their

pituitary tumor and endocrine status, and will be

considered for a randomized therapeutic program

which will necessitate a long-term follow-up in col-

laboration with the referring physician.

A summary of the workup, findings, and disposi-

tion will be sent to the referring physician.

Physicians interested in having their patients con-

sidered for admission may write or telephone: Dr.

Charles A. Strott, NIH, NICHD, Clinical Center,

Room lOB-03, Bethesda, MD 20014; Tel. (301)

496-5909 or Dr. Ronald Kahn, NIH, NIAMDD,
Clinical Center, Room 8N-238, Bethesda, MD
20014; Tel. (301) 496-2596.

Clinical Center to Study Patients

with Hemochromatosis

The cooperation of physicians is requested in the

referral of patients with iron overload for studies

by the Hematology Branch of the National Heart,

Lung, and Blood Institute at the Clinical Center,

National Institutes of Health, Bethesda, MD.
Patients whose iron overload is secondary to

292

chronic transfusion and those with primary (idio-
|

pathic) hemochromatosis are needed. We are par-

ticularly interested in patients with homozygous beta

thalassemia or congenital hypoplastic anemia who
have had a life-long requirement for transfusion.

Several new non-invasive methods will be used to

evaluate the extent of iron deposition and damage
to various organs. Function of various endocrine

!

glands will be determined by basal hormone mea- I

surements and then response to various provocative i

agents including hypothalamic releasing factors.
j

Treatment for those patients who require regular i

blood transfusions will consist of subcutaneous infu-

sion of the iron chelator, desferrioxamine. Continu-

ous administration of the drug will be accomplished

through use of a small and convenient portable

mechanical pump. Those patients with primary

hemochromatosis will be treated with phlebotomy
supplemented with desferrioxamine infusions as indi-

cated by their clinical status.

Physicians interested in having their patients con-

sidered for admission may write or telephone: Ar-
thur W. Nienhuis, M.D., National Heart, Lung, and
Blood Institute, NIH, Bldg 10, Rm 7D-19, Bethesda,

MD 20014; Tel. (301) 496-5093 (office), (301)
530-1745 (home) or Neal S. Young, M.D., Na-
tional Heart, Lung, and Blood Institute, NIH, Bldg

10, Rm 7D-19, Bethesda, MD 20014; Tel. (301)
496-6069 (office), (301) 362-1589 (home).

Multiple Drug Use Common
Among High School Pupils

\\

High school pupils who use mind-altering drugs

are very likely using several different drugs at the

same time, a survey of more than 1,000 youngsters

in the New Haven, Conn., area indicated. A definite

pattern of “stepping stone” up the ladder to more
dangerous drugs was established by the survey con-

f

ducted in 1972-73. The report is published in the
|

February issue of Archives of General Psychiatry. jl

The order of progression begins with alcohol,
|

and moves up, in order, to marijuana, hashish, bar- i

biturates, amphetamines, LSD, mescaline, cocaine j

and heroin, says Leroy C. Gould, Ph.D., and col-

leagues, of Yale University. .

Three-fourths of the students used alcohol out-

side the home with friends. Over half had at least :

tried marijuana (one-third reported they were cur-

rently using it). One-third of the pupils had tried
"

hashish, with 18% currently using it.

Some 18% had used barbiturates; 18% had used

amphetamines; 12% had tried LSD; 10% had used

mescaline; 9% had sniffed glue; 6% had used co-

caine, and 2% had used heroin.

Multiple-drug use was prevalent. Fifty-eight per-

cent of the students reported that they had used

more than one drug, and 44% said they had used

three drugs or more. At the time of the survey,

conducted in the 1972-73 school year, 43% of the

study population reported that they were still multi-

ple drug users.
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Hospital Drug Therapy Safe,

World-Wide Study Confirms

Drug therapy for patients in hospitals is much
safer than previous studies had indicated, says a

report in the Feb. 28 issue of JAMA.
Among 26,462 carefully monitored medical in-

patients, 24 or 0.9 per thousand, were considered

to have died as a result of a drug or group of drugs,

says the report from the Boston Collaborative Drug
Surveillance Program, Boston University Medical

Center, Waltham, Mass.

Most of those who died were seriously ill prior

to the event that caused death. Only six of the

deaths may have been preventable, and five of those

were from overload in intravenous administration of

fiuids, rather than from the drug itself, say Jane

Porter and Herschel Tick, M.D.

The study was carried out in seven nations across

the world between 1971 and 1976. Rate of deaths

per thousand patients varied from a low of zero in

Israel and Italy to a high of 1.4 in New Zealand.

In the United States the rate was 1.2 per thousand.

A communication from the Boston program in

1971 had reported death rate attributable to drugs

of about 4 per 1,000, and this report has been widely

used to estimate the extent of drug-induced deaths

in the country at large.

“However, a good deal of the experience in the

first report related to patients in a chronic disease

hospital, and the results were therefore biased to-

ward patients with cancer, alcoholic cirrhosis, and

other serious chronic illnesses,” Ms. Porter and

Dr. Jick point out.

The new study encompassed patients admitted to

acute disease hospital medical wards in general, a

more representative group of hospital patients.

Among the 24 deaths, six were attributed to anti-

cancer drugs, five to intravenously administered

fluid therapy, and five to digoxin. Among the 24

patients, five were considered terminally ill prior to

receiving the drug implicated, nine were considered

severely ill, seven moderately ill, and three otherwise

healthy.

“The New Health Professionals: Nurse

Practitioners and Physician Assistants”

Published by Aspen

Aspen Systems Corporation has announced the

publication of The New Health Professionals: Nurse
Practitioners arid Physician Assistants, a resource

document that assesses the present and future of

nurse practitioners, physician assistants, medex, and

other new health practitioners.

Written by health care professionals and lawyers,

the reference explains the functions of new health

practitioners, updates data on practitioner programs,

examines clinical data, and provides information for

deciding the status of new health practitioners in the

eventuality of National Health Insurance.

The New Health Professionals, directed at health

planners, individual practitioners, health care super-

visors, educators and legislators, contains:

—a demographic overview of nurse practitioners,

medex, physician’s associates, and physician’s assis-

tants with descriptions of similarities between the

groups.

—an update of the progress of programs for the

training of new health practitioners and identification

and analyses of major determinants of new health

practitioners.

—documented research of health practitioner pro-

ductivity, cost, task-competency and enabling legisla-

tion.

—data on the clinical impact of new health prac-

titioners.

—a review of issues and a section of conclusions.

Also included in the book are demographic tables

on practitioners’ programs, figures assessing gradu-

ates, charts of procedural data, and introductions and
conclusions within chapters.

The New Health Professionals: Nurse Practition-

ers and Physician Assistants is available from Aspen
Systems Corporation for $22.00. Further informa-

tion may be obtained by writing Aspen Systems Cor-

poration, Dept. RR, 20010 Century Blvd., German-
town, MD 20767.

WHITE SURGICAL SUPPLY CO.

1921 56 Years 1977

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EPUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701
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PHYSICIANS WANTED

An aggressive group in West Tennessee

wishes to expand its services to the

community by offering an effective In-

dustrial Medicine practice to a rather

large industrial community. Two physi-

cians will be required, and this program

will be instituted as soon as the physi-

cian relocation can be accomplished.

This practice will include executive

physicals, pre-employment physicals,

workmen’s compensation, evaluation

and treatment, and other needs that the

local industry may later identify.

Address reply to Box W-1, TMA Journal,

112 Louise Avenue, Nashville, Tennes-

see 37203.

WANTED:
PHYSICIANS—ALL SPECIALTIES

As search consultants in the health care field, we
are interested in physicians with a good career path
for full-time positions as Medical Director, Assistant
Medical Director, Chiefs of Clinical Departments,
and clinical practice with our clients, blue-ribbon
hospitals and other organizations in the health care
field. We invite your curriculum vitae so that we
may contact you when the right situation develops.
No financial obligation to candidate.

LEPINOT ASSOCIATES INC.
702 Abbott Road, East Lansing, Ml 48823

CONFERENCES FOR
MEDICAL PROFESSIONALS

A calendar listing of over 500 national/international

meetings, conferences and seminars in the medical

sciences for 1977. All medical specialties included.

Send a $10.00 check or money order payable to

Professional Calendars, P.O. Box 40083, Washing-

ton, D.C. 20016

UP TO

$50,000
GROUP LIFE INSURANCE

NOW AVAILABLE

PLUS

$50,000

Accidental Death Coverage

Also Your Tennessee Medical Association

Group Life insurance coverage can be

Group Term or Group Permanent or a

combination of both.

Cut And Mail For Details

Name

number street

city state zip code

date of birth

Mail to: DUNN-LEMLY-SIZER
900 Church Street

Nashville, Tennessee 37203

615-242-8301
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Wrong!

The difference is in their action—both before and after

symptoms begin. That’s the reason for TEDRAK.
effective and prolonged bronchodilation from the

synergistic effect of ephedrine and theophylline

mdrenergic action relaxes bronchial
SMOOTH MUSCLE
a-ADRENERGIC ACTION REDUCES BRONCHIAL
EDEMA AND SECRETIONS
dosage forms to meet individual patient needs

For proven performance. .

.

TedraT/TedrarSA/TedrarElixir
Each tablet contains 130 mg
theophylline, 24 mg ephedrine
hydrochloride, and 8 mg
phenobarbital.

Each tablet contains 1 80 mg anhydrous theophylline

(90 mg in the immediate release layer and 90 mg in

the sustained release layer); 48 mg ephedrine
hydrochloride (16 mg in the immediate release layer

and 32 mg in the sustained release layer); and 25 mg
phenobarbital in the immediate release layer.
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See next page for brief summary.
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Arboviral Encephalitis in Tennessee
R. MARK WEEKS, M.P.H., DAVID S. FOLLAND, M.D., and MYRON J. FRANK, M.P.H.

For the past three summers Tennessee has

experienced outbreaks of encephalitis due to an

arbovirus, St. Louis encephalitis (SLE) virus.

Since 1974, a total of 157 patients with SLE has

been reported to the Tennessee Department of

Public Health (TDPH). Nineteen of these pa-

tients died, representing a case fatality rate of

12%. Ninety-three percent of the 157 cases were

residents of West Tennessee where the environ-

ment favors this mosquito-transmitted iUness.

St. Louis encephalitis is among the four arbo-

viral encephalitides which are endemic in the

United States. Other endemic mosquito-bome

encephalitides include western equine encephalo-

myelitis (WEE), eastern equine encephalomye-

litis (EEE), and California encephalitis (CE).

SLE accounts for the greatest number of the

arboviral encephalitis reports in the United States,

with the majority of cases usually being reported

from the south central states.^ Although the yearly

incidence varies, cases typically appear during the

latter part of the summer when the virus may
be epizootic (i.e., most active in the animal popu-

lation).^'^

Vectors and Animal Reservoirs

The first recognized outbreak of illness subse-

quently attributed to SLE occurred in St. Louis

in 1933. Epidemiologists who pioneered the study

of this extensive outbreak were divided in their

opinions on the etiology of the unknown disease.

Some felt that the epidemiology resembled that of

From the Division of Communicable Disease Con-
trol, Tennessee Department of Public Health.

a poho outbreak, and consequently hypothesized

person-to-person spread. Others suspected the

mosquito as the agent of transmission.^

Today we know that birds are the major res-

ervoir for the SLE virus. Although many species

transport the virus, the common house sparrow

appears to be one of the more prominent carriers.

Several mosquito species maintain transmission

of the virus in the avian population. In the South

the subspecies Culex pipiens quinquefasciatus is

the principal vector. These mosquitos breed in

artificial containers such as tin cans, discarded

tires, and rain barrels; preferred breeding sites are

in waters high in organic content (e.g., storm-

sewer catch basins, poorly drained street gutters,

cesspools). They feed both indoors and outdoors

throughout the night, biting most frequently dur-

ing the dawn and dusk hours.^ Figure 1 illustrates

the cycle of the SLE virus. Note that the reser-

voir (s) for the winter portion of the cycle is not

known.

JT LOCAL WINTER RESERVOIRS ?
MIGRANT

'

BIRDS ?

RURAL SOURCE

;

'''.^LOCAL WINTER RESERVOIRS

)URCE ?

MIGRANT BIRDS

EZ!!S!!Z3 K nown portion
of cycle

Speculative

portion of cycle

Fig. 1. SLE virus cycle in United States.^
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Clinical

Man acquires the infection through the bite of

an infected mosquito. Clinical illness does not

always result, but may appear 5 to 15 days after

the bite. A serologic survey of SLE antibodies

among residents of Houston indicates that there

may be as many as 250 inapparent infections for

each instance of clinical illness.^ Clinically appar-

ent infections usually occur in those over 30 years

of age from lower socioeconomic neighborhoods.^

There is no apparent sexual predisposition to-

wards acquiring the disease.

Tennessee surveillance data since 1974 show

that although patients ranged in age from 9 to

88 years, 70% were over 54 years of age. Attack

rates by socioeconomic levels in Memphis in

1975 indicate that residents of lower socio-

economic areas had a risk of SLE five times

higher than those living in the middle socio-

economic areas.

The clinical illness presents itself as a febrile

headache, aseptic meningitis, or encephalitis. Pa-

tients generally experience an acute onset with

headache, high fever (102 F to 105 F), nausea

and/or vomiting, dizziness, and stiff neck. Mani-

festations of CNS involvement such as disorien-

tation, tremor, confusion, and coma may also be

present. As a rule, CSF findings indicate a moder-

ate pleocytosis (10-300 cells/mm^) with a slight

elevation of protein and a normal glucose level.

Duration and severity of illness is usually directly

correlated with increasing age. Older patients

are more likely to have an extended convales-

cence and are at a greater mortality risk, while

younger patients often exhibit a relatively short

and mild illness characteristic of aseptic menin-

gitis.^^®

Because the clinical manifestations of SLE are

not diagnostic, laboratory studies are necessary

for definitive diagnosis. Attempts at viral isolation

are generally unrewarding. Serological tests, avail-

able through the laboratory of the TDPH Labora-

tory, provide both a definitive and convenient

method of diagnosis. Complement fixation (CF),

and hemagglutination inhibition (HI) tests con-

firm a diagnosis by demonstrating a four-fold rise

in antibody titer between paired acute and con-

valescent sera. A presumptive diagnosis is based

upon a single elevated titer of ^ 1:80 by HI
or > 1:16 by CF; however, paired sera are most

312

important in diagnosing a current infection since

SLE antibodies may persist for years. Manage-

ment of the patient is supportive as there is no

specific treatment for the disease.

Collection and Shipment of Specimens

An acute blood specimen should be collected

as early in the illness as possible. Serum speci-

mens are preferred for shipment, as whole blood

may hemolyze en route to the laboratory. If

whole blood is sent, collection and shipment in

vacuum blood tubes generally reduces the risk

of hemolysis. Three cubic centimeters of serum

or 10 cc of whole blood is adequate for the labo-

ratory studies. Acute specimens designated for

SLE studies are tested by the laboratory without

awaiting for the convalescent specimen, as the

early detection of a presumptive SLE illness may
enhance the control of an SLE epidemic. Upon
receipt of the convalescent specimen, the paired

acute and convalescent sera are tested together

in order to confirm or rule out the SLE diagnosis.

Serum or whole blood specimens may be mailed

without refrigeration, and should be addressed

to: Tennessee Department of Pubhc Health,

Division of Laboratory Services, Attention: Im-
munology Laboratory, Cordell Hull Building,

Nashville, TN 37219.

Surveillance

SLE was first recognized in Tennessee in 1964.

In that year surveillance efforts by the Memphis

and Shelby County Health Department and the

Center for Disease Control in Atlanta revealed

four SLE cases in Shelby County.® Human illness

was not recorded again in Teimessee until 1974

when 42 cases were reported. Shelby County

residents accounted for the majority of patients

(38); the remainder lived in other West Tennes-

see counties. The state’s largest outbreak coin-

cided with the nation’s most extensive epidemic

during 1975 when more than 2,000 cases were

reported from 30 states.^ Most of these cases

occurred in states located within the Mississippi

and Ohio River Valleys. Tennessee reported 87

cases in 1975, and again, Memphis experienced

the most activity with 64 cases (74%).

Due to the occurrence of the 1974 and 1975

outbreaks, the TDPH intensified its arbovirus

surveillance activities in June 1976 to facilitate

control of the disease and to learn more about its

epidemiology. Weekly data on admissions of pa-
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Fig. 2. Tennessee SLE cases by week of onset of illness, 1974-1976.

Table 1

Geographical Distribution of Tennessee SLE Cases 1974-76

Shelby County

1974

38

1975

64

1976

8

West Tennessee (excluding Shelby) 4 14 18

Middle Tennessee 0 4 2
East Tennessee 0 5 0

Total 42 87 28

tients with fevers of unknown origin, aseptic

meningitis, and encephalitis were obtained from
West Tennessee hospitals through county health

departments, and attempts were made to obtain

serum specimens from these patients to diagnose

SLE. Surveillance efforts revealed a decrease in

incidence and a notably different geographic trend

in 1976: only 28 cases were reported, 26 of

whom resided in West Tennessee (Fig. 2 and
Table 1). Thus, the incidence in West Tennessee

decreased from 6.39 cases per 100,000 in 1975
to 2.13 cases per 100,000 in 1976. Unlike previ-

ous years, Shelby County residents accounted for

less than half (eight) of the state’s cases. Rea-
sons for this decreased incidence statewide are

unknown, but may be due to climatic variations

in May (i.e., cooler temperatures and less precipi-

tation), vector control efforts (particularly in

Shelby County), widespread immunity in the

population, or perhaps a combination of these

factors. Although it is impossible to evaluate these

factors with certainty, it is probable that climate

and vector control were of greatest importance.

MAY, 1977

Prevention and Control

As there is no vaccine for St. Louis encepha-
litis, other means of prevention are necessary to

avert epidemics. Vector surveillance and control

provide a primary method of prevention. Weekly
culex mosquito population estimates are made
throughout West Tennessee by local health de-

partments in order to provide area assessments

of mosquito problems. The Memphis and Shelby

County Health Department also monitors the

prevalence of the SLE virus among animal reser-

voirs through weekly serological testing of sen-

tinel bird flocks.

Should vector surveillance indicate accelerated

vector activity, larval control is increased by oil

applications or drainage operations to destroy the

major breeding areas. When human illness is

detected, rapid reduction of the adult mosquito
population is undertaken to prevent widespread
transmission of the virus. This is accomplished
through ultra-low-volume application of bio-

degradable pesticides by either land or aerial

equipment, depending upon the extent of the

outbreak and the availability of resources. The
efficacy of these vector control techniques can be
enhanced by rapid reporting of cases to facilitate

an immediate reduction of viral transmission.

Public education can also help to reduce the

threat of SLE. Local health departments dissemi-

nate information during the summer months urg-

ing the public to rid their property of culex breed-
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ing grounds (e.g., tin cans, empty flower pots)

and screen their windows. During an epidemic

the public, particularly those over 50, may
be advised to avoid outdoor exposure at the

hours of dawn and dusk when the culex mosquito

principally feeds. Mosquito repellants may also

be useful to those outside after sunset.

Summary
The continued incidence of St. Louis encepha-

litis in Tennessee merits recognition by the medi-

cal community. This illness occurs during the

summer and early fall, and it affects primarily

those over 55 from lower socioeconomic neigh-

borhoods. Infection varies from asymptomatic to

fatal. Since the clinical criteria are not diagnostic,

serologic tests are necessary in diagnosing SLE.

Routine serologic testing on paired acute and

convalescent sera is indicated during the summer
and early fall on all patients with encephalitis,

aseptic meningitis, and fevers of unknown origin.

The TDPH maintains intensive SLE surveillance

to gain a better understanding of the disease and

to reduce its incidence. r ^
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INSECTICIDES

Are the bugs eating up your garden?

Most insects can be knocked out with sprays, powders and other poisons, but the unwary
gardener sometimes can suffer from the effects of the bug sprays too.

Some tips on use of insecticides are offered by the American Medical Association.

* Read the directions on the container carefully—and follow them. The manufacturer

spells out the proper usage and safety precautions.

* If the directions call for rubber gloves, protective clothing or goggles, leave this one

for the experts and use a less potent poison.

* Store the insecticide in its original container, with original label, in a safe, locked

compartment, away from children and pets.

* Destroy empty containers immediately.

* Apply downwind, to avoid inhaling sprays and dusts. Stay out of freshly sprayed areas

the rest of the day.

* Do not smoke while spraying or dusting. Some of the chemicals are flammable. And
you might inhale poisons along with the smoke.

* If chemicals are spilled on the skin, wash immediately and thoroughly.

* Cover bird baths, dog dishes, and fish pools before spraying. Pour leftover spray down

a drain or into the soil. Don’t leave it around in pans or pails.

In case of accident, follow the directions on the container. If in doubt, call your physician.
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The Allergy G.A.M.E.

(Goals, Assumptions, Methods, Ethies)

it’s Not Easy to Be an Allergy Patient

Dear Doctor:

As you know, I owe you $120.00 for allergy testing

and for about two months of my vaccine program. I’m

having problems paying the bill because I’m not sure

that the treatment and testing done by you were ade-

quate. I have been retested using intradermal as well

as scratch tests and have found that I am allergic to

dogs, house dust, and molds—three things that did not

show up in your tests. This leads me to believe that

if I had continued the vaccine program based on your

testing, I would still be affected by these three things

which are in my environment. So, I’m not sure what I’m

paying for if the tests you gave me weren’t complete

enough to show all that I’m allergic to and if the vac-

cine didn’t have all the antibodies in it necessary for

me to build up natural immunities to all the things

that cause my asthma.

I don’t know exactly where to go with this, but I

wanted you to know why you haven’t received any

money from me. Please let me know how you feel

about this.

The preceding letter was recently received from

an intelligent, 23-year-old woman, a patient in

this ofl&ce for six months. It is the fourth letter

she has written to me; all of the previous letters

were typed carefully, and all were answered care-

fully. This last letter is handwritten, on a “legal

pad.” On any given reading, careful readers may
note that we have here a very verbal patient,

rationalizing very well, who is anxious, and who
feels two ways about her physician. She speaks

for a vast segment of our lay friends and critics.

Goals for the Patient

Troubled folk come to us in the professions

with at least one hope, voiced or not: they wish

us to “identify a demon and exorcise it,” in the

words of a neighbor of mine, a neurosurgeon.

Some demons they are prepared to help us locate;

others they would rather hide, and hide from.

The more demons we identify which are accep-

table to our patients, the better they will love us:

provided, that we can gently exorcise, and agree

on what is demon and what is not.

Reprint requests to Dr. Hornsby, 606 W. Main Ave.,

Knoxville, TN 37902.

Parti
ROBERT PRESTON HORNSBY, M.D.

Goals for the Physician

I shall not easily forget what one medical

school roommate shared with me long ago. He
was in the medical profession, he allowed, as

best he could tell, to “make money.” I did not

hear this much candor on this particular motive

again until my postdoctoral training years, when
a medical school professor advised: “Put a hun-

dred patients a year on vaccine and when you
are 50 you can retire.”

This is not your average goal, nor average ad-

vice. Far more often over the years of medical

school, training, and practice, one hears far better

sentiment: “Take care of your patients, and your

patients will take care of you.” This has been,

for me, the real event. It happens naturally and
pleasantly. The Golden Rule is of God, and He
seems to look out for His own, thank goodness!

“Fantasy Island”

Last night I came home from a date with my
second child, to find the others, plus a house

guest, watching an old movie on television. On
an island, a very powerful and wealthy playboy

had offered, for whatever the traffic would bear,

a chance for wealthy clients to “relive” particular

incidents from the past, or to indulge any sort

of wishful dream. The violence shortly encoun-

tered turned me off; later we turned off the set

before the melange ended. Troubled, we retired.

Fantastic Goals for Patients

“I want you to find out what’s the matter with

me, doc, and do something about it.” Great.

Sounds simple. Let’s do it, right? And let’s get

on with it.

But wait a minute. Why does my patient want

ME to do all the work? So that he or she will

not have to put forth the effort? Better clarify

that point early on in our relationship. And, sir

or madam, having found out from careful history,

physical, and testing what the troubles are, are

you then prepared to hear me out as I lay it

on you?
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And, indeed, madam or sir, you may then

neither want to have anything done, either by

yourself, or by me, nor want to accept referral

to a better helper than I. What then?

Naturally, patients don’t expect to hear this

noise from us; not early on, not later. What

seems a simple contract may fall apart, from the

patient’s viewpoint.

Fantastic Goals for Physicians

“Do something!” Yes, sir or madam, right

away. Here is what I do, and here is how I do it.

Sound OK? Good. Let’s proceed. (Watch out,

doc; you’re already hooked.)

Assumption made, though hidden:

1. I can “do my thing” in this case. My training

and peers permit it.

2. I may do it. My license is current to practice

in this state.

3. I should do it. The customer is always right.

4. My diagnostic and therapeutic skills are bound

to hit the right problems as presented by this

patient. We both understand this.

5. The problems as presented by the patient are

going to have a nice correlation with the

clinical findings I uncover, and a nice cause/

effect relationship will obtain.

6. He/she will be delighted with this professional

service and we can both rest easily. Prescrip-

tion will be simple.

7. What is important to me equals what is impor-

tant to the patient equals what is important to

the next-of-kin (parent, spouse) equals what

the sickness insurance carrier respects and

rewards, diagnostically and therapeutically.

Vague Goals Spring from Hidden

Assumptions . .

.

Allergy patient goals are also intimately tied

to assumptions already firm in patients’ minds

and hearts. Recognizable are;

1. I am allergic and belong in this office. Dr. X
said so. My family, too.

2. Everything allergic is treatable by an allergist.

3. The most I am expected to do is to take

shots. Briefly and seldom.

4. Shots are more potent medicine than pills.

Pills are addicting.

5. Shots make me well and preserve my present

life-style unhindered.

6. 1 am perfectly capable of knowing medical

right from wrong.

7. The doctor is supposed to love me. Love me,

love my hangups, semantics, etc.

8. It’s “allergy” if it makes me feel uncomforta-

ble.

9. I want to be OK inside; tell me it’s some-

thing “out there,” instead.

10. If I’m not satisfied, I don’t have to pay a

thing. But someone’s going to pay, if I’m not

to have satisfaction in this office, and pay

plenty!

11. Surely the insurance company understands

allergy and allergists; what they don’t reim-

burse is not worth paying for.

12. No patient is responsible for his troubles; not

really. It’s got to be something else, doc.

See, even Dr. X says so!

and Impossible Goals from Untested

Assumptions

For allergists, there are equally grave hazards

for the unwary. One of the most serious errors

any physician can make is to “slip and fall into a

routine” unvarying from patient to patient, day

in and day out. The more we have things to “do”

with and for our patients, and the more we de-

pend on intricate equipment and procedures, the

less we find time to individualize, to think, to

keep in focus not only our common sense and
j

five senses, but as Mark Twain has said, to “keep
|

our imaginations in focus.” We stand to degener-

ate into unresponsive and irresponsible techni-

cians. We even have “paramedics” to help.

Among us allergists, there can be recognized I

another “dirty dozen” assumptions, all common, i|

li

and none tested and proven:

1. All patients should be skin tested, especially
f

if they demand it.
|

2. Scratch tests do not reveal as much atopy as
j

intradermals do.
;

3. It doesn’t take a physician to interpret skin
|

tests and decide what is important from skin

test results.

4. A “positive” is a “positive” is a “positive.”

5. Wheal/flare means histamine release means

atopy and that’s all it means!

6. Vaccines help asthma, just as they help hay-

fever,

7. And should be tried empirically in other
-

|

situations. ] i

8. Treat the asthma and the asthmatic will take /ji
s

'I

care of himself, or vice versa.
1

1
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9.

Shots are more potent than pills and are

non-addicting.

10. lam perfectly capable of knowing right from

wrong in any situation.

11. The best I can do for my patients is to put

them on vaccine “therapy.”

12. Diagnosis of non-allergic disorders is best

left to non-allergists. Likewise, the treatment.

And never, never disabuse a patient or col-

league of an already-formed impression, how-
ever unreal. Avoid controversy.

Echoes of Freud and Jung

Teaching centers, good and bad, tend to pass

on much well-thought-out, conceptualized, ratio-

nalized “rationale.” They are in a sense like

Freud, of whom it is said that, having thought

it so, it became thus. One recalls that Freud

came to grief in his own psychoanalysis when
he refused to deal honestly on the matter of a

personal dream confided to his peer, Jung.

Jung was the ever-curious, open-minded

doubter. Truth can penetrate such open souls,

and in Jung’s case, truth apparently did just that.

He stayed in touch with his observations; he

never really perfected a “theory.”

And teaching centers tend to be reflections of

the personalities of strong leaders. In a sense,

they tend to be Freudian and egocentric. They

“rub off” on many of us; yet let us assume our

part of the responsibility when this happens. Let

us recognize it; let it be dealt with openly. In

accepting and in recognizing, we can be free to

control this vague, hidden side of personal and

professional character. From dark, buried roots

can spring ultimate values—for physician and

patient alike—but only if we stay in communica-
tion with our experience, gained with open hearts

and minds. And only if, hke Jung, we keep our

imagination in focus.

Allergists are as different, one from the other,

as there are differences in goals, assumptions,

methods, and ethics among the various individ-

ual backgrounds and the various teaching centers.

The next, and concluding paper will focus on

clinical methodology and professional ethics in

the practice of allergy. Suggestions will be offered

for simplified and more dependable diagnostic

skin testing. The pitfalls of intradermal skin test

protocols will be explored, and clinical misadven-

tures reported. r

Part II will appear in a subsequent issue of the

Journal.

AMA RANKS HIGH IN PUBLIC
PERCEPTION OF PROFESSIONAL GROUPS

When asked to rate the ethical standards of 1 1 professional groups and the credibility of

their organization, Americans show by a large majority that they trust the American Medical

Association. This conclusion is drawn from 1976 studies conducted by the Gallup Organiza-

tion, Inc., of Princeton, N.J.

In the area of believability, the AMA ranked 6.8 on a scale of 1 to 10. Other groups

ranked were news media, 6.1; business corporations, 5.0, and labor unions and federal

agencies, 4.9 each, the Gallup Organization found.

In the public’s perception of honesty and ethics, physicians were ranked 56% “very

high” or “high.” Following were engineers, 49%; college teachers, 44%; journalists, 33%;
lawyers, 25%; building contractors, 23%; business executives, 20%; senators, 19%; con-

gressmen, 14%; labor union leaders, 12%, and advertising personnel, 11%.

Although the public shows a high regard for physicians, a disturbingly large proportion

of the population does not share this view. Physicians are held in higher esteem than the

other 10 occupations tested, but 44% of the public does not feel that physicians are highly

ethical and honest.
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Aggressive Therapy

For Cardiogenie Shoek
CRAWFORD W. ADAMS, M.D.

Cardiogenic shock may simply be defined as

an inability of the cardiovascular system to supply

blood adequately to the vital organs and the

peripheral tissues (Table 1). Our discussion will

be limited to one primary cause of low cardiac

output, i.e., pump failure with cardiogenic shock

following a massive myocardial infarction.

Table 1

Low Cardiac Output

A) Pump Failure

1) Myocardial

a) Infarction

b) Myocarditis

c) Failure

2) Valvular

a) Rupture of Cusp
b) Rupture of

Chordae Tendineae

B) Inadequate Filling

1) Mechanical

a) Pericardial

Tamponade
b) Pulmonary

Embolism
c) Atrial Myxoma

2) Functional

a) Tachycardias

b) Arrhythmias

Hemodynamic and Pathophysiologic

Changes

Cardiogenic shock is analagous to a violent sea

during a hurricane. And like the sea, the biologic

environment is continually changing with changes

in pressure, flow, resistance, and oxygen tension.

Our failure to successfully combat such tragic

events is frequently based upon lack of respect

for a falling barometer, or occasionally the degree

of change is so insidious we fail to recognize the

catastrophe before it is already upon us. Once
faced with this emergency, we must bring all re-

sources into action. There is no ideal specific

therapy. Each instance of shock is filled with

complexities. The management must be based

upon fundamental physiologic and biochemical

principles.

Whenever there is extensive myocardial dam-

age, myocardial contractility and stroke volume

This investigation was supported by a grant from
Ayerst Laboratories.

Reprints requests to Dr. Adams, 403 21st & Hayes
Med. Bldg., Nashville, TN 37203.
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are reduced, cardiac output falls, and arterial

blood pressure decreases. The transportation of

oxygen is impaired and arterial blood lactate

rises. With hypoxia, catecholamines are released

causing arteriolar and venular constriction. The
splanchnic and peripheral microcirculation is de-

creased as is the volume of blood returned to the

right side of the heart, resulting in a further re-

duction of cardiac output. Hypotension also trig-

gers the liberation of catecholamines with a sub-

sequent increase in the tone of the arterial waU
and with an increase in peripheral vascular re-

sistance. Hypotension, the release of catechola-

mines, and a reduction of effective circulating

blood volume causes renal and hepatic ischemia
|

with a decrease in renal and hepatic perfusion.

Renal ischemia initiates the release of aldosterone

from the adrenal gland by way of the renin-angio-

tensin-aldosterone mechanism. A decrease in

hepatic perfusion reduces the metabolism of al-

dosterone in the liver with a subsequent signifi-

cant elevation of aldosterone into the blood

stream enhancing sodium retention and potassium

loss. With decreased hepatic perfusion, the utili-

zation of glucose may exceed glucose output from

the liver, followed by hypoglycemia, and increased

plasma lactate: pyruvate ratios.

Although there is an outpouring of lactate -i

from the ischemic heart, the large increase in \

lactate concentration originates from the general ,i

vascular perfusion deficit. With decreased oxygen |
transportation and poor capillary blood flow, an-

|
aerobic metabolism results in an increased pro-

|
duction of organic acids in the peripheral tissues.

|

The partial pressure of oxygen is reduced in the

majority of patients with low cardiac output sug-
|

’

gesting the presence of large pulmonary arterial- I

venous shunts through the broncho-pulmonary 1|

circulation. If there is a reduction of pulmonary •'

blood flow, significant portions of the pulmonary 0
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vascular system remain underperfused, further

contributing to generalized hypoxia, and depressed

respiration soon leads to respiratory acidosis.

Decreased cardiac output leads to decreased

coronary flow, diminished coronary perfusion,

and myocardial ischemia. Myocardial necrosis,

ischemia, hypoxia, and potassium depletion be-

come a fertile area for the development of cardiac

arrhythmias. The complications of low cardiac

output initiate a vicious cycle, and if they are not

recognized and treated early, death ensues.

Cellular and Molecular Changes

Simultaneously, significant deleterious events

are taking place at the cellular level. ^ Once glu-

cose enters the cell from the capillary circulation,

glucose is transformed into glucose-6-phosphate.

The glucose metabolic flux diverges in one direc-

tion to glycogen in storage and another along the

degradation and oxidation pathway to pyruvate.

Some pyruvate is reduced to lactic acid and leaves

the cell. Pyruvate enters the Krebs cycle in the

mitochondrion where, through oxidation, ATP
or energy is produced. The cell pumps fueled

by ATP maintain potassium intracellularly and

sodium extracellularly.

With pump failure, decreased cellular perfusion

and hypoxia trigger compensatory arteriolar vaso-

constriction. There is a reduction in the oxygen

and the nutrient supply to the cell complicated by

anaerobic metabolism, a decrease in energy and

an increase in membrane permeability. The deli-

cate balance of sodium and potassium is disturbed

by a marked influx of sodium and water causing

cellular edema and an efflux of potassium. The
mitochondria become damaged and swollen.

Lytic and digestive enzymes contaminate the

circulation following lyosomal membrane rup-

ture. Acidemia causes more cellular damage with

eventual death of the cell.

Clinical Manifestations

The clinical manifestations of low cardiac out-

put may be insidious yet must be recognized

early. Early recognition and treatment within two

hours will substantially increase the chance for

survival. Apprehension or anxiety indicate im-

pending shock or associated pulmonary embohsm.
Diminished sensorium, decreased mental alert-

ness, or confusion suggest poor cerebral vascular

perfusion, myocardial failure, or arrhythmias.

Close observation of the patient may detect cya-

nosis representing a fall in cardiac output and/or

a decrease in peripheral vascular resistance. An
increase in respiration suggests impending left

ventricular failure, acidosis, anemia, or pulmonary

emboli. Venous distention in the hands, jugular

veins, or lingual veins indicates increased venous

pressure due to left and right ventricular failure

and reflects the interrelationship of the heart,

venous tone, and circulating blood volume. Low
urine output indicates renal failure, increased

renal vascular resistance or decreased renal and

internal organ perfusion. Clammy, wet, cold ex-

tremities indicate low cardiac output, hypo-

tension, and increased peripheral vascular and

renal vascular resistance. A narrow, weak, thready

pulse suggests a low pulse pressure due to de-

creased cardiac output. A rapid pulse indicates a

disturbance of conductions, myocardial failure, or

impending shock. Hepatomegaly with a positive

hepato-jugular reflux confirms right ventricular

failure.

Therapy

Utilizing electrocardiographic “mapping” of

ST-segments and T-waves, enzymatic liberation

of CPK, and electron microscopy, Braunwald^

has demonstrated salvageable “ischemic areas”

within the area of infarction. The ischemic process

that otherwise would progress to necrosis can be

modified by early treatment with pharmacologic

agents to reduce myocardial oxygen consumption,

increase energy substrates, facilitate the removal

of lactate, and protect the Ivosomal membrane.

During the past 28 years, physiologic consid-

erations and pharmacologic therapy for myo-

cardial infarction have progressively improved.

A retrospective study of myocardial infarction

and cardiogenic shock is now in progress. Al-

though this is a preliminary report, the results

are encouraging. Included in this study are all

complications of myocardial infarction. Of the

first 1,000 cases of myocardial infarctions evalu-

ated, 16 patients (1.6%) developed cardiogenic

shock following an extensive myocardial infarc-

tion. Four patients died in the hospital in the

first 18 days (25% mortality). Twelve patients

survived and left the hospital (75%). Of the 12

survivors, five patients (41.6%) have died from

five months to 13 years, and seven patients

(58.3%) are alive from 2 to 14 years following

cardiogenic shock (Table 2). Based upon this

experience, the following therapeutic approach to

cardiogenic shock is suggested.

Therapy should be directed toward improve-
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Table 2—Case Reports

CASE AGE SEX COMPLICATIONS
DISTURBANCE

OF CONDUCTION TREATMENT FOLLOW-UP

1

(11086)

66 d* Cardiac psychosis, CHF NT
A-VB

VR, a-blockade. Digitalis, Quinidine

Diuretics, Anticoagulation

D - 5 years

Age 71

2

(11340)

41 o' Coma NT
PVT

VR, Levophed L - 14 years

Age 55

3

(11056)

39 c/ CHF ST
PVT

VR, a-blockade. Digitalis, Quinidine

Diuretics, Anticoagulation

D - 5 months
Age 40

4

(10166)

52

32

o'

z

CHF LBBB VR, ES, Corticoids, Digitalis

Diuretics, Anticoagulation

L - 3 years

Age 55

5

(10222)

CHF VT VR, Aramine, Neosynephrine,

Quinidine, Anticoagulation

D - 13 years

Age 45

6

(10062)

84
?

Atrial Infarction with

large mural thrombus,

Multiple Infarction

VT
LAHB

VR, ES, Atropine, Diuretics D - 24 hours

Age 84

7

(10882)

67 Intracerebral hemorrhage.

Coma
PVT
VF

VR, Lidocaine, Corticoids,

Aramine, Quinidine, Digitalis,

Isuprel

D - 4 days

Age 67

8

(11165)

62 Multiple Infarctions, CHF PVT
LBBB

VR, ES, Quinidine, Diuretics,

Anticoagulation

D - 3 days

Age 62

9

(10066)

52 d" CHF, Grandmal seizures,

Diabetes mellitus

PNT, VT, Arrest

CHB, RBBB
VR, ES, Digitalis, Diuretics, Aramine
a-blockade, Dilantin, Procaine amide
Counter-shock, Lidocaine, Temporary
pacemaker. Anticoagulation

L - 10 years

Age 62

10

(10070)

71 $
CHF VT VR, ES, Corticoids, Quinidine L - 2 years

Age 73

11

(11031)

59 c/ Acute brain syndrome.

Cardiac psychosis, CHF
RBBB, VT, CHB
VF, Asystole

VR, Counter-shock, Aramine, Isuprel

Atropine, Pacemaker, Thorazine,

Corticoids, Anticoagulation

D - 8 years

Age 67

12

(12368)

80 Diabetes mellitus. Insulin

reaction (BS 48), CHF,

Pericarditis

VF VR, ES, Counter-shock, Diuretics

Isosorbide dinitrate. Anticoagulation

L - 2 years

Age 82

13

(12462)

54 Ruptured papillary muscles .

of mitral valve in 48 hours

CHF, Hypoxia, Cerebral

ischemia. Aphasia, Right

hemiplegia

Arrest VR, ES, Dopamine, Hyaluronidase

1400 lU, Corticoids, Diuretics,

Aminophylline, Digitalis, Isordil,

Mitral valve replacement. Anti-

coagulation

L - 2 years

Age 56 - Slight

aphasia and

dysarthria

Recovered from

hemiplegia

14

(11750)

77 CHF, Left middle cerebral

thrombosis with right hemi-

plegia, Low cardiac output

syndrome

AV block, CHB
LBBB, VT, VF

VR, ES, a-blockade. Temporary pace-

maker, Thorazine, Corticoids, Lidocaine

Anticoagulation, Digitalis, Quinidine

D - 2 years

Age 79

Chronic CHF

15

(12756)

68 c/ Rupture of l-V Septum, CHF
Low output syndrome. In 7

days—>• acute tubular

necrosis. Diabetes mellitus

VT, VF ES, a-blockade. Dopamine, Digitalis,

Diuretics, Insulin, Renal dialysis.

Defibrillation

D - 18 days

Age 68

16

(12512)

56 c/ CHF, Pericarditis VT, VF VR, ES, Lidocaine, Defibrillation

Hyaluronidase, Corticoids, Digitalis

Diuretics, Anticoagulation

L - 2 years

CHF Congestive heart failure PVT Paroxysmal ventricular tachycardia VF Ventricular fibrillation

NT Nodal tachycardia LBBB Left bundle branch block CHB Complete heart block

A-VB Incomplete atrioventricular block LAHB Left anterior hemiblock VR Volume replacement

ST Sinus tachycardia ES Energy solutions



merit of cellular function as well as correction of

the hemodynamic deficit to salvage the ischemic

myocardium. Treatment must be initiated

promptly, and must be individualized. The physi-

cian should perform like a linebacker in a foot-

ball game and be ready to shift his or her defense

whenever there is a significant change in the

biologic environment. Pain should be immedi-

ately controlled to prevent a more profound state

of shock, and frequently, relief of pain alone will

dramatically compensate for impending shock.

Morphine sulfate (5-15 mg intravenously) is

preferable for relief of pain and apprehension.

Oxygen (100%) should be started at seven liters

per minute. If the venous pressure is below 15

cm of water, the circulation should be challenged

initially with 200 cc of an energy solution within

15 minutes to test hypovolemia. Intravenous

infusion of D5W, potassium-glucose-insulin,

plasma, or albumin should be continued, depen-

dent upon subsequent determination of central

venous pressure, and/or pulmonary arterial

wedge pressures, and the overall response of the

patient. If the pulmonary wedge pressure is less

than 15 mm Hg, volume replacement should im-

prove cardiac output. If pulmonary wedge pres-

sure is greater than 20 mm Hg, alpha-blockade or

vasodilation is indicated to reduce impedance to

left ventricular ejection and improve cardiac out-

put.

Outline of Therapy for Cardiogenic Shock

1. Damaged left ventricle is dependent upon higher

filling pressures to maintain an adequate cardiac out-

put. Therefore initially a trial of volume replace-

ment is indicated. Challenge with D5W, plasma,

Ringer’s, albumin, or energy solution. Volume re-

placement also improves perfusion of anoxic cells.

2. Heparin (5,000-20,000 U) intravenously to prevent

sludging of microcirculation, platelet aggregation and

thromboembolism.

3. Energy solutions (glucose, K +
,
insulin) to stimulate

transport of glucose across the cell membrane into

cytoplasm, to increase available adenosine triphos-

phate and improve cellular metabolism.

4. Corticoids (hydrocortisone) 25-50 mg/kg to increase

cardiac output, reduce myocardial oxygen consump-

tion and peripheral vascular resistance. Enhance

the entrance of amino acids and fats into pyruvate

and Krebs cycle for available energy, decrease lactic

acid by stimulating pathways which convert lactic

acid to glycogen, and protect the lyosomal mem-
brane thereby preventing the release of lytic enzymes.

5. Chlorpromazine (Thorazine) 25 mg intravenously

to increase filling pressure of heart and restore

effective circulating blood volume. Thorazine further

decreases outflow resistance by blocking the effects

of catecholamines on alpha-receptors, and depresses

subcortical areas including the sympathetic regulatory

center.

6. Alpha-blockade phentolamine (Regitine) 5-15 mg in

30 minutes or phenoxybenzamine (Dibenzyline) 1

mg/ kg diluted in 200 cc D5W over 1 hour to de-

crease peripheral vascular resistance, increase organ

perfusion, and improve cardiac performance. May
add fluid or Dextran 40 to maintain central venous

pressure.

7. Dopamine (Intropin) 5 cc (200 mg) diluted in 250-

500 cc D5W. If necessary, progressively increase

dopamine from 2-5 mcg/kg/min to 20-50 mcg/kg/-

min to increase cardiac output, stroke volume, con-

tractility, renal flow and Na’^ excretion. Dopamine

may however increase peripheral vascular resistance

as demonstrated by the following complication.

A 70-year-old male, following respiratory ar-

rest and shock, received 29.6 mg of dopamine

intravenously, utilizing an I-Vac dispenser in the

left anticubical vein. After 35 minutes the blood

pressure increased from 0 to 160-170 mm Hg
and dopamine was discontinued. Within six

hours, both hands became cyanotic and edema-

tous despite normal blood pressures and good

radial arterial pulsations. Although the right hand

slowly and progressively improved, the left hand

developed superficial necrosis (Fig. 1).

Eig. 1. Superficial necrosis, blisters, and edema of left

hand and tip of left fifth finger following intra-

venous dopamine therapy, probably due to in-

creased arteriolar constriction.

MAY, 1977 321



CARDIOGENIC SHOCK/Adams

8. Sodium nitroprusside (Nipride) 3 mcg/kg/min to

20-200 mcg/min intravenously in D5W only to im-

prove left ventricular performance by reducing

impedance to left ventricular ejection. Myocardial
oxygen consumption is decreased by reducing left

ventricular pre-load and after-load following relax-

ation of both arterial and venous smooth muscles.

9. Vasopressor therapy may be worthy of trial with

persistent hypotension (less than 80 mm Hg). Do
not give vasopressors in presence of increased pe-

ripheral vascular resistance.

a) Methoxamine hydrochloride (Vasoxyl) 10-20 mg
intravenously will promptly increase blood pres-

sure and hopefully reduce ischemia, but may in-

crease cardiac contractility.

b) Isoproterenol (Isuprel) 2 mg/500 cc D5W intra-

venously at a rate of 1-4 mcg/min will increase

rate and contractility but will also increase myo-
cardial oxygen consumption. Blood pressure may
fall.

c) Norepinephrine (Levophed) 4 mg/ 1000 D5W
3-8 microdrops/min will increase blood pressure,

rate and contractility.

d) Metaraminol (Aramine) 5-10 mg intravenously

in D5W will increase the blood pressure, con-

tractility, cardiac output and coronary flow by
releasing norepinephrine at nerve endings.

e) Norepinephrine and isoproterenol® may be titrated

one against the other to maintain blood pressure

above 100 mm Hg.

Conclusion

Serious and potentially lethal hemodynamic

and pathophysiologic changes occur with low car-

diac output following massive myocardial infarc-

tion, pump failure, and cardiogenic shock.

The high mortality from cardiogenic shock can

be significantly reduced if the chnical manifesta-

tions of low cardiac output are recognized early

and aggressive appropriate medical therapy is

initiated. r ^
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A Rose Garden for Every Medical Student

Are great things said only by great men? I think not. Years spent in obtaining formal

education or in achieving social/academic prominence have sometimes little correlation to

one’s humanistic growth.

I would like to introduce to our readers a person, with no medical background maybe,

nevertheless a woman of profound wisdom, Karleen Home Rosaaen. I want to share with

you an observation she made.

“You know, the other day working with the roses, I was pondering on the various and

sundry ailments that come to them, and the constant care and palliatives that must be

administered. It occurred to me that each and every new medical student should be given

a rose garden of six bushes and several varieties. This garden he must keep during his

entire tenure in medical school and during internship. He would learn much of the frailties

of growing things with such a project. He would learn to work hard on preventive medi-

cation, to be aware of the causal effects of wind and weather. .
.”

How beautiful! Can you imagine the joy of taking care of lovely roses? That would be a

most soothing, calming experience after a long day in the gross anatomy lab or of a busy

emergency room duty. The plant has immense patience. It will listen to your complaints,

and give you a silent but deep support for what you believe in. In return, it will demand

dedication just as the Jealous Mistress. The rewards to the gardener would be immeasurable.

Yasuo Ishida, M.D.
Saint Louis Medicine, Dec. 8, 1976
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Should the Nashville Surgieal Society

Be an Activist Organisation?

JOHN L. SAWYERS, M.D.

In thinking about a topic on which to speak to

you tonight, several questions have occurred to

me: “What is the Nashville Surgical Society?

What does it stand for? What has it done in the

past? What will it do in the future? Is it assuming

a leadership role in the community? Does it

really speak for surgery in Nashville?”

To answer the first of these questions, the So-

ciety was founded in Nashville in 1940 by 15

surgeons. I would like to read the fist of names

because many of our recent members probably

don’t realize what a distinguished group of sur-

geons founded this Society. The founders were:

Drs. Alfred Blalock, Barney Brooks, John Burch,

M. B. Davis, W. C. Dixon, L. W. Edwards,

Duncan Eve, George Johnson, Carl B. McMur-
ray, Cobb Pilcher, Tom Pollard, Nat Shoflhier,

H. H. Shoulders, H. M. Tigert, and Harlan

Tucker.

We have now grown to 131 members: 117

active members and 14 senior members. The
Society consists of general surgeons, thoracic sur-

geons, orthopedic surgeons, urologists, neuro-

surgeons, and plastic surgeons.

What has this Society done in the past? It was

organized to provide a forum for the exchange

of ideas between leaders in academic surgery in

the community and the leading surgeons in pri-

vate practice. The Society has provided a plat-

form for the presentation of surgical papers. In

recent years the discussion comments from the

members have been softened and no longer do

we have the sharp critiques that were enjoyed in

the past. I am not sure that this is entirely good.

Are we more polite or are we just becoming more

permissive? We have also provided for invited

Presidential Address, Nashville Surgical Society,

Nov., 30, 1976.

From the Department of Surgery, Nashvill'. General

Hospital, Nashville, TN 37210.

distinguished outside speakers and a forum for

the surgical residents in the community to present

their work.

These are all excellent activities, but I have

been asking myself recently, “Is this all the Nash-

ville Surgical Society should stand for?”

This bicentennial year provides us with an

opportunity not only to look back at our accom-

plishments but to look forward into the future.

Unfortunately, that future is covered by dark

clouds for the surgical profession. Let us look at

three problems that are altering our surgical lives:

1 . Professional liability suits

2. Increasing cost of surgical care

3. Governmental control and health plan-

ning

We could list many more but time does not per-

mit.

Professional Liability Suits

The enormity of this problem impacted se-

verely on all of us two years ago when we were

faced with not only skyrocketing premiums but

even unavailabihty of coverage. Thanks to many
of you in this room the latter problem has been

solved by the formation of the Tennessee Medical

Association’s own company.

Dr. H. William Scott, Jr., discussing the pro-

fessional liability problem in his Presidential Ad-
dress to the American College of Surgeons last

year, pointed out the necessity for obtaining fac-

tual data concerning the medical injuries that

initiate medical malpractice suits. This resulted in

the closed claims study of ihe National Associa-

tion of Insurance Commissioners becoming avail-

able to the medical profession. Of interest is that

80% of all medical malpractice claims are for

real or alleged injuries received in hospitals.

While it had been commonly believed that
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poorly trained physicians were the major source

of malpractice claims, the study showed that the

majority of claims were against high-risk special-

ists who provide complex care. There is a greater

prevalence of claims among highly trained, certi-

fied specialists, particularly those practicing in a

hospital setting. In other words, those of us in

the Nashville Surgical Society are most vulnerable

to suits—the “best get sued.”

What can be done? The survey indicates that

injury prevention programs and professional stan-

dards review need strengthening in hospitals.

Some states, such as Florida, have instituted

mandatory risk management programs in each

hospital.

Last spring the Nashville Surgical Society held

an extra meeting devoted to the problem of pro-

fessional liability insurance. The emphasis was

on the availability of insurance. The meeting was

informative and had an unusually large atten-

dance, which would indicate the desirability of

our continuing discussions regarding the profes-

sional liability problem. The Regents of the

American College of Surgeons have urged patient

safety programs in each hospital as a means of

improving the critical situation in professional

liability. The initiative in Nashville hospitals for

this type of program could be developed by this

Society. We would benefit our patients and help

protect ourselves against suits and increasing in-

surance premiums.

Increasing Cost of Surgical Care

Dr. George R. Dunlop, in his Presidential Ad-

dress delivered this fall at the American College

of Surgeons Clinical Congress, stated that “the

most important problem facing surgery today is

the escalation of medical costs.” The govern-

ment’s Medicare and Medicaid program stimu-

lated demand and cost. Medical care costs rose

80% between 1960 and 1973 while the consumer

price index rose 60%. Blue Cross and Blue

Shield plans across the country have collectively

lost over $600 million and find their reserves at

an all-time low. Expenditures for health care

from private carriers rose from $8.3 billion to

$27.3 billion in the last decade—an increase of

229%. Government program costs rose from $7

billion to $40 billion, an increase of 484%. If

current trends continue, the cost of financing

health care for the elderly to the year 2000 is
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projected in excess of $2 trillion. When I tried

these figures out on my pocket calculator, it not

only blew a fuse, but disappeared in a puff of

smoke!

The physician receives only 20% of the health

care dollar while the greater proportion goes to

the hospital. So what kind of impact can we, the

members of the Nashville Surgical Society, have?

After all, this Society, as I mentioned previously,

was founded for the exchange and dissemination

of surgical knowledge amongst its members. It

is imperative now that we direct some of our

impressive surgical research capacity to the arena

of medical economics. All of us should become

familiar with the costs of the services that we
order for our patients. Surgeons have traditionally

been concerned with the quality of patient care;

now they must also be concerned about the cost

of that care. Salvation of our voluntary fee-for-

service system may reside in discriminating use

of our limited medical care resources. This So-

ciety could provide the initiative for a study of

the costs of surgical care in Nashville hospitals

and the medical necessity for diagnostic and

therapeutic procedures. Surely we can urge each

member of the Nashville Surgical Society to re-

duce costs in his own practice setting.

Governmental Control in Health Planning

Three years ago, I was appointed by the board

of directors of the Nashville Academy of Medi-

cine to be their representative on the Mid-

Cumberland Comprehensive Health Planning

Agency. This was an insignificant organization

until mandatory certificate-of-need legislation was

passed. Then the CHP organizations had the clout

to approve or disapprove new hospital and nurs-

ing home construction, renovation, and major

capitol equipment purchases.

In December 1974, the National Health Plan-

ning and Resources Development Act (PL 93-

641) was passed. This piece of federal legislation

melds the Hill-Burton program. Regional Medical

Program, and Comprehensive Health Planning

into a new network for health planning and re-

sources development. Health Systems Agencies

(HSA) will possess broader powers than pred-

ecessor agencies, particularly in the areas of

regulation, control of federal funds, resources de-

velopment, and implementation. This is the

fourth attempt of Congress in a little more than

a decade to establish a system for regional plan-

ning of health services and facilities.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



The Mid-Cumberland CHP took the lead in

developing our regional HSA, and recently official

recognition of the Middle Tennessee HSA was

received.

Time does not permit detailing the HSA’s

regulations, but I want to call your attention to

the fact that PL 93-641 considerably increases

the authority of the nation’s health-planning

agencies. Not only can HSAs review applications

for new or modified facilities, but they are also

empowered to influence the overall structure of

the health-care delivery system through their re-

view of institutional appropriateness. This is a

potent new strength which allows HSAs to ap-

prove not only new services, but also to review

and make recommendations about the existing

delivery system. HSAs have the authority to ini-

tiate transformation in the health delivery system.

Obviously the federal government is intent that

the health-care industry be subject to increased

federal regulations and that a regional system of

health-care standards and resources allocation is

considered the model most likely to succeed be-

fore enactment of national health insurance.

You should realize that the law dictates the

composition of each HSA board. A majority of

the members must be consumers—up to 60%,
and one third of the board members must be

elected government officials. That leaves us pro-

viders a small minority.

HSAs are in their infancy. The purpose of de-

centralization of health-care decision making and

reallocation of health resources need not be bad

for the surgical profession but will necessitate all

of us keeping informed and providing input into

the planning process.

These are only three examples of issues facing

surgeons today. What can or should we as mem-
bers of the Nashville Surgical Society do?

Last spring. Dr. Andrew Dale, our president

of two years ago and the new chairman of the

executive committee, suggested that the Nashville

Surgical Society establish a committee on issues.

This is an excellent idea. Such a committee would

maintain contact with sources of information,

study units, and socioeconomic data on matters

affecting surgery. The committee would consider

problems facing the surgical community, keep the

membership informed, and perhaps prepare posi-

tion papers for the Society to make public. What
better spokesman for Nashville’s surgeons than

the Nashville Surgical Society?

To be strong, man must organize. We have a

strong organization in the Nashville Surgical

Society. We should keep ourselves informed not

only about scientific medicine but also about the

political decisions that will affect our patients

and our surgical practice. Why shouldn’t the

Nashville Surgical Society be an activist organiza-

tion standing for better care in this community?

We could assume an active role to maintain high

standards of surgical care in Nashville hospitals

by evaluating, in a non-abrasive way, the quality

of surgeons practicing in the community. If there

are some “bad apples” in our hospitals, let the

Nashville Surgical Society provide the leadership

for a mechanism of safeguarding the surgical

patient. If third-party carriers institute a “second

opinion” rule for operations, let’s be certain that

second opinion comes from a board certified sur-

gical specialist.

When political problems arise, political solu-

tions require political means. Politics means peo-

ple. To approach enough people in Nashville, we
need the local or state medical society. The Nash-

ville Surgical Society has talent which can be used

by organized medicine to gain access to the votes.

Several members of this Society have been presi-

dent of the Nashville Academy of Medicine—to

name the most recent—Dr. Pickens and Dr. Hol-

comb. All of us should be activitists by partici-

pating in our local medical society and by making

our voice heard regarding legislation which af-

fects our profession.

In summary, many problems besides sick pa-

tients are now challenging surgeons. To answer

these, we need to be informed. A committee on

issues can keep us informed.

We should all become activists—not only

politically, but also to preserve those things which

are right for our patients. This includes insuring

quality surgical care, discipline and enforcement

of standards of surgical care, and maintenance

of reasonable cost to the patient.

The Nashville Surgical Society has concern not

only for exchange of scientific information among
its members but also for the betterment of sur-

gical care of patients in this community. Let us

all play active roles in keeping ourselves informed

and influence those who plan and legislate health

affairs. Arnold Glasgow said, “Yesterday’s for-

mula for success is tomorrow’s recipe for failure.”

The Nashville Surgical Society has been a suc-

cess. To continue successfully, the recipe requires

an activist role by its members. r" ^
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Regionalization of a Fetal

Monitoring System

Part II

(Educational Support)

MARY F. HAIRE, R.N. and FRANK H. BOEHM, M.D.

In an earlier report^ we addressed ourselves to

Regionalization of a Fetal Monitoring System.

The importance of an ongoing educational system

for nurses as well as physicians was emphasized

because without follow-up education much of the

initial enthusiasm was dissipated and, as the

subject of fetal monitoring was enlarging daily,

continuing education was not only useful but also

critical. A grant from the March of Dimes for

the period of Jan. 1 through Dec. 31, 1976, was

obtained for the purpose of teaching fetal moni-

toring techniques and interpretation in interested

hospitals throughout Tennessee. This paper will

present an overview of that experience.

To establish contact with these hospitals, letters

were sent to the directors of nurses in all Tennes-

see hospitals practicing obstetrics. Because of

the large area to be covered, only those hospitals

with fetal monitoring equipment were visited.

Arrangements were made to visit these hospitals

at times chosen by the hospital and for as many
sessions during the day as the head nurse wanted.

All members of the hospital and medical staff

were invited.^

A total of 36 hospitals participated in the pro-

gram for all or part of the year. One hundred

and thirty-six visits were made, with most hospi-

tals receiving four or more visits at intervals

ranging from every four to six weeks to three

months. In several instances, the proficiency of

medical and nursing personnel indicated less

From the Department of Obstetrics and Gynecology
Vanderbilt University Hospital, Nashville, TN 37232.
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need of assistance so that only two visits were

made to these hospitals. In two instances, visits

were stopped at the request of the hospitals be-

cause staffing shortages prohibited in-service pro-

grams.

The average formal session at each visit was

1 V2 hours. Instruction was also carried out on an

individual basis between the formal sessions.

Assistance in writing monitoring protocols, proce-

dures, patient information handouts, and orien-

tation procedures, for new staff was frequently

asked by head nurses.

Teaching sessions included demonstrations on

the care of the machine, troubleshooting to de-

termine the possible source of malfunctions, and

care of the individual attachments. The indica-

tions for using each one, the possible appearance

of the machine, and the printout in the event of

malfunctioning were discussed to improve the

technical proficiency of the nursing staff. Correct

and incorrect application of the attachments to

both the patient and the machine were discussed

and the correct application demonstrated.

To improve interpretive skills several teaching

methods were employed. A filmstrip on the use

of the monitor, “Intrapartum Fetal Monitoring,”

and a slide/cassette lecture series, “Intrapartum

Labor Monitoring,” were supplied by Corometrics

Medical Systems, Inc., and were used to provide

the groundwork for further sessions. Copies of

the book. An Introduction to Fetal Heart Rate

Monitoring by Edward H. Hon,® were given to

each hospital to serve as a basic reference. Nu-
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merous examples from the monitoring files in the

Department of Obstetrics and Gynecology at

Vanderbilt University of each deceleration pat-

tern, of changes in baseline rate and variability

of normal and abnormal contraction patterns,

and of several of the classical obstetrical compli-

cations such as prolapsed cord, abruptio placen-

tae, eclamptic convulsions, and tetanic contrac-

tions were shown to further clarify identification

methods. Discussion of the recommended treat-

ment of each abnormal condition included the

preferred sequence of intervention measures, the

possible cause of each situation, possible preven-

tive measures, and the necessary charting of per-

tinent information.

Because any discussion of fetal monitoring fre-

quently leads to discussions of other areas of

patient care, considerable time was spent on

topics such as the importance of emotional

support to the patient and her family, careful

monitoring of traditional vital signs to identify

complications early, maintenance of normal tem-

perature in the neonate, the importance of parent-

infant bonding, and the importance of accurately

describing deviations from the normal.

Recognition of progress and frequent encour-

agement were necessary components of each

session. Time was allowed for questions from

participants and for questions directed to the

participants to allow them to recognize their own
levels of proficiency. Where patient load and

physician permission allowed, return demonstra-

tions of application techniques and/or explana-

tions of printouts were practiced. Sessions of

different aspects of fetal heart rate monitoring

were repeated as often as necessary, the neces-

sity being determined by each head nurse.

Recommendations for further programs would

certainly include the desirability of continuing

educational services to individual hospitals. Such

teaching methods allow the estabhshment of

mutual trust and closer communication, in-depth

concentration on individual problem areas, and

a wider, more comprehensive dispersion of infor-

mation. The size of the territory to be covered

will necessarily limit the amount of time avail-

able for each institution and must be considered

when assigning territories and topics to be cov-

ered.

Any such program must be carefully outhned

before teaching begins, to ensure that the desired

goals are identified and met. Avenues for com-

plaints and suggestions must be established early

and carefully maintained. Consistency in the

quality and accuracy of information is an abso-

lute necessity.

In summary, we feel strongly that such an

“outreach” program should be part of the educa-

tional system of every tertiary level center. The

overwhelmingly favorable response from the par-

ticipants is indicative of the need for providing

individualized educational services in the referring

hospitals. r ^
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Appendix

Outline of the Basic Information Given Each Hospital

I. INTRODUCTION TO MONITORINGS
A. Reasons for Monitoring

1. Antepartum high risk

2. Intrapartum complications
3. Assessment of treatment procedures
4. Routine with all labor patients

B. Method of Monitoring
1. External

a. tocodynamometer measures contraction duration

and frequency
b. utrasound measures heart rate

2. Internal

a. intrauterine catheter measures contraction in-

tensity, resting tone, duration, frequency

b. scalp electrode measures baseline variability

heart rate

II. INTERPRETING DATA RECEIVED

A. Baseline Variability

1. Central nervous system response
2. Indicates fetal reserves for labor

3. Loss indicates compromise of CNS control

a. drugs, atropine, scopolamine, MgS04
b. prematurity
c. hypoxia

B. Baseline Rate
1. Normal: 110-160

2. Bradycardia: below 110
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a. severe hypoxia
b. some drugS'—e.g., paracervicals
c. congenital heart lesions

3.

Tachycardia: above 160
a. mild hypoxia
b. some drugs—e.g., atropine scopolamine
c. prematurity
d. maternal/fetal fever
e. cardiac arrhythmias

C. Accelerations
1. Short term rises in heart rate
2. Smooth uniform shaped

a. seen often with breech presentation
b. occasionally seen with late deceleration
c. when seen alone not indicative of distress

3. Irregular, sharp peaked
a. seen often with marked variability
b. in conjunction with fetal movement
c. reassuring sign

D. Decelerations
1. Short term falls in heart rate

2. Seen in conjunction with contractions
3. Early deceleration

a. starts and stops with contraction
b. reflects contraction intensity

c. rarely falls below 110

d. uniform shape
e. indicates fetal head compression
f. not a sign of distress

4. Late deceleration
a. starts at or after peak of contraction
b. most of deceleration falls after contraction peak
c. reflects contraction intensity

d. usually falls within normal range
e. uniform shape
f. indicates uteroplacental insufficiency

g. always a sign of fetal distress

h. depth of deceleration not accurate indication of
severity of situation

5. Variable deceleration
a. irregular shape

Obstetrical Complications

I. HYPERSTIMULATION OF THE UTERUS (four slides)

A. Usually Caused by Overuse of Oxytocin
1. Coupling contractions
2. Contractions less than two minutes apart

B. Hypertonicity
1. Resting tone above 20 mm Hg (internal catheter)
2. Coupling contractions

C. Occasionally UPl Present
1. Increase in rate

2. Late decelerations
3. Loss of variability

D. Treatment
1. Check strain gauge calibration for accuracy
2. Turn off oxytocin if applicable
3. Turn mother to left side
4. O2 @ 6-10 1/min if UPl present

II. ABRUPTIO PLACENTAE (four slides)

A. Hypertonicity Often First Symptom
1. Contractions may decrease in intensity as tonicity

increases
2. Bleeding not always present in early stages
3. Sometimes induced by hyperstimulation

B. Painful Uterus
1. Continues to hurt between contractions
2. Pain of contractions out of proportion to intensity

of contractions
3. Caused by increased tonicity

C. Baseline Changes Present
1. Seen when the abruption interferes with maternal-

fetal exchange
2. Increase in baseline rate

3. Late decelerations
4. Loss of variability

D. Treatment
1. Check strain gauge calibration for accuracy
2. Turn off oxytocin if applicable
3. Turn mother to side^if tolerated

b. variable time relationship to contractions
c. usually falls in same range each time
d. generally gets worse by lasting longer
e. mild—less than 30 seconds
f. moderate—30-50 seconds
g. severe—50 plus seconds falling to 70 BPM or

less

h. most common deceleration pattern
i. indicates cord compression
j. may be sign of distress

III. TREATMENT OF FETAL DISTRESS
A. Head Compression

1.

Requires no treatment
B. Late deceleration

1. Turn mother to side
a. reduce uterine activity

b. improve uterine circulation
2. Turn off oxytocin

a. reduce uterine activity

b. hyperstimulation most common cause
3. Og @ 6-10 1/min by face mask

a. hyperoxygenation of mother
4. Correct maternal hypotension

a. turn to side
b. elevate feet

c. increase IV fluids

5. Deliver if above measures fail to correct pattern
in 30 minutes

a. prevent brain damage
b. prevent death

C. Variable Deceleration
1. Turn mother to side

a. redistribute weight on cord
b. improve uterine circulation

2. Trendelenburg, if necessary
a. remove presenting part from pelvis

3. O2 @ 6-10 1/min by face mask for severe cord
compression

a. correct hypoxia
4. Deliver if above measures fail to correct pattern

(moderate to severe) in 15-20 minutes
a. prevent sudden death from sinus arrest
b. prevent brain damage or death

Seen on the Monitor

4. O2 @ 6-10 1/min
5. Call physician

III. PROLAPSED CORD (two slides)

A. All Breech Presentations At Risk
1. May occur at any time before delivery
2. Not always visible outside vagina
3. Uncorrectable by manipulation

B. Baseline Changes Dramatic and Erratic

1. Sudden severe cord compression
2. Not appreciably affected by position change
3. Always do vaginal exam following dramatic heart

changes
C. Treatment

1. Deep Trendelenburg position
2. Manual pressure to presenting part if necessary
3. Call physician

IV. CONVULSIONS (five slides)

A. Toxemia or Epilepsy
1. May have little or no warning
2. Small tremors occasionally noted first, if intra-

uterine catheter in place
3. Sudden erratic heart rate and lU pressure changes

B. Treatment
1. Directed toward controlling convulsions

2. When situation permits, administer Og @ 6-10 1/

min
C. Baseline Changes Seen Following Convulsions

1. Increased rate

2. Loss of variability

3. Late decelerations

V. INTRAUTERINE DEATH (one slide)

A. Often Suspected Before Labor Begins
1. Lack of fetal movement
2. No audible heart tones with fetoscope or Doppler
3. Lack of uterine growth
4. Decrease in uterine size

B. ElectrodeiMay Be Used To Confirm
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1. Amniotomy necessary
a. fluid usually dark

2. Printed heart rate coincides with maternal heart
rate

3. Printed heart rate demonstrates response to ma-
ternal carotid massage

VI. DISCUSSION

’A. Monitor Not A Miracle Machine
1. Information must be interpreted correctly

2. Calibration checks at frequent intervals neces-

sary to assure continued accuracy

3.

Subject to mechanical breakdown
B. Simply Adds Another Diagnostic Element

1. Information must be correlated with other observa-
tions

2. Information shows current fetal status and uterine
activity

3. Not always dependable in diagnosing anomalies
C. Does Not Replace Nurse At Bedside

1. Must be read to be of value
2. Is not capable of offering emotional support
3. Cannot provide necessary physical care

Contractions: Terminology and Possible Effects

I. TERMIN0L0GY4.5.6

A. Tone: Muscle Tension Present When Uterus Not Con-
tracting

1. Average at beginning of labor: 3.87 mm Hg
2. Average in active labor with intact membranes:

13 mm Hg
3. Slightly less following rupture of membranes

B. Hypertonus: Resting Tone Above 20 mm Hg
1. Primagravida may have 20 mm Hg
2. Oxytocin inductions may have 20 mm Hg

C. Amplitude or Intensity: Pressure Exerted During Con-
tractions (Not Including Resting Tone)

1. Average at beginning of labor: 26.22 mm Hg
2. Average in active labor: 48 mm Hg
3. Usually unchanged by rupture of membranes

D. Frequency: Number of Contractions in Ten-Minute
Period

1. Average in early labor: 3.5 per ten minutes
2. Average in active labor: 5.58 per ten minutes

E. Montevideo Units: Measurement of Uterine Work
1. Measure intensity of each contraction in ten

minute period and total

2. Average in early labor: 76
3. Average in active labor: 180-240

4. Late labor may reach 260
F. Duration: Time Interval From Beginning to End of

Contraction
1. Mean duration: 70-90 seconds
2. Usually no change with progression of labor
3. Usually no change with rupture of membranes

II. FUNCTIONAL AND NON-FUNCTIONAL CONTRACTIONS
A. Braxton-Hicks Contractions

1. Begin increasing about two weeks prior to labor

2. Uterine tone does not yet increase
3. May be regular (called “pre-labor")

4. Average intensity may be 40-50 mm Hg
5. Assymetry probably prevents cervical dilatation

6. May be as uncomfortable as labor

B. Assymetric Contractions
1. Causes decrease in mtensity
2. Causes increase in tonus
3. Interferes with cervical dilatation

C. Lactic Acid a Product of Muscle Work
1. Increases in uterine muscle during contractions
2. Level peaks as contraction peaks
3. Failure to remove causes uterine ischemia

a. hypertonus hinders removal
b. decrease in contraction effectiveness

c. increase in maternal backache
d. interference with maternal-fetal exchange sys-

tem

1.

poor uterine perfusion
D. Normal Labor Contractions

1. Not influenced by intensity and frequency alone
2. Must demonstrate “fundal dominance”

a. begin in fundus
b. move rhythmically down sides
c. contract strongest and longest in fundus

3.

Return to normal tonus between contractions
E. Prolonged Labor Pattern

1. Lack of synchronization between fundus & mid-part
a. may actually be strongest in fundus
b. may start in lower segment and move up
c. abnormal progression interferes with effective-

ness
2. Contraction intensity decreased
3. Contractions irregular in rhythm

F. Mechanical Obstruction to Labor Progress
1. Contracted pelvis

2. Large fetal head
3. Contractions regular in shape

a. intensity average or slightly lower
4. Frequency abnormally high
5. Distinct hypertonus

G. Treatment of Asynchronous Contractions
1. Medication

a. oxytocin
b. morphine
c. anesthesia

2. Hypnotism
3. Maternal Position Change

a. most readily available
b. improves uterine perfusion rate

c. improves contraction effectiveness
d. less effort required to produce same amount

uterine work
4. Treatment Designed to Alter Uterine Activity

III. EFFECTS OF CONTRACTIONS OTHER THAN CERVICAL
DILATATION

A. Circulatory System (maternal)
1. Approximately 300 cc blood added to general circu-

lation (from uterus)

2. Initial increase in maternal heart rate

a. begins to decrease as contraction peaks
3. Increase in Cardiac Output

a. peaks before contraction peaks
4. Increase in Blood Pressure

a. systolic increase more than diastolic

b. more pronounced in supine position

5. Increase in Femoral Venous Pressure
a. in supine position

b. increases and decreases with contraction

6. May be Increase in Femoral Arterial Pressure
a. in supine position

b. obliteration of femoral pulse in some women
1. “Poseiro effect”

2. most often in right leg

B. Increase in Intrathoracic Pressure
C. Increase in Intra-abdominal Pressure

1. 2-3 mm Hg
2. more noticeable in supine position
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TRANSFORMED CELL LYMPHOMA

F. ANTHONY GRECO, M.D.:

In the past 20 years important accomplish-

ments have been made in the treatment of se-

lected patients with metastatic malignancies. The

first patients to be cured with drugs were women
with advanced choriocarcinoma.^ Since then a

percentage of other patients with certain wide-

spread malignancies enjoy long disease free peri-

ods following chemotherapy and are probably

cured^ (acute lymphoblastic leukemia, Hodgkin’s

disease, testicular carcinoma, Burkitt’s lympho-

ma, embryonal rhabdomyosarcoma, Ewing’s sar-

coma, Wilm’s tumor). Although patients with the

more common advanced malignancies of lung,

large bowel, and breast are not as successfully

treated today, it is encouraging to look at the

success obtained in patients with certain cancers

as models for future investigation and therapy.

Today’s discussion focuses on patients with a

specific lymphoma, the name of which, as well as

the therapy, is in important transition. Originally

called reticulum cell sarcoma and later histio-

cytic lymphoma, the biology of this lymphoma is

now better known, and thus a more specific and

appropriate name has arisen based upon the

character of the malignant cell—a transformed

lymphocyte or transformed cell lymphoma. Re-
cently patients with this malignancy have been

recognized as potentially curable with specific

chemotherapy, as will be discussed by Dr.

Cooper.

Case Presentation

SETH COOPER, M.D.:

A 67-year-old white male was first seen at Nashville

Veteran’s Administration Hospital June 12, 1973 for a

baseball size mass in the right axilla and a swelling

in the right groin. He had lost 14 lb in the previous

year. Physical examination was^ unremarkable except

for the masses noted above, a lipoma on his neck, a

grade 2 systolic ejection heart murmur, 2+ enlarged

prostate, and cataracts. Chest X-ray (CXR) showed

calcified granulomas and a lingular infiltrate. Hemogram
was normal, as was bone marrow and intravenous

urogram. Biopsy of the axillary mass revealed large

Veterans Administration Hospital Case #412-05-7808.
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transformed follicular center cell lymphoma, also called

reticulum cell sarcoma or histiocytic lymphoma. Three

sputums for tuberculosis culture were negative. No
therapy for lymphoma was recommended.

Two months later the patient returned on April 10,

1974 with 8 lb additional weight loss, episodic nausea

and vomiting, pulse 104, a new 2 cm right axillary

node, a 4x12 cm right inguinal mass, and massive

edema of right lower extremity. Intravenous urogram

showed delayed excretion on the right, with dilation of

the proximal right ureter, and large pelvic nodes. He
received 2,500 rad of cobalt radiotherapy to RLQ with

decreased size of mass and decreased edema of the

right leg.

One month later, on May 6, 1974, he returned in a

stuporous state. He was oliguric, with BUN 83, cre-

atinine 6.2, sodium 119, potassium 7.7, bicarb of 12,

HCT 30%, CXR showing left pleural effusion, and

persistent lingular infiltrate. Cystoscopy with retrograde

pyelograms showed bilateral extrinsic ureteral obstruc-

tion with incidental BPH. Urine culture grew Herellea

species. He was treated with broad spectrum antibiotics

and combination chemotherapy, the regimen consisting

of cyclophosphamide 2 gm IV xl, vincristine 2 mg
rv weekly x3, followed by methotrexate 210 mg p.o.

weekly x8 with leucovorin 180 mg p.o. weekly x8,

and cytosine arabinoside 500 mg IV weekly x8

(COMA).
By the end of the first month, the azotemia cleared

and intravenous urogram reverted to normal. He was

hospitalized two other times for his large dose of

cyclophosphamide at the beginning of two subsequent

12-week courses of chemotherapy. The remainder of his

chemotherapy was given in the clinic.

In January 1975, after 36 weeks of chemotherapy, all

lymphoma therapy was stopped. He has continued in

complete unmaintained remission for 24 months. On
Sept. 4, 1975, he had a cataract extraction. A trans-

urethral resection of his enlarged prostate is planned

soon. At age 70, his only medications are Dyazide,

digoxin, aspirin and Bactrim.

Discussion

Dr. Cooper:

Reticulum cell sarcoma or histiocytic lympho-

ma has traditionally been considered the most

aggressive of the malignant lymphomas, due to

its rapid growth rate and dissemination and short

response to chemotherapy and radiotherapy. Me-

dian survival of patients with Stage III or IV

disease was approximately 12 months from diag-

nosis. Recent improved methods of chemotherapy

have changed this outlook considerably.

Advances in immunological and pathological

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



classification in the non-Hodgkin’s lymphomas

have demonstrated that “histiocj1;ic” lymphoma

is actually a malignancy of transformed lympho-

cytes (transformed cell lymphoma). This aspect

of our understanding of this disease will be dis-

cussed later by Dr. R. D. Collins.

In the last 20 years, experience with Hodg-

kin’s disease has demonstrated that a detailed

staging procedure to specifically delineate the

degree of pathological involvement prior to ther-

apy has improved patient survival. Several recent

series of patients with non-Hodgkin’s lymphoma

have been studied by similar staging techniques,

including laparotomy. Thirty percent of cases

with transformed cell lymphoma are limited to

Stage I or II disease and appear potentially cura-

ble with intensive local radiotherapy alone. Care-

ful staging appears justified to identify these pa-

tients who will not require systemic chemo-

therapy. A laparotomy does not appear justified,

however, in staging of patients with transformed

cell lymphoma, since if Stage III or IV disease is

present, it can be documented with lymphangiog-

raphy, bone marrow biopsy, and needle biopsy

of the liver in greater than 95% of patients.® It

is preferable to have these staging procedures

done at a hospital where any involved tissue can

be further studied immunologically while the cells

are still living.

For Stage III or IV disease, chemotherapy now
offers the possibility of long-term complete remis-

sion and probably “cure.” Effective agents have

been available for many years, but toxicity to

normal tissue has limited the safe dose, and tumor

often recovered before bone marrow with obvious

poor results. Single drug alkylating agents result

in complete remission in less than 10% of cases.^

Combination chemotherapy is more effective.

Schein, et al have reported 35% complete re-

mission rate with use of COPP (cyclophos-

phamide, vincristine, prednisone, and procarba-

zine) with a median duration of remission of

25+ months.^

In 1975, DeVita et al reported 27 patients at

the National Cancer Institute treated with either

MOPP (nitrogen mustard, vincristine, predni-

sone, procarbazine) or COPP (cyclophospha-

mide substituted for nitrogen mustard) who
achieved a 41% complete remission rate. But

even more exciting, was that all but one of the

patients who achieved complete remission have

remained in remission for 26-105 months. Since

no further relapses had occurred after the first

two years, and two patients remained free of

disease for 9 and 8V2 years, the potential

for prolonged disease free survival was demon-
strated for this “poor prognosis” neoplasm.®

Even better results are suggested with other

treatment regimens. Using information obtained

with the kinetically similar mouse L 1210 leu-

kemic model, Bertino and co-workers at Yale

devised a different chemotherapy schedule. In

this regimen non-cell-cycle dependent drugs (ef-

fective in all phases of cell reproduction), cy-

clophosphamide and vincristine are given first

to reduce the amount of the tumor. Afterward

the previously non-dividing tumor cells increase

their cell division. Then each week for eight

weeks drugs which are particularly effective in

killing dividing cells, methotrexate and cytosine

arabinoside, are administered. The therapeutic

index of methotrexate was improved even further

with “leucovorin rescue” (Lederle)^ using folinic

acid. Six of eight histiocytic lymphoma patients

obtained complete remission, and five remain in

unmaintained remission 55-65 months.®

Sweet began using this protocol (called

COMA) in 1974 and achieved complete re-

mission in 8 of 12 patients (75%) who have

been sustained 8-52 weeks.®

Another regimen was devised which used week-

ly doses of effective but nonmyelosuppressive

therapy (vincristine, bleomycin, and prednisone)

between large doses of potent but myelotoxic

drugs (adriamycin and cyclophosphamide). This

regimen produced remission in 17 of 22 patients

(73%).^® This protocol, called BACOP, with

slightly modified drug schedule, provided 48%
complete remissions at the National Cancer

Institute in 25 previously untreated patients with

either diffuse histiocytic or mixed histiocytic-

lymphocytic lymphoma. These remissions have

been maintained 5-30 months. Only 3 of 11

previously treated patients achieved remission

and two of them relapsed early.

Adler, of Buffalo, N. Y., reported that their

group at Roswell Park achieved 50% overall

remission rate with cyclophosphamide, vincris-

tine, and prednisone, which was not improved

with the addition of BCNU, nitrogen mustard,

or bleomycin, in several dose combinations.

Median duration of remission was only four

months, and the median survival was only six

months for the entire group. Thus not all mul-

tiple drug therapy programs can produce the

high rate of long unmaintained remission.
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These promising early results with several

small series of patients with either BACOP or

COMA regimens appear to be sustained over the

past year (personal communication, Dr. John

Flexner reporting on the Non-Hodgkin’s Lymph-
oma Conference, San Francisco, Sept. 30

through Oct. 2, 1976). Therefore, a prospective

randomized clinical trial for transformed cell

and large cleaved cell (histiocytic and mixed

histiocytic lymphocytic) lymphoma has been

undertaken at the Vanderbilt and Nashville VA
Hospitals using either COMA or BACOP combi-

nation chemotherapy. Previously untreated pa-

tients will be staged by nonsurgical techniques,

including X-rays, bone marrow biopsy, needle

liver biopsy, and lymphangiograms, as well as

careful immunological and pathological classi-

fication of tumor cells.

In summary, effective combination chemo-

therapy is now available for transformed cell

(histiocytic) lymphoma which not only provides

greater than 50% complete remission rate, but

may provide a cure for some patients with the

most aggressive of the non-Hodgkin’s lymphomas.

Dr. Collins will now discuss the pathology of

transformed cell lymphoma.

Pathology

ROBERT D. COLLINS, M.D.:
'

V

Malignant lymphomas composed of large cells

with abundant cytoplasm have usually ':been re-

ferred to as reticulum cell sarcoma, histiocytic

lymphoma, or mixed lymphocytic and histiocytic

lymphoma. Although the terms reticulum cell

sarcoma and histiocytic lymphoma have often

been used interchangeably, the Fascicle on

“Tumors of the Hematopoietic System” chose

histiocytic lymphoma as the preferred term, de-

fining these neoplasms as “composed predomi-

nately of neoplastic histiocytes in various stages

of maturation and differentiation.”^® The evi-

dence that such neoplasms were actually of

histiocytic origin is scant, although their phago-

cytic potential is mentioned in the Fascicle. The

recent application of histochemical, immunologi-

cal and ultrastructural techniques to large cell

neoplasms has shown that the neoplastic cells in

most cases are transformed lymphocytes rathbr

than histiocytes. The evidence for this con-

clusion is ( 1 ) histochemical studies of these-'large

cells have shown they rarely have the features of

histiocytes; (2) by immunological studies most
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large cells may be identified as lymphoid in type,

and are usually B cells; (3) ultrastructural studies

have shown that the large cells rarely have the

morphological features of histiocytes, but in the

great majority of cases resemble transformed

lymphocytes; and (4) lymphocytes have been

shown to change in vitro from small cells with

dense nuclear chromatin to large cells with abun-

dant cytoplasm and dispersed nuclear chromatin.

Lymphocyte transformation obviously occurs

normally m vivo as well as in disease states, and

transformed lymphocytes are similar morphologi-

cally to the neoplastic cells of “histiocytic

lymphomas.”

In conclusion, histiocytic lymphoma and mixed

histiocytic and lymphocytic lymphoma are mis-

nomers; most are neoplasms of transformed

lymphocytes. The term histiocytic lymphoma ap-

parently refers to a group of diseases of both

B and T cell origin. Various recently recognized

clinical-pathological entities included under the

general term “histiocytic lymphoma” include

( 1 ) follicular center cell neoplasms composed

of transformed follicular center cells; (2) foUic-

ular center cell neoplasms containing mixtures

of cleaved and transformed follicular center cells;

(3) immunoblastic sarcomas of B cells; (4) neo-

plasms arising in the T zone of lymph nodes

(Node based T cell lymphoma; immunoblastic

sarcoma of T cells) and (5) various malignant

histiocytoses.

The' implications of this information for the

clinician and pathologist are that lesions diag-

nosed in the past as histiocytic lymphoma include

a variety of diseases, which may respond differ-

ently to therapy. For a more detailed discussion

of recent changes in the diagnosis and treatment

of lymphoid neoplasms, please see the January

1977 issue of the Journal of the Tennessee

Medical Association.

F. Anthony Greco, M.D., Editor
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A 51 -year-old woman was admitted to Saint Thomas
Hospital with marked cardiac enlargement. She had a

long-standing history of hypertension. She had no his-

tory of chest pain. She complained of slight dyspnea,

and had also noted mild swelling of her feet and ankles

for several weeks. Physical examination revealed a

blood pressure of 135/80. The heart sounds were

slightly distant, without rubs, murmurs or gallops audi-

ble. The following electrocardiogram was obtained

(Figs. 1 and 2).

Fig. 1

Discussion

The electrocardiogram shows low voltages

throughout. (Note the standardization following

V4, V5 and V6 leads.) There are non-specific

ST-T wave changes and the T waves are inverted

From the Department of Cardiology, Saint Thomas
Hospital, Box 380, Nashville, TN 37202.

Fig. 2

in VI, V2 and V3. The striking finding is the

electrical alternans. This is best seen in V4, clear

beat to beat alteration in voltage. Close scrutiny

also reveals a very slight alteration of P voltage

with a beat to beat variation. (As the P voltage

is very low this difference is subtle.) Electrical

alternans involving atria as well as ventricles is

pathognomonic of pericardial effusion. The pres-

ence of a large pericardial effusion was really

documented by echocardiography in this patient.

It should be emphasized that electrical alternans

consists of a variation in the form or magnitude,

but not in the duration of the ventricular com-

plexes in alternate beats. This may occasionally

be seen in ectopic tachyarrhythmias or for a few

normal beats following ventricular premature

contractions. In this situation however, it does

not involve P waves. It is unrelated to pulsus al-

ternans. Recent studies using echocardiography

have shown that electrical alternans apparently

results from physical beat to beat rotation of the

heart within the dilated fluid-filled pericardial

space. r
W. Barton Campbell, M.D.
Co-Director
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ANOTHER CORONARY RISK FACTOR—
HDL CHOLESTEROL

Epidemiological evidence is very convincing

that HDL (heavy density lipoprotein or alpha

lipoprotein) is negatively or inversely correlated

with ischemic heart disease. Individuals v^dth high

concentrations of HDL have a significantly lower

risk of coronary arteriosclerosis. It is also appar-

ent that concentrations of HDL do not bear any

consistent direct proportional relationship to the

concentration of LDL (low density lipoprotein

or beta lipoprotein). This seems to provide an

explanation for the common finding of increases

in LDL, the main carrier of serum cholesterol, in.

healthy adults. Conversely, some patients with

ischemic heart disease do not show increases in

serum cholesterol or LDL. Clinical pathologists

have not been confident about labelling individ-

uals in the eighth and ninth decades as “pheno-

type Ila” or “hyperbetalipoproteinemia” merely

because serum cholesterol and betalipoprotein are

increased, since it is obvious that there has not

been shortened survival. The protective effect of

increased HDL explains the “enigma” of the

Eskimo who almost routinely manifests marked

hypercholesterolemia but suffers infrequently

from ischemic heart disease.

Over the last two years, there have been broad

population studies around the world comparing

HDL levels in sufferers of ischemic heart disease

and matched normal controls. The findings are

clear-cut. Low levels of HDL correlate more per-

fectly with ischemic heart disease than do high

levels of LDL.

Heavy density lipoprotein seems to perform

two functions: (1) It serves as the carrier pro-

tein which facilitates the removal of cholesterol

From Clinical Laboratories of Nashville, 2525 Park
Plaza, Nashville, TN 37203.

from tissues to liver for catabolism. (2) It im-

pedes the tissue uptake of the cholesterol trans-

ported to it by LDL. These two functions have

been confirmed by studies on both total choles-

terol pool turnover in humans using radiolabelled

cholesterol infusions and tissue culture.

There are several factors which influence HDL
levels. Males tend to have lower levels than fe-

males. Diabetics show lower levels than matched

controls and the degree of reduction is more

marked in those under poor control. The less

physically active show lower levels than athletes.

Clofibrate increases HDL but cholestyramine does

not. The former appears to offer a therapeutic

or prophylactic approach to the problem along

with exercise.

It is not completely clear whether LDL and

HDL operate totally independently of each other

as risk factors, as some investigators claim. The
answer will be forthcoming when analysis for

LDL and HDL cholesterol become more than

research interests and are in widespread usage.

Any laboratory that can perform a serum

cholesterol determination can perform an HDL
cholesterol determination, if a refrigerated cen-

trifuge is available. Heparin and manganese

chloride cause LDL and VLDL to precipitate

leaving HDL in solution. After centrifugation,

analysis for cholesterol can then be performed

on the supernate in the usual way. Laboratories

should gain experience with this assay, establish

their own normals, and offer it as a part of lipid

evaluations. The test is not recommended at this

time as a replacement for lipoprotein phenotyping

and evaluations of triglycerides and cholesterol.

It appears to have a high predictive value for

ischemic heart disease, perhaps before the fact,

and should be performed in conjunction with

the other studies. ^
Joseph J. Sannella, M.D.
Medical Director
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ULTRASOUND LOCALIZATION OF
INTRAUTERINE CONTRACEPTIVE DEVICE

A frequently occurring clinical problem is the

question of accurate placement of an intrauterine

contraceptive device. The following three cases

illustrate some of the situations that may be en-

countered with these devices:

Case I: This 27-year-old female experienced pelvic pain

and vaginal bleeding following the insertion of a “copper

7.” Ultrasound examination revealed the lUD to be

either partially or completely outside the uterus, lying

between the uterus and the urinary bladder (Fig. 1).

Fig. 1. lUD = intrauterine device.

Fig. 2. lUD = intrauterine device;

gs = gestational sac.

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, TN 37203.

Case II: This 26-year-old female had delayed onset of

menses despite the presence of a “copper 7”: Ultra-

sound examination revealed the lUD embedded in the

posterior wall of the uterus. A gestational sac compati-

ble with a nine-week gestation is present within the

uterine cavity (Fig. 2).

Case III: This 34-year-old female experienced delayed

menses and symptoms of early pregnancy. A pregnancy

test was negative. Ultrasound examination revealed a

“copper 7” within the uterine cavity, adjacent to an
eight-week gestational sac (Fig. 3).

Fig. 3. lUD = intrauterine device;

gs = gestational sac.

A comparative study^ of the T-CU-200, the

Lippes loop and the Daikon shield showed no

significant difference in the rate of complications

necessitating removal of the device. The Lippes

loop showed a significantly higher expulsion rate.

Robertson^ reports an unexpectedly high preg-

nancy rate in users of the “copper 7,” while

McMahon^ emphasizes the necessity for accurate

placement of the device.

Ultrasound is a non-invasive, radiation-free

means for determining the position of an lUD
and for assessing possible complications such as

Continued on page 342
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A 21 -year-old white female animal keeper at

the zoo was kicked in the left temporal bone by a

giraffe. She presented to the Emergency Room
comatose.

Please choose the best diagnosis. This scan was

done without the intravenous infusion of contrast

material.

1. Subdural hematoma

2. Epidural hematoma

3. Intracerebral and ventricular hemorrhage

4. Normal scan

Discussion

The most important contribution of CAT
scanning as with any other radiographic examina-

tion is the separation of normal from abnormal.

Abnormal accumulations of blood are present

within the calvarium, so this is not a normal scan.

Subdural hematomas are usually uniconvex

and epidural hematomas biconvex, both lying

adjacent to the calvarium on CAT scans. Also,

the ventricles are usually shifted away from the

collection of blood when it is unilateral.

The ventricles are midline in this case and the

From the Baptist Memorial Hospital, Memphis, TN
38146 .
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accumulation of blood adjacent to the calvarium

is not convex, so subdural and epidural hema-

toma may be excluded. The abnormal opacities

that are present within the left lateral ventricle,

the left cerebral hemisphere anterolaterally, and

within the intrahemispheric fissure posteriorly al-

low one to make the diagnosis of cerebral con-

tusion with intraventricular hemorrhage with

reasonable certainty. The patient was operated on

and the diagnosis proven. In addition to the con-

tusion, her third nerve had been avulsed. This

abnormality, of course, would have been impossi-

ble to detect with any previous diagnostic modal-

ity.

To differentiate subdural and epidural hema-

tomas from cerebral contusions is most important

as subdural and epidural hematomas are operable

lesions, whereas cerebral contusions at times are

not. One can usually differentiate cerebral contu-

sion from epidural hematoma with confidence on

CAT scanning. Even more important in many
cases of trauma to the head is that a concussion

only occurs, in which case the CAT scan would

usually be normal. Generally, in such cases, no

further diagnostic studies are necessary and these

patients may be treated conservatively.

Blood in the calvarium is usually easily de-

tected on CAT scans, as it is more opaque and

therefore has a higher Hounsfield number than

surrounding brain tissue and a lower Hounsfield

number than calcium. (Hounsfield number refers

to the absorption capabilities of tissue: Fat -50,

water and CSF approximately 0, Brain 12-22,

Blood 25-45, Calcium 50-500. These units were

formerly called EMI units, but the name has been

changed to Hounsfield units in honor of the in-

ventor of computerized tomography. Necessary

measurements may be made by altering the win-

dow level on the display console of the scanner.)

One must carefully evaluate CAT scans of

patients who have suffered head trauma a week

or more prior to scanning, as intracranial blood

may become less opaque during this time. Either

the calcium or albumin and globulin absorbs

from the blood thus rendering it indistinguishable

from surrounding brain. In such cases, arteriog-

raphy may be necessary to detect the presence of

a subacute or chronic hematoma. Early in the

history of CAT scanning, iron was thought re-

sponsible for the opacity of blood. This was

proven not to have been the case, however, and

Continued on page 342
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of public hecilA
WATER QUALITY CONTROL PROGRAM

The Division of Water Quality Control in the

Department of Public Health is responsible for

securing, protecting, and preserving the right of

the citizens of Tennessee to unpolluted waters and

a safe, potable drinking water supply. The mis-

sion, as defined by the Tennessee Water Quality

Control Act of 1971, is “to abate existing pollu-

tion of the waters of Tennessee, to reclaim pol-

luted waters, to prevent the future pollution of

the waters, and to plan for the future use of the

waters so that the water resources of Tennessee

might be used and enjoyed to the fullest extent

consistent with the maintenance of unpolluted

waters.” The Murfreesboro Operator Training

Center is an integral part of this program.

Realizing the need for trained personnel, the

Division of Sanitary Engineering instituted an

education program in the early 1930s out of

which the present Murfreesboro Operator Train-

ing Center program grew. The voluntary certifica-

tion program in Tennessee began as a yearly

school for water plant operators at the University

of Tennessee at Knoxville. At the onset, only the

operators of large water plants attended the three-

day seminar consisting of lectures and laboratory

technique training. Examinations were given, and

a Certificate of Competency was issued. By the

early 1950s, schools were being held in three

sections of the state (Knoxville, Nashville, and

Jackson) with a total attendance of approxi-

mately 240 operators. During this period, a num-

ber of wastewater plant operators were also at-

tending the school, and in 1958, the first certifica-

tion examinations were given for wastewater

treatment plant operators.

By the early 1960s, the schools had grown to

such an extent that special training in smaller

groups was needed. In 1961, a one-week labora-

tory course, limited to seven operators, was con-

ducted by personnel from the Division of Stream

Pollution Control in Nashville. The course con-

sisted of lectures in the morning, laboratory work

in the afternoon, and homework at night with ex-

aminations given and special certificates presented

at the conclusion of the week. This type of train-

ing continued until 1968 with gratifying results.

By the end of 1968, the Division was receiving

approximately 100 to 125 acceptable reports

from wastewater plant operators in comparison to

10 to 15 reliable reports per month received in

1960. However, much work was still needed.

In 1969 and 1970, grants from the Department

of Labor under the Manpower Development and

Training Act enabled the Division to couple class-

room training of wastewater treatment plant

operators with on-the-job training. After this

program was phased out, it became evident that

the State of Tennessee would have to provide

some type of facility and program by which op-

erators of water and wastewater plants could be

trained. Thus, the concept of an Operator Train-

ing Center evolved.

In 1971, personnel were employed to begin a

training program in Murfreesboro, using the

Middle Tennessee State University facilities. At
the same time, architects were employed by the

State to design the Murfreesboro Training Cen-

ter, to be located on property owned by the City

of Murfreesboro and adjacent to the new Joe W.
Lovell Water Pollution Control Plant located on

the banks of the West Fork of the Stones River.

Funds for construction were provided totally by

the State of Tennessee; the training center was

dedicated in May 1974. It is a bright and airy,

modern facility with two classrooms, two labora-

tories, a demonstration room, lunchroom and

kitchen, conference room, library, and offices.

Each classroom can accommodate up to 42 stu-

dents; however, classes are usually limited to 20

to 25 students. The laboratories are furnished

with most equipment the operator will encounter

in his own laboratory. The demonstration room
contains large pieces of sampling equipment,

pumps, and working areas for demonstrations by

instructors. During construction, sewer lines were

laid from the adjacent wastewater treatment facil-

ity to the school. This plan enables students to

directly sample wastewater, thus providing a real-

istic laboratory environment.

Providing basic and advanced training in all

phases of water and wastewater treatment is the

purpose of the school. Courses are offered in

laboratory techniques, the operation of water and
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wastewater treatment plant systems, and distribu-

tion and collection systems. Classroom instruction

and on-the-job training is combined in most

courses in an effort to completely prepare the

operator; certificates are awarded upon comple-

tion of the courses. Elementary limnology is

offered to assist wastewater treatment plant op-

erators who have had new restrictions imposed

on their plant effluent. To provide general back-

ground training, “Basic Science Skills Develop-

ment” is offered. For all operators, studies in

the “Theory and Practice of Waterworks Opera-

tions,” “Theory and Practice of Wastewater Op-

erations,” and advanced courses in these areas

are offered. In addition, special techniques are

taught on such subjects as “Colorimetric Method

for Metals,” “Hydraulics and Pumping,” “Co-

agulation and Sedimentation,” “Installation,

Checking and Repairing of Reduced Pressure

Backflow Devices,” and “Evaluation of Public

Water Supplies.” Classes dealing specifically with

fluoride and chlorine problems are also con-

ducted.

Operating expenses for the Center are pro-

vided by the State. Training funds are provided

by grants from the federal government. From
1971 to date, federal grants totaling $897,424

have been received. Approximately half of these

funds were provided for operator training. The

other half will provide salaries for newly hired

operators who will receive training at the Op-

erator Training Center. These funds have been

available in the past as this is the only facility

of its kind in the nation. Even today, it maintains

its position as a front-runner in the area of op-

erator training. Approximately 2,500 individuals

participate in some phase of the school yearly

for special studies in areas such as fecal coliform,

iron and manganese, chromium and zinc, and

cyanide as well as general background courses.

These programs range in length from short work-

shops to four-week classroom sessions coupled

338

with on-the-job training.

Tennessee has maintained a voluntary certifi-

cation program for almost 40 years. On May
12, 1971, the General Assembly passed the

Mandatory Certification Act requiring legal cer-

tification of operators with compliance required

as of May 12, 1972. The Act requires that all

water treatment plants, water distribution sys-

tems, wastewater treatment plants, and waste-

water collection systems be classified according

to their size and complexity, and the require-

ments of the operators be set accordingly. Only

the operator in charge is legally required to be

certified; however, all other operators are en-

couraged to become certified. An applicant must

meet given standards of education and experi-

ence; certification of the operator is then obtained

by written examination only and maintained by
attending a three-day seminar once every three

years. Examinations are conducted by the Cer-

tification Board. Since its inception, the Board
has designated the Division to conduct these short

courses and administer the examinations in their

name. The Board consists of two members cur-

rently employed as operators, an operator

representative of a municipality, a faculty mem-
ber of an institution of higher learning, and the

Director of the Division. Joe Lovell, Larry Ed-
dings, Leonard Lynch, Dr. Alexander A. Freid-

man, and John Saucier are currently serving on

the Board.

As with all environmental health disciplines,

the Division of Water Quality Control of the

Tennessee Department of Public Health is ac-

tively engaged in the practice of preventive medi-

cine. Prevention of waterborne illnesses has large-

ly been accomplished through the cooperative

efforts of public health persoimel health profes-

sionals in the private sector and concerned com-

munity workers working to assure safe water

supplies.
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RESEARCH AND TRAINING ACTIVITIES

DEPARTMENT
Many innovative training and research pro-

grams have been launched by the Tennessee

Department of Mental Health and Mental Re-

tardation.

One such program provided stipends to quaU-

fied individuals who were interested in pursuing

a career in the mental health and mental re-

tardation profession. Today, many highly quali-

fied persons are employed within the Department

as a result of this financial assistance, encourage-

ment, and support.

Economic factors prevailing at the beginning

of the current administration resulted in a de-

crease in the availability of funds for this pro-

gram, and after careful review, the stipends were

discontinued.

The Department now recognizes a dearth of

professionals in many areas of service. Foremost,

there are not enough qualified psychiatrists and

other physicians to staff our five mental health

institutes. The physician coverage in our three

developmental centers is inadequate to render

the scope and quality of care required by our

residents.

In addition, the various community mental

health centers throughout the state, in many
cases, have a less than optimal number of phy-

sicians. Consequently, we now recognize the

necessity for either re-establishing the stipend

program or developing some other method of

providing similar opportunities for physicians,

especially psychiatrists.

The Department has always recognized the

difficulties encountered in the recruitment of

sufficient numbers of employees on other levels.

We are in need of additional occupational ther-

apists, recreational therapists, adjunctive ther-

apists, physical therapists, and psychiatric nurses.

Persons with these skills are exceedingly impor-

tant to our treatment and training programs for

the mentally ill and mentally retarded.

It is for this reason that we are now on record

as favoring the re-establishment of a stipend pro-

gram to provide special assistance to qualified

individuals who seek a career in mental health

and/or mental retardation services. In addition,

we hope to enhance other programs offering con-
tinuing education opportunities to employees
within the system—^professional and parapro-

fessional.

The research projects of the DMHMR have
been reaching in scope and service. In 1971, the

Tennessee Neuropsychiatric Institute was estab-

lished representing a partnership between
DMHMR, the National Institute of Mental
Health, and the Vanderbilt University School of

Medicine. This program has achieved national

and international acclaim for basic and pharma-
cological research in schizophrenia and in the

biological aspects of that disorder.

In 1966, the Alcohol & Drug Research Center
at Memphis Mental Health Institute was estab-

lished by Dr. David Knott, a nationally known
clinician and researcher in alcoholism diseases;

and Dr. James Beard, a biochemist who has
distinguished himself in the field of research.

This center represents a partnership between
the DMHMR and the University of Tennessee

Center for Health Sciences.

Also, as part of the Department’s ongoing re-

search programs. Dr. Charles Proctor, chairman
of the Department of Pharmacology at Meharry
Medical College, is conducting basic biological

research on schizophrenia and has received rec-

ognition for developing a substrate which can
be used to diagnose that disorder by the study

of blood samples.

It is not our policy in Tennessee, as it is in

many states, to develop large research institutes

which are supported with much funding from the

legislature. Instead, we wish to upgrade and
expand those programs which we already have

and develop new research activities in coopera-

tion with our major universities.

If DMHMR can join hands with our fine uni-

versities which have faculty members who have
vision and interest in basic mental health and
mental retardation research as well as clinical

and applied research, we feel we can accomplish

much. We hope, of course, to involve our mental

health institutes and developmental centers in

this effort. /-—
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VAGINAL AND CERVICAL CANCERS
ASSOCIATED WITH EXPOSURE

IN UTERO TO DIETHYLSTILBESTROL

I. What Is Diethylstilbestrol {DES)1

DES (Diethylstilbestrol or stilbestrol), a syn-

thetic estrogen-type hormone, was first synthe-

sized in the late 1930s. During the 1940s many
physicians throughout the United States and other

countries prescribed this substance for pregnant

women. Several studies suggested that in compli-

cations of pregnancy such as bleeding, threatened

miscarriage, or diabetes, this treatment improved

salvage of the fetus.

Although its use in pregnancy has been discon-

tinued, DES remains a useful agent for certain

menopausal symptoms, certain cases of carcinoma

of the breast and prostate, and a few other clini-

cal problems.

II. Why Were DES-Type Drugs Used in Preg-

nancy?

Nearly one pregnancy in five results in spon-

taneous abortion. Various studies suggested that

DES-type drugs given to women likely to have

miscarriages decreased the incidence of abortion.

Additional investigation indicated that pregnant

women with more than one prior miscarriage,

diabetes, or toxemia of pregnancy also could

benefit from DES administration. These findings

were widely publicized during 1940s and 1950s,

and prenatal administration of DES-type drugs

was extensive.

Later studies disclosed that the administration

of DES during pregnancy was less effective than

initially thought. Additional clinical research and

development of newer compounds gradually

diminished their use.

III. What Is the Cancer Problem Associated

With In Utero Exposure?

In 1971, Drs. Arthur L. Herbst, Howard Ul-

felder and David Poskanzer at Massachusetts

Compiled by the Professional and Public Relations

Committee of the DESAD Project (Diethylstilbestrol

and Adenosis) of the Division of Cancer Control and
Rehabilitation, National Cancer Institute, and by the

Office of Cancer Communications, NCI, National Insti-

tutes of Health, DHEW.
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General Hospital and Harvard Medical School

reported a link between maternal DES therapy

during pregnancy and the later occurrence of

clear-cell adenocarcinoma of the vagina in female

offspring exposed to the drug in utero. This initial

report was soon confirmed by others.

Soon after the discovery of the initial cases, a

Registry of Clear-Cell Adenocarcinoma of the

Genital Tract in Young Females was established

by Dr. Herbst and Dr. Robert E. Scully with

support from the National Cancer Institute and

the American Cancer Society. It now contains

varying amounts of data on almost 300 cases

from the United States and abroad. Registry ad-

dress is MARP, Room 303, 5841 Maryland Ave.,

Chicago, IL 60610.

The patients have ranged in age from 7 to 28

years at the time of diagnosis.

Documentation of exposure to DES-type hor-

mones has been established in two thirds of the

fully investigated case histories. Of the vaginal

adenocarcinoma cases, more than 80% are

known to have been exposed to DES-type hor-

mones.

Because DES-type hormones were not admin-

istered to some of the mothers of these cancer

patients, factors other than maternal hormone
administration also may play a role in the etiology

of these cancers.

In all cases for which precise treatment dates

are available, the drug was initiated before the

18th week of gestation. Dosages and duration of

therapy varied widely. However, as little as 1.5

mg DES administered daily throughout preg-

nancy was found in one case history to be asso-

ciated with subsequent cancer in female offspring.

Administration of the drug in varying amounts

for a week or more during the first trimester also

was associated with the subsequent development

of cancer.

Cancers related to DES-exposure have not

been reported in male offspring.

Although the exact number of pregnant women
treated with DES or chemically similar com-

pounds during pregnancy is unknown, it has been

estimated to be as many as two million. The risk

of developing adenocarcinoma in exposed females

under 30 years of age appears to be minimal, in

view of the large exposed population and the

very rare incidence of the disease so far reported.

However, as exposed females grow older, the in-

cidence of^cancer related to DES-type drugs may
change.
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IV. Noncancerous Irregularities

Early in their investigation, Dr. Herbst and

associates noted that most of the vaginal and

cervical cancers in the exposed females were as-

sociated with vaginal adenosis (the presence of

glandular epithelium in the vagina). Benign ade-

nosis is found histologically in over 97% of

vaginal clear-cell adenocarcinomas, whether or

not a history of DES-type drug exposure in utero

is confirmed. Vaginal adenosis is rare in normal

(unexposed) young women.

The results of examinations of females exposed

in utero to DES-type drugs have been reported

in several studies. More than a third of those who

were exposed in the first four months of gestation

have vaginal adenosis, and more than two thirds

have cervical ectropion (the presence of glandular

tissue on the portio vaginalis of the cervix).

Other abnormalities seen in these examinations,

such as transverse vaginal and cervical ridges, also

may be associated with intrauterine exposure to

DES-type drugs. These are described by a variety

of names—hood, pseudopolyp, rim, collar, cocks-

comb cervix.

V. // the Patient Was Exposed to DES-Type

Drugs, What Should Be Done?

All asymptomatic girls who were exposed in

utero should receive a thorough pelvic examina-

tion at menarche or if they have reached 14 years

of age. Younger girls should be examined if they

develop abnormal bleeding or discharge.

Whenever prenatal exposure is probable, and

there are symptoms of discharge, further inves-

tigation is imperative, regardless of the patient’s

age. This investigation should not be concluded

until it is certain that no lesion is present.

Before the examination is undertaken, the en-

tire procedure should be thoroughly discussed

with the patient (and her mother or father if she

is a minor). The examination should include in-

spection and palpation, Papanicolaou smear (cer-

vix and vagina), and an iodine staining test of

the entire cervix and vagina. Abnormal areas,

including those that do not stain with iodine,

should be biopsied. This procedure can be per-

formed in the physician’s office with small bi-

opsy instruments and without significant discom-

fort.

For the very young patient who has symptoms

that require investigation, anesthesia may occa-

sionally be required before an examination. A
small speculum permits adequate visualization of

the vagina without undue discomfort in younger

patients.

With asymptomatic females, if adequate exam-

ination is not possible at the initial visit, vaginal

tampons should be used for a few months to

allow an adequate examination later without dis-

comfort.

Colposcopy is a useful adjunct to this examina-

tion, but it is not essential. Utilizing its low power

magnification to examine the vagina and cervix,

the physician can identify areas of glandular tis-

sue (adenosis) in the vagina or on the cervix.

This identification permits directed rather than

“blind” biopsies. Used in conjunction with the

iodine staining test and selected biopsy, colpos-

copy permits precise recording of observed abnor-

malities and their appraisal at fixed intervals.

VI. Follow-up Examinations

The patient exposed to DES-type drugs should

be followed on a regular basis. After a normal

initial examination, annual pelvic examinations

with cervical and vaginal cytology and iodine

staining are probably adequate. If any abnormali-

ties are noted during the initial evaluation, more

frequent follow-up examinations are suggested

(every 3 to 6 months, depending on the severity

of the findings).

VII. Management of Vaginal and Cervical Ir-

regularities Other than Clear-Cell Adeno-

carcinoma

Locally destructive measures such as cauteriza-

tion, cryosurgery, or excision can be utilized if

atypical changes such as marked squamous dys-

plasia or carcinoma in situ of the vagina or cervix

are found on biopsy.

Optimal management of nonmalignant lesions

in females exposed to DES-type drugs in utero

is uncertain. At the present time, no case has

been reported in which vaginal adenosis has pro-

gressed to cancer under direct observation. Care-

ful follow-up appears at present to be the most

prudent approach to DES-exposed subjects with-

out carcinoma.

There is no evidence to date indicating that

use of oral contraceptives by the DES-exposed

population would be undesirable. However, they

add further hormonal variables to a complex situ-

ation and are one more aspect of the problem re-

quiring more information.

The presence of adenosis is not a contraindica-

tion to future pregnancy if the woman desires to

have children.
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VIIL Cancer Diagnosis

The cancers reported in the Registry have been

found more often on the cervix or upper anterior

vaginal wall than elsewhere. They usually are ele-

vated, soft and friable, with a tendency to invade

surrounding tissue early and metastasize through

the lymphatic system. The ratio of vaginal to cer-

vical site of origin (classification of the Cancer

Committee of the International Federation of

Gynecology and Obstetrics) has been approxi-

mately 2:1.

Oncology Grand Rounds . .

.

Continued from page 332

5. Schein, PS, et al: Potential for prolonged disease

free survival following combination chemotherapy for

non-Hodgkin’s lymphoma. Blood 43:181, 1974.

6. DeVita, VT, et al: Advanced diffuse histiocytic

lymphoma, a potentially curable disease. Lancet 1:248,

1975.

7. Goldin, A, et al: Eradication of leukemic cells

(LI 2 10) by methotrexate plus citrovorum factor.

Nature 212:1548, 1966.

8. Berd, D, et al: Long-term remission in diffuse

histiocytic lymphomas treated with combination sequen-

tial chemotherapy. Cancer 35:1050, 1975.

9. Sweet, D, et al: Letter: Chemotherapy of ad-

vanced histiocytic lymphomas. Lancet, pp 1136, May
17, 1975.

10. Serlin, AT, et al: New agents and combination

chemotherapy of the non-Hodgkin’s lymphomas. Br J

Cancer 31 (Suppl. 11):397, 1975.

Topics in Nuclear Medicine

Continued from page 335

perforation or coexisting pregnancy. Repeat ex-

aminations may be performed in questionable

cases without increased hazard to the patient or

developing fetus. r ^
Peggy A. Domstad, M.D.

CAT Scan . .

.

Continued from page 336

present evidence points to calcium and/or albu-

min and globulin as the responsible products pro-

ducing the blood’s opacity. 1.2

Stephen L. Gammill, M.D.

ANSWER: Intracerebral and ventricular hemorrhage.
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IX, Cancer Therapy

Decisions regarding mode and extent of ther-

apy in these young women are difficult in them-

selves and further complicated by emotionally

charged issues. Both surgery and high energy

radiotherapy potentially can cure the disease.

Cancers associated with DES-type drugs may
develop in young women primarily in tissues of

Mullerian origin—the upper portion of the vagina

and the cervix.

Treatment should be highly individualized and

is best accomplished by physicians experienced in

treating gynecologic cancers. r ^

11. Schein, PS, et al: Bleomycin, adriamycin, cy-

clophosphamide, vincristine, and prednisone (BACOP)
combination chemotherapy in the treatment of advanced
diffuse histiocytic lymphoma. Ann Int Med 85:417,
1976.

12. Adler, S, et al: Multiple agent chemotherapy for

advanced histiocytic lymphoma. Europ J Cancer 12:395,

1976.

13. Rappaport, H: Tumors of the hematopoietic sys-

tem, Atlas of Tumor Pathology, Washington, D.C., Sect.

Ill, Fascicle 8, 1966, pp 156-206.

14. Lukes, RH, Collins, RD: New approaches to the

classification of the lymphomata. British J Cancer 31:1,

Suppl. II, 1975.

15. Collins, RD, et al: Diagnosis of hematopoietic,

mononuclear, and lymphoid cell neoplasms. Manual of
Clinical Immunology 95:718, 1976.

16. Waldron, JA, et al: Malignant lymphoma of pe-

ripheral T lymphocyte origin: immunologic, pathologic

and clinical features in six patients. Accepted for publi-

cation in Cancer.
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David H. Turner

A New Year Begins

I want to thank the membership of the Tennessee Medical Association for

giving me the opportunity to serve as your President this year. I consider it

a high honor and privilege; therefore, I will do my utmost to carry out the

duties and fulfill the responsibilities to the best of my ability. I will strive to

maintain the degree of honor and integrity that has been established by those

very able men who have preceded me in this ofi&ce.

pfc/idcAlV
p<i^

In the past few years our medical organization on the local, state, and

national levels has had to face many difficult problems, some even of a

crisis nature. I anticipate that some of these problems will require continued

effort on our part and we, of course, will have new and different problems

arise. It is my opinion that the issues at the national level are best dealt

with by our national organization, the AMA; the issues at the state level

are best dealt with by our state organization, the TMA; and our local prob-

lems are best dealt with by our local medical societies.

We must stand together and work together in dealing with the ever-

changing problems facing the practitioner of medicine today. I feel we can

best do this through our federated organization. I want to request each local

society to encourage or require each member to also be a member of the

TMA and AMA.

Sincerely,

a.
PRESIDENT
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cdilofiol/
“Wear a Dark Business Suit

—

”

The term “business suit” carries with it the im-

plication that there is standard dress for the con-

ducting of business, and the corollary is that no

business can be conducted unless all parties (the

male ones at least) are “properly” dressed.

“Properly” has come to mean throughout the

“civilized” world a “business suit,” with necktie.

Since everybody who is anybody the world over

wants to appear civilized, for the past century at

least, Chinese, Russians, Black Africans, and so

on have been showing up at business and social

functions in unaccustomed dress, often less prac-

tical and usually, if not always, more somber than

their own. Implicit in all this is that the only

civilization is (and further extended, always has

been) Western Civilization, whatever that is.

The realization (which has come on me in-

creasingly as the years have passed) of the arro-

gance of that proposition was overwhelming as

I stood in the Royal Ontario Museum in Toronto

viewing their superb collection of Chinese art

works, and it has been reinforced since, notably

by two TV programs, one the film Chaim, the

story of ORT in the Jewish persecution under the

Tsars and Hitler, and the other a performance by

the Harlem Dance Theater.

A friend who was sharing my thoughts in the

museum opined that the arrogance has its roots

in religion. What he meant was that the “Chris-

tian” West was taught to believe “pagans” could

not produce (or even be) anything of value, i.e.,

be civilized. That certainly is part of it. Christian

missionaries operating out of a Victorian society

imposed more “modest” Western dress on the

“natives,” often with disastrous consequences

health-wise. Unfortunately they were selling a

package—if you accept our Christ, you must ac-

cept our culture. The term “native” has always

carried the connotation of a slur unless applied

to oneself or one’s own.

But really it is not that simple. The sincerest

form of flattery is imitation. The Greeks never

tried to impose Greek culture on anybody, yet in

the ancient world everybody wanted to be Greek

—even the more “practical” Romans, who had

their children tutored by Greek slaves. In the

same way, the more “backward” nations have

seen things of value in Western culture, and have

tried to emulate it. What it has had to offer them

is mostly a higher standard of living based on

convenience inventions. There is nothing wrong

with either a higher standard of living or con-

venience, unless its price is too high. But it is

sometimes “a mess of potage.”

For many years most of the “Indian” baskets,

trinkets, etc. for sale in Cherokee, N.C., have

carried a small tag stating that they were made in

Japan (now also often in Hong Kong). There

have always been a few—and unfortunately pro-

gressively fewer—obviously different items of

higher quality, made by local craftsmen. A well-

made Cherokee basket will literally hold water.
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But the elders have complained that no one

wants to learn their crafts, or even to learn the

Cherokee language. To be accepted, they had to

be like other “Americans” (an absurdity I’ll

allow to pass for the present).

I am persuaded that what was true yesterday

will be true tomorrow, and whatever was of true

value yesterday will also be of true value tomor-

row. It is only our perception of truth and value

which changes, sometimes for the better and

sometimes for the worse. It is real tragedy when

we let the valuable things of the past slip away.

It is why we bother to spend time resurrecting

history, or visit museums, or read about what

our predecessors have perceived about truth and

beauty in their day.

Happily, every culture has its traditionalists,

the few who keep alive the old ways and the old

arts and crafts. From some of them, for example,

Alex Haley found his roots. More and more these

individuals are seeing their faithfulness bear fruit,

to enrich us all, as Western culture accepts and

even encourages them. It is a service television

has performed for us, and because of it, visitors

to this country from other shores are feeling freer

to wear their accustomed dress without being an

object of curiosity. There is a revived interest by

Americans of Indian, African, and other origins

in their heritage.

We have so little time. We are so busy, so

often doing nothing. So much of the time and

energy of our people, particularly our young, is

wasted being brutalized by “the tube.” That time

could be rechanneled into productive activity. But

it requires effort. We need to spend more time

in a search for truth, which is often well-hidden

in a barrage of words, both spoken and written,

about traditions, philosophy, and religion. God
alone can reveal Himself, and He is the source

of all truth. He reveals Himself in many ways, so

that, says the apostle Paul, “We are without ex-

cuse.” We need to distinguish between the valua-

ble and the merely precious. And we need to

spend more time developing and using the talents

God has given us, to be the unique person He
has made each of us to be.

Our Bicentennial celebration has awakened in

all of us an interest in our past, whether we are

white, black, “red,” Oriental, or whatever. Per-

haps it has also given our young nation enough

of a sense of identity that we can all perfect and

enjoy our differences as well as our unity.

J.B.T.

Play It Again, Sam—Right

I do think we have reached the point of too

much technique and perfection, and there will

be a reaction, the usual thing which happens

in our history and in everything. People will

again admire performers who can sing out the

melody, not just trill around for half an hour

or sing loudly the high C’s. Make music, instead

of having too much technique.

Arthur Rubinstein

The piano artistry of Arthur Rubinstein has

always epitomized musicianship for me. One of

the noblest works of man is the piano concerto,

and nobody plays it quite like Rubinstein. At 90

this remarkable man is as good as ever. Maybe he

hits a wrong note now and then, but the melody

is still loud and clear, as he demonstrated to

everybody’s satisfaction in Public Television’s

special, “Rubinstein at 90.”

We would do well to ponder and take to heart

the above quoted message of the man who refused

to play a work written for him by Stravinsky,

using the piano strictly as the percussion instru-

ment it is, because “it is good for percussion, but

there is not music in it at all, so I never played

it.”

Maestro Rubinstein recounts that he was badly

taught at the beginning of his career, and early

success spoiled him. He loved music and hated

to practice, and it was not until he was 45

—

when he found that to be a success in America,

England, and the Scandinavian countries, music

had to be played as written—that he began the

work necessary to be what he now considers a

proper concert pianist.

It is a fact that people—all of us—always want

it both ways insofar as possible, and often even

when it is not possible. The same people who
prate so loudly about the need for the old family

doctor (they are often the same ones who scream

for busing to properly integrate the schools) will

on the other hand rush off to a specialist when

they themselves are sick (they also send their

children to private—usually non-integrated

—

schools).

As the Maestro learned, technical proficiency

is not a bar to making music. It is possible to

make music and play the music as written, other-

wise the composer failed in his own message. We
doctors are feeling today a reaction against a

scientific medicine which for the last half-century

has been preoccupied overmuch with technology.

The public is not being unreasonable in expecting

that we be doctors and scientists at the same
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time. And Medicine is working on it. The Ameri-

can Academy of Family Practice is doing its level

best to see to it that its members practice good,

solid, scientific medicine. But wearing the badge

“Family Practitioner” does not make one a

“Family Doctor” from the point of view of the

patient, any more than living in a hen-house

would make him a chicken.

On a recent visit to St. Jude’s Hospital in

Memphis I was impressed with the concern for

the patient demonstrated by doctors on the staff

(not “cases”—not even “patients”—but the pa-

tient). These have to be some of the world’s most

scientific doctors, and yet the whole thrust is to-

ward the patient as a whole person, and the

impact of his disease on his family. -i

This message has been loud and clear from

many of today’s medical students and younger

physicians. But the problem is twofold. One is

that as today’s young idealists become tomorrow’s

busy, hurried, harried practitioners, they tend to

take less and less time to be doctors. The other

is that from the start some of our colleagues have

been otherwise motivated. But for the all of

them—us—the answer is the same. From any

practical or philosophical base on which we

operate—idealism, humanism, pragmatism, Chris-

tianity, agnosticism, paganism, whatever—it is

ideologically unsound to separate the art and

science of medicine. The public’s message is that

it is economically unsound, too.

We need to make music, and we need to play

it right.

J.B.T.

Just “Gorks?”

The mentally retarded may not be able to do

everything normal children can; but they have a

right to try. They know what they are missing.

They know especially when they are missing the

fun of play—of competition—of success.

Eunice Kennedy Shriver

Some time ago I got a review book entitled So

Get On With It—A Celebration of Wheelchair

Sports. I was impressed. A short time after that

a golf tournament was held in Nashville in which

the participants were blind. One of them made a

hole in one. Unbelievable. The Easter Seal Camp
is operated for crippled children and adults to

learn and to practice skills and to compete with

those similarly handicapped. Physical activity is

therapeutic, and society has really strained itself

for the past few decades to bring it to the physi-

350

cally handicapped. All the above mentioned ac-

tivities deserve our support.

And then there are the “gorks.”

We can all relate to individuals damaged by
disease or injury, because we know some sudden

misfortune could reduce us to their level—or

worse. We would like to have compassionate

hands work with us or with our children should

catastrophe strike.

But what about the “gorks?”

They are pathetic figures; it is painful for

many even to be around them. They make us self-

conscious, and too often are objects of derision

—

open or silent—as witness the term “gork,” for

example. Mostly they get written off as too dumb
to learn or not worth fooling with, as, “They’ll

never amount to anything, anyhow.”

Now I don’t think for a moment any of us

really thinks that, and in fact in our society teach-

ers patiently and lovingly work with many whom
they know will never, probably, amount to any-

thing. But I do think the majority of us have

never really considered what is implied in the

words of Eunice Shriver, quoted above. I hadn’t

—and the reason for this editorial is that as I

read them this time, the truth of what she says

suddenly became clear.

Each year throughout the state the Tennessee

Department of Mental Health and Mental Retar-

dation and the Joseph P. Kennedy, Jr. Founda-

tion sponsor the Tennessee Special Olympics

Program “to create opportunities for sports train-

ing and athletic competition for all retarded chil-

dren in Tennessee.” Physical activity is one of the

most successful ways in which to reach these chil-

dren in the difficult task of building a positive

self-image. It should be obvious to us that “they

have the right to try.”

The program is active over our state, but there

are still a lot of children (and adults) who have

not had the opportunity to participate. They need

our support—not just our money, though they

need that—and our interest, as well. The top

contestants in local competition will have the

opportunity to come to Nashville to be one of

the more than 650 athletes who will compete in

the annual state meet on May 20-21, to be held at

George Peabody College, John Overton High

School, and Vanderbilt University.

They are not “just gorks.” They are neighbors

whom we are to love as ourselves. Many people

are working to give them support. Shouldn’t we

join them?
j g .j,
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To Be Old

There are two ancient black men who clean up

around the hospital where I work, and the other

day—Good Friday—I said to one of them after

he had emptied my wastebasket, “Have a nice

Easter.” He brightened, and said, “You too. Doc-

tor. Let’s just be thankful we can do something

for ourselves.”

I don’t know what had happened which

prompted that statement at that particular time.

But I know he meant it with all his heart. It set

me thinking what it must be like to be old in a

day when so many can be kept alive who are

unable to do for themselves, and often have no

one to do it for them. The hazards of living are

great for any of us. The old can be overwhelmed.

Mugging and robbing the aged is categorized

as a “crib crime” because it is “like taking candy

from a baby.” Attacks on the elderly, even in

broad daylight, are increasing, and more and

more our senior citizens are living in fear, afraid

to leave their apartments or rooms. I read re-

cently of a youth who had knocked an old woman
to the ground and snatched her purse. The judge

had let him off with a warning, as “he was young

and a first offender.”

I was appalled. What sort of society is it we
live in where the life and limb of our peaceful,

law-abiding citizens are so lightly regarded, while

at the same time we coddle our criminals? Old

bones are brittle, and a blow sufficient to fell

can snuff out a life. We need to make the punish-

ment fit the crime, sure enough, but an attack of

any sort on an old person should be considered

aggravated assault and should carry a mandatory

prison term. That might make the candy less ap-

pealing.

It is true that in retirement areas the old are

organizing for their defense. Security measures

are being implemented in buildings and warning

systems installed. But the initiative for this is

their own, and most of the elderly are on fixed

incomes and can’t afford that expense. It makes

no sense to expend massive effort and funds to

keep an octogenarian alive for another few weeks

or months and then abandon him as easy prey

for street hoodlums.

Let off with a warning, indeed!

J.B.T.

Roots

To the Editor:

Thank you very much for your article on the edi-

torial page of the March issue of the Journal en-

titled “Roots.” It most certainly represents a realistic

assessment of slavery in the many forms in which it

exists in human society.

As a black person, “Roots” may have had a dif-

ferent meaning for me than it had for you and
millions of other Americans who are not black.

However, it is obvious from your article that we
share common reactions to the program and its

implications for the life of slavery, as well as for

everyday life.

Harold W. Jordan, M.D.
Commissioner
State of Tennessee

Department of Mental Health

and Mental Retardation

A. Lynn Herring, age 72. Died March 8, 1911

.

Graduate of University of Tennessee Medical

School. Member of Memphis-Shelby County Medi-

cal Society.

Ralph H. Monger, Sr., age 80. Died March 29,

1977. Graduate of University of Tennessee Medical

School. Member of Knoxville Academy of Medicine.

J. Floyd Morrow, age 82. Died March 13, 1977.

Graduate of University of Cincinnati Medical

School. Member of Knoxville Academy of Medicine.

Cecil E. Newell, age 73. Died March 11, 1977.

Graduate of University of Virginia Medical School.

Member of Chattanooga-Hamilton County Medical

Society.

new member/

The Journal takes this opportunity to welcome

these new members to the Tennessee Medical Asso-

ciation.

KNOXVILLE ACADEMY OF MEDICINE
Frank J. Haraf, M.D., Knoxville

David H. Waller, M.D., Knoxville
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MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
Michael P. Casini, M.D., Memphis
Stanley W. Erwin, M.D., Memphis
Norman B. Fizette, M.D., Memphis
Shang-Po Haiing, M.D., Memphis
William V . Shappley, Jr., M.D., Memphis
William W. Taylor, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Craig M. Coulam, M.D., Nashville

Evelyn J. Davis, M.D., Nashville

Richard M. Heller, M.D., Nashville

Jonathan S. Jacobs, D.M.D., M.D., Nashville

William R. Long, M.D., Nashville

Marion B. Tallent, Jr., M.D., Nashville

NORTHWEST TENNESSEE ACADEMY
OF MEDICINE
Ed Lee King, M.D., Martin

Roy Lawrence, M.D., Union City

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
Charles J. Corea, M.D., Harriman

SULLIVAN-JOHNSON COUNTY MEDICAL
SOCIETY
C. Burton Keppler, M.D., Kingsport

William McClanahan, M.D., Church Hill

Albeit D. Roke, M.D., Surgoinsville

James E. Wilford, M.D., Bristol

Sarfraz AH Zaidi, M.D., Bristol

WASHINGTON-CARTER-UNICOI COUNTY
IViEDICAL ASSOCIATION
John Neale, M.D., Johnson City

WARREN COUNTY MEDICAL SOCIETY
Joseph L. Caten, M.D., McMinnville
Thomas L. Hill, M.D., McMinnville
C. Fred Taylor, Jr., M.D., McMinnville

Ben J. Alper, M.D., of Nashville has been installed

as president of the Nashville Society of Internal

Medicine. Other officers elected include Thomas G.

Pennington, M.D., vice-president and Robert Doster,

M.D., secretary-treasurer, both of Nashville.

Three prominent Tennesseans were named recip-

ients of the TMA “Community Service Award” at

the TMA Annual Meeting. Mr. Teddy Bart, a noted

TV-radio personality throughout Middle Tennessee,

was honored for his work through the electronic

media on in-depth public discussion of medical issues

and problems. Miss Elizabeth Killeffer of Cookeville

was honored for her continuing years of nursing

service in Tennessee; at age 78, she remains active

in the Upper Cumberland region of Tennessee serv-

ing as chairman of the Nursing Volunteers for the

Red Cross Blood Mobile. Mr. Olin Morris, director

of public affairs for WREG-TV in Memphis and

vice-president of the New York Times Broadcasting

Service, Inc., was cited for his outstanding work in

public service as it relates to the medical community.

The following physicians have been certified as

Diplomates of the American Board of Family Prac-

tice: William E. Bost, M.D., Oak Ridge; Joseph H.
Crumbliss, M.D., Fayette; Morris N. Dalton, M.D.,

Knoxville; Lloyd C. Davis, M.D., Knoxville; Robert

G. Dennis, M.D., Johnson City; John C. Gaw, M.D.,

McMinnville; James M. Hudgins, M.D., Madison;
Larry C. Huskey, M.D., Knoxville; Thomas A.
Jenkins, M.D., Oak Ridge; Douglas W. Ligon, M.D.,
Erin; Lester F. Littell, Jr., M.D., Dayton; Maurice
N. Lowry, M.D., Lexington; Russell W. Mayfield,

M.D., Bells; O. L. Merritt, M.D., Dandridge; Wil-

liam G. Morris, M.D., Athens; Kenneth J. Phelps,

Jr., M.D., Lewisburg; Clay Renfro, M.D., Kings-

port; Albert D. Roke, M.D., Surgionsville; Ralph H.
Ruckle, M.D., Portland; Kenneth B. Rule, M.D.,
Knoxville; Jack C. Stripling, M.D., Lexington; Jesse

Lee Walker, M.D., Jellico; James Louis Thomas,
M.D., Jackson; Vincent B. Tolley, M.D., Sevierville;

Robert T. Tucker, Jr., M.D., Jackson; M. L. Wil-

liams, M.D., Knoxville; Charles D. Wohlwend,
M.D., Knoxville, Robert H. Wood, Jr., M.D., Cross-

ville.

At the TMA Annual Meeting, three physicians re-

ceived the “Distinguished Service Award,” recogniz-

ing their contributions to medicine. Benjamin F.

Byrd, Jr., M.D., of Nashville was honored for his

special contributions to the American Cancer So-

ciety. He is the immediate past-president of the ACS
and has served as a member of its Board of Direc-

tors for the past 12 years. George T. Proctor, M.D.,

of Springfield was honored for his dedicated service

as a medical missionary. In 1966, he and his family

moved his practice to Baraka Hospital near Jerusa-

lem, where he worked for three years until his

hospital operations were withheld as a result of the

Middle East War. He later set up a radiology ser-

vice at the Baraka Hospital that now serves more
than one million people. William T. Satterfield, Jr.,

M.D., of Memphis was honored for his work in the

field of rehabilitation, primarily of stroke patients.

He has held the position of Director of the Stroke

Unit of the Baptist Memorial Hospital in Memphis
since 1971 and in 1975 was named the medical

director of the Lamar Unit Rehabilitation Center of

that hospital.

Richard O. Cannon II, M.D., of Nashville has been

named chairman of the new AMA Committee on

Allied Health Education of the Council on Medical

Education.

Robert C. Coddington, M.D., of Chattanooga has

been reappointed to a four-year term on the Crippled

Children’s Service Advisory Committee.

Joseph E. Crupie, M.D., of Memphis was installed

as president of the Tennessee District Branch of the

American Psychiatric Association. Other officers in-

stalled at the APA Annual Meeting, held in con-

junction with the TMA Annual Meeting, were Hil-
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ary Linder, M.D., of Memphis, secretary-treasurer;

and John A. Wilson, M.D., of Kingsport, president-

elect, ^

Joseph J. Dodds, M.D., of Chattanooga has been

installed as president of the Red Bank Hospital

Medical Staff. Other officers elected include Preston

C. McDow, M.D., of Chattanooga, president-elect;

R. A. Hoppe, M.D., of Chattanooga, secretary; and

Arch Y. Smith, M.D., of Signal Mountain, treasurer.

Ben D. Hall, M.D., of Johnson City has been named
president-elect of the American Society of Internal

Medicine.

Grant W. Liddle, M.D., of Nashville has received

the 1977 Founder’s Award and Medal from the

Southern Society for Clinicaljnvestigation.

Hollis C. Miles, M.D., and Charles P. Oderr, M.D.,

both of Athens, were recently honored by the Sweet-

water Valley Medical Auxiliary in recognition of

each having served as a physician for over 40 years,

Henry P. Pendergrass, M.D., of Nashville has been

named president-elect of the Radiological Society

of North America.

Eugene M. Regen, Sr., M.D., of Nashville was elected

Tennessee’s “Outstanding Physician of the Year” by

the TMA House of Delegates. Dr. Regen was

honored for his career of excellence and his special

contributions in the development of techniques and

procedures in orthopedic surgery. Most recently he

has developed and put into operation a free ostomy

clinic service in Nashville.

Robert T. Tucker, Jr., M.D., of Jackson has been

named president of the new Parkway Hospital.

Other officers elected include John Riddler, M.D.,

vice-president and W. H. Roberts, M.D., secretary-

treasurer, both of Jackson. Officers of the board of

directors include Jerry Hornsby, M.D., chairman;

James Craig, M.D., vice-chairman; and W. H.

Roberts, M.D., secretary-treasurer, all of Jackson.

David H. Turner, M.D., of Chattanooga was in-

stalled as President of the Tennessee Medical Asso-

ciation during the Annual Meeting. John B. Dorian,

M.D., of Memphis was elected president-elect.

Elected to serve three-year terms on the TMA
Board of Trustees were George W. Holcomb, Jr.,

M.D., of Nashville; William O. Miller, M.D., of

Knoxville; Don J. Russell, M.D., of Chattanooga;

and James H. Donnell, M.D., of Alamo. Elected to

serve a one-year term on the Board was Robert

E. Clendenin, Jr., M.D., of Union City, who will

fill the unexpired term of president-elect, Dr. Dorian.

Re-elected as speaker of the House of Delegates

was William H. Edwards, M.D., of Nashville and

re-elected as vice-speaker was Allen S. Edmonson,
M.D., of Memphis. Elected to serve the Association

as regional vice-presidents were J. Bryan Smalley,

M.D., of Maryville-East Tennessee; James C. Brad-

shaw, M.D., of Lebanon-Middle Tennessee; and

Thomas M. Crenshaw, M.D., of Humboldt-West

Tennessee. Elected to serve as Delegates from Ten-

nessee to the American Medical Association House
of Delegates were A. Roy Tyrer, M.D., of Mem-
phis and Tom E. Nesbitt, M.D., of Nashville.

Serving as alternate delegates will be Hamel B.

Eason, M.D., of Memphis and Morse Kochtitzky,

M.D., of Nashville.

Jesse Walker, M.D., of Jellico has been given the

LeRoy B. Stancell award by the East Tennessee

Health Improvement Council in recognition of his

outstanding regional contribution to the health of

citizens.

meclkcil neui/
in kennc//ee

ETSU Appoints Two New
Department Chairmen

Dr. D. P. Culp, president of East Tennessee State

University, has appointed Frank M. Shepard, M.D.,
chairman and professor of the Department of

Pediatrics and Lester R. Bryant, M.D., chairman
and professor of the Department of Surgery.

Dr. Shephard has held a similar post in the

Creighton University School of Medicine in Omaha
since 1972. He is a graduate of Vanderbilt Univer-

sity and Vanderbilt Medical School, where, during

his undergraduate studies, he received the George
F, Baker Scholarship. From 1961-62, he was a re-

search fellow in newborn physiology at the Wenner-
Gren Cardiovascular Research Laboratory, Stock-

holm, Sweden. In 1962 he returned to Vanderbilt,

where he was chief resident in pediatrics and a

research fellow in newborn physiology.

Dr. Bryant has been professor of surgery and
chief of the thoracic surgery section of Louisiana

State University College of Medicine since 1974.

From 1962-73, he was with the University of Ken-
tucky College of Medicine as professor of surgery,

chief of the Division of Thoracic Surgery, and vice-

chairman of the Department of Surgery. A native

of Louisville, Ky., Dr. Bryant is an honor graduate

of the University of Kentucky, where he earned

Phi Beta Kappa membership. He received his M.D.
degree from the University of Cincinnati and was
chief resident surgeon in the Cincinnati school dur-

ing the 1961-62 academic year. Dr. Bryant is board
certified in surgery and thoracic surgery.

Administrative Posts Filled at UTCHS

Two major administrative appointments have

been announced at the- University of Tennessee

Center for the Health Sciences to coordinate the

development of the University’s health science edu-

cation programs throughout Tennessee,

Dr. T. Albert Farmer, vice-president for health
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affairs of UT and chancellor of the UT Center for

the Health Sciences, said Dr. James R. Gay will be

named associate vice-president for health affairs

and Mr. William R. Rice will become vice-chancellor

for administration. The appointments are effective

July 1.

Dr. Gay is presently vice-chancellor for adminis-

tration and Mr. Rice is executive assistant to the

vice-chancellor for the UTCHS Knoxville Unit.

As associate vice-president for health affairs, Dr.

Gay will assist in developing more effectively the

statewide role of the vice-president for health affairs.

Mr. Rice, as vice-chancellor for administration,

will be responsible to the chancellor for overall

management of the Center for the Health Sciences,

including internal operations and management re-

lations with other institutions, hospitals and agencies.

Dr. Gay, who also is professor of neurosurgery

in the UT College of Medicine, is a graduate of

Virginia Polytechnic Institute and earned his M.D.
degree from Johns Hopkins University School of

Medicine.

Mr. Rice, a native of Gastonia, N.C., graduated

from the University of North Carolina and earned

his J.D. degree from the University of Tennessee

College of Law.

UTCHS Names Acting Dean

Dr. E. William Rosenberg has been named acting

dean of the University of Tennessee Center for

Health Sciences College of Medicine. Prior to this

appointment. Dr. Rosenberg was executive assistant

to the dean and chairman of the dermatology

division.

neui/

From the AMA’s Office in Washington, D.C.

Medicare-Medicaid Fraud and Abuse

In the name of the “sunshine law,” the govern-

ment released the names of physicians, groups, and

laboratories that did more than $100,000 in Medi-

care business last year. It marked the first breach

in the Medicare program’s longstanding policy

against disclosing such information.

The over-$ 100,000 category included 409 phy-

sicians, 1,752 medical groups, and 58 laboratories.

This compared to 2,533 physicians, dentists, and
pharmacies listed in the latest Medicaid report of

more than $100,000 intake last November.

The American Medical Association branded the

releasing of the names as “only serving to badger

a large segment of the profession and to establish

354

guilt by innuendo.” AMA Executive Vice-President

James Sammons, M.D., said “there is a basic dis-

honesty in the broadcast release of the names of

individuals receiving Medicare payments.” Dr. Sam-
mons added that if “HEW thinks any physician on
this list is guilty of fraud HEW should say so. We
will assist in any case where there is good reason

to suspect wrongdoing.”

Dr. Sammons said the physicians are identified by
HEW as individual recipients of Medicare funds,

whereas the payments are often for services pro-

vided by many others as well. Many of the phy-
sicians listed are hospital-based radiologists, pa-

thologists, anesthesiologists, he said. “We would
also point out that these services are paid for at

a rate set by Medicare and based on prevailing

charges two years out of date.”

Predictably, press reaction was uneven. Some
press took the trouble to check before using the

story. Most press did not. All too typical were
headlines like this one, from the Fort Lauderdale
Sun-Sentinal:

“HEW RELEASES NAMES OF DOCTORS ON
MEDICARE GRAVY TRAIN.”
Few stories bothered to explain that the figures

cited are gross, not net; or that HEW’s dollar totals

included not only payments to the physician but

payments made directly to the beneficiary where
the beneficiary is responsible for paying the phy-

sician’s bill.

Having gone through a similar experience in

November of 1976, when the Social and Rehabili-

tation Service made public a list of physicians, den-

tists, pharmacies and laboratories that had received

$100,000 or more from Medicaid in 1975, the AMA
immediately began checking for accuracy as many
as possible of the names and amounts listed as paid

to solo practitioners.

By press time, some 166 physicians listed in solo

practice were contacted in 30 states and the District

of Columbia. Of this group;

82 were incorrectly listed as solo practitioners;

5 had incorrect amounts attributed paid to them;

22 reported both the solo designation and the

amount were incorrect.

Some 65.7% of the information released on the

409 physicians listed as solo practitioners was there-

fore incorrect.

Complaints from individual physicians victimized

by these inaccuracies poured in to the press. A
roundup by the Associated Press pointed out some
of the injustices done by the HEW release in which
two out of three solo practitioners were inaccurately

listed.

The Washington Star took editorial note of HEW’s
inaccuracies under the heading; “A SLOPPY PIECE
OF WORK.”

The physicians contacted by the AMA and state

medical societies reported harassment ^by angry

patients, crank telephone calls, children taunted at

school as the children of a crook, anonymous
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threats, attacks by colleagues, and continuing em-

barrassment within their communities.

A number of congressmen have inserted remarks

into the Congressional Record with respect to

HEW’s disgraceful performance.

HEW Secretary Joseph A. Califano has privately

admitted dismay and has publicly stated that a cor-

rected list will be forthcoming shortly.

The AMA has told the government that fraud and

abuse are different problems deserving different

treatment.

In a letter to HEW Secretary Califano, the AMA
said: “Frankly, we find it difficult to equate ‘abuse’

of Medicare and Medicaid programs with some
legally definable criminal action. Indeed, it is un-

fortunate that ‘fraud and abuse’ have been linked

so often in public discussion and departmental re-

leases that the clearly criminal aspects of ‘fraud’

have migrated to ‘abuse’ as well.”

AMA Executive Vice President James Sammons,
M.D., said “fraud” is a reasonably well-defined

legal concept—misrepresentation with the intent to

obtain money or other goods to which one is not

entitled—and has always been clearly subject to

legal penalties. Dr. Sammons said examples include

billing for services not rendered, etc. “The medical

profession has always opposed such practices by

its members and urges prosecution of those charged

with fraud.

However, he wrote, abuse is a much more am-
biguous term. A “fact sheet” on Medicaid fraud

and abuse issued by the Social and Rehabilitation

Service states that a provider is “abusing” the pro-

gram if he files claims and receives payment for

services “that are not allowed by federal or state

Medicaid laws or regulations.” If “abuse” of a pro-

gram by a provider implies some guilt on his part,

this definition is clearly inadequate, since it leaves

out any reference to the provider’s knowledge of

the exclusion, noted Dr. Sammons.

The AMA said the decision as to appropriateness

of care “is a professional decision, not a legal one,

and we would strongly urge that no attempt be

made to bring it within the courtroom, along with

prosecution of fraud.” Legitimacy and appropriate-

ness of treatment should first be explored by the

review committees already established for this pur-

pose at the community level, said Dr. Sammons.
“When they agree that the treatment is, indeed,

inappropriate and excessive, efforts should be made
by his peers to persuade the erring physician to

follow a more appropriate course of treatment, but

the punitive action should be limited to those al-

ready authorized by law—non-reimbursement of

excess care and, where the pattern of over-use or

over-treatment continues, exclusion of the individual

from the program.”

He concluded, “We believe that this is both ap-

propriate and sufficient in the way of penalty for

actions which the physician himself may consider

honest and non-culpable, and we would therefore

urge that, while fraud should indeed be prosecuted

to the extent of the law, “abuse,” in this sense,

should be handled within the framework of Peer

Review and program administration controls.”

A bill aimed at rooting out fraud and abuse in

federal health programs has started down the legis-

lative path in Congress. The AMA applauded the

objective, but said the bill is so broadly drawn that

it allows investigation of “the actions of almost every

practicing physician in the United States.”

The minority of physicians who abuse Medicare
and Medicaid should be brought to justice, the AMA
said, but “justice is not served if all practitioners

are subjected to harassment and restraint so that

a few malefactors may be apprehended.”

Edgar T. Beddingfield, M.D., Chairman of the

AMA’s Council on Legislation, testified before an
unusual joint hearing by the health subcommittees

of the House Ways and Means and House Com-
merce Committees. Ways and Means is responsible

for Medicare; Commerce, for Medicaid.

To the extent that the legislation was aimed at

the “Medicaid mill” it has “far exceeded the mark,”
said Dr. Beddingfield. “Since this bill has been

characterized as the ‘Medicaid mill’ Fraud and
Abuse Bill, practically all group practices could be

stigmatized because of the broad application of its

provisions.”

The broad approach of the bill is “aimed at a

large proportion of all practicing physicians, casting

its stigma of impropriety upon the tens of thousands

of physicians who fall within its purview,” the AMA
witness said. “Virtually all group practices in the

United States would be subjected to the same re-

quirements as the so-called Medicaid mill.”

All groups of two or more practitioners would be

subject to the extensive disclosure of records pro-

visions, Dr. Beddingfield noted, adding that all prac-

ticing physicians who render Medicare and Medicaid

services would be subject to review by Professional

Standards Review Organizations (PSRO).

Continuing his criticism of the legislation. Dr.

Beddingfield said it “endangers the confidentiality

of patient records, and certain provisions cannot

be justified as needed or even as a wise tool to

combat fraud.”

To counter chaises that his Department has been

lax in cracking down on fraud and abuse in health

programs, HEW Secretary Califano has called in

the FBI.

He said FBI agents will work “full blast” on
Medicare and Medicaid misdoings until HEW’s own
office of investigations is “up to full speed.”

Califano made the statements following a report

by the Senate Special Committee on Aging con-

tending that illegal kickbacks are “rampant” in

the Medicaid program. Summarizing testimony given

the Committee last year, the report said nursing

homes are the chief offenders, but “increasing evi-
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dence points to hospitals, medical practitioners,

clinical laboratories and other suppliers.”

Not making Califano’s life any easier was an

allegation by John Walsh, former director of HEW’s
Office of Investigations, that the new HEW Secre-

tary and his Under-Secretary Designate, Hale Cham-
pion, tried to impede an investigation of fraud in

a San Jose, Cal., Medicaid project. Walsh, who
resigned his post, said he was told he had to clear

the investigation with his superiors. Califano and
Champion angrily denied they were in any way
attempting to influence the course of the probe.

“I did not in any way hinder or impede our fraud

investigation—nor did Mr. Champion—in California

or elsewhere,” Califano said on NBC’s “Meet the

Press” program. “Everything that I’ve done in this

area has been designed to make those investigations

go faster and better.”

AMA Attacks Violence on TV

The weight of scientific evidence points to a rela-

tionship between television violence and increased

aggressive behavior in some youthful viewers, the

AMA has told Congress.

The AMA called on the TV industry to recognize

its social responsibilities, reduce the amount of

violence, and respond with greater sensitivity and

diversity in its programming policies. “That tele-

vision violence represents a serious issue in the

mind of the public is a consideration the broad-

casting industry can no longer ignore,” declared

Robert Stubblefield, M.D., consultant on mental

health matters to the AMA.
Testifying before the House Commerce Sub-

committee on Communications, Dr. Stubblefield said

“television could teach many positive lessons and
behavior that would provide alternatives to the

violent and antisocial problem-solving so often con-

veyed in today’s programming.”

Violence now is a prevalent theme on TV, said

the AMA spokesman. He noted earlier testimony

of George Gerbmer, Ph.D., that there was more
violence during the fall season programming than

at any other time in the past decade.

Said Dr. Stubblefield: “These results are especially

alarming since just three years ago network execu-

tives assured another Congressional subcommittee

that efforts were well under way to reduce the

amount of gratuitous violence.”

The AMA believes that the television medium
“has not even begun to realize its potential” in “pro-

social programming,” he said.

“In my opinion,” Stubblefield added, “the tele-

vision industry cannot have it both ways—claiming

that they merely entertain, facilitate abreaction and

ventilation of pent-up emotions, yet denying that

they shape and influence behavior. Bluntly stated,

shaping and influencing behavior that is stimulating

the sale of products is precisely one of the major

uses of television.”

New FDA Commissioner Appointed

The new Commissioner of the Food and Drug
Administration is Donald Kennedy, Ph.D., a neuro-

physiologist from Stanford University. Dr. Kennedy
is the first non-physician to head the agency in 11

years but he doesn’t place much significance in that

fact.

“I’ve been active in the community of neuro-

physiologists for some time. About half my col-

leagues who are good scientists have M.D.s, the

other half have Ph.Ds. If I didn’t know something

about their personal histories I wouldn’t know, from
their ability to do what they do, which was which.

In other words, you can be a good scientist with

either degree. Furthermore, I don’t think an M.D.
confers you with an automatic set of prejudices

about regulation either.”

HEW Secretary Califano praised Dr. Kennedy in

announcing the appointment and said “it is im-

perative that the FDA act only in the public interest

and with much greater dispatch than it has in the

recent past.”

Responding to a query on FDA’s legendary speed

Dr. Kennedy said, “I think anyone would like to see

a larger amount of dispatch per unit of protection.

Obviously, the first thing one wants to look at in

any agency is how it is going to pursue its fixed

responsibilities with great alacrity. The classical

regulatory dilemma is that on the one hand there

is the wish to minimize the public cost of too

speedy introduction. On the other hand you’d like

to be able to figure the opportunity-cost that you’re

paying in delayed innovation. It’s no trick to de-

scribe the problem. The trick is to measure it for

any given case.”

HEW Fills Inspector General Post

Thomas D. Morris, a member of the senior staff

of the Brookings Institution was named to the

newly created post of Inspector General of HEW.
The job was established by Congress last year

to oversee a $25 million program, to find fraud and
abuse in various HEW programs, especially Medic-

aid. Morris will have a staff of 1,000 auditors and

100 investigators.

Morris, 63, was Assistant Secretary of Defense

in charge of the cost reduction program and pro-

curement operations from 1961 to 1968 and was
Assistant Comptroller General from 1970 to 1975.

For the past year, he has been a senior staff mem-
ber of the Brookings Institution in Washington.

Morris will focus initially on the broad area of

health-care services, including alleged widespread

fraud in the Medicare and Medicaid programs, and

the student loan programs.

Morris will be responsible both to the HEW Sec-

retary and to Congress. The importance of the post

was underlined by having the announcement of

Morris’ appointment come from the White House
rather than the Secretary’s office.
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ofinouncemeni/

May 25-28

May 29-

June 3

May 30-

June 1

May 31-

June 2

June 5-7

June 5-9

June 18-23

June 20-22

June 28-

July 4

July 31-

Aug. 5

July 31-

Aug. 5

June 15-16

NATIONAL

1977

American College of Sports Medicine,

Marriott, Chicago

American Association on Mental Defi-

ciency, Fairmont, New Orleans

American Ophthalmological Society,

The Homestead, Hot Springs, Virginia

Society of Neurological Surgeons, Ro-
chester, Minnesota

American Diabetes Association, Stouf-

fer’s Riverfront Inn, St. Louis

National Intravenous Therapy Associ-

ation, Marriott Hotel, New Orleans

American Medical Association, Fair-

mont, San Francisco

American Neurological Association,

Palmer House, Chicago

International College of Surgeons, U.S.

Section, New York

International Congress of Group
Psychotherapy, Sheraton Hotel, Phila-

delphia

National Medical Association, Bona-
venture Hotel, Los Angeles

STATE

Upper Cumberland Medical Society,

Hotel Donoho, Red Boiling Springs

NOTICE

By Resolution of the Board of Directors,

the name of the Shelby County Founda-

tion for Medical Care, Inc., has been
changed to the MID-SOUTH FOUNDATION
FOR MEDICAL CARE, INC. This change
is effective immediately. Please change
your records to read as follows:

Tennessee PSRO Area I

MID-SOUTH FOUNDATION
FOR MEDICAL CARE, INC.

969 Madison Avenue, Suite 1300

MEMPHIS, TENNESSEE 38104

PHONE: (901) 523-9420

Is there a tablet containing only

an expectorant and only

Glyceryl Guaiacolate? YES!

1. Patient acceptable

tablet dose.

2. Single entity expectorant.

3. Measured tablet dose.

4. Sugar-free tablet.

An identifiable white, scored

significantly stimulates the si

respiratory tract fluid.

Composition: Each sugar-free compressed tablet contains glyceryi guaiacolate 100mg.
Action and Use: This preparation utilizes the effective expectorant action of glyceryl

guaiacolate which significantly stimulates the secretion of respiratory tract fluid. The
Increased flow of less viscid fluid favors expectoration and has a demulcent effect on
the tracheobronchial mucosa. The primary usefulness of Hytuss Tabs is to promote the

change from a dry, unproductive cough to a productive cough. Hytuss is therefore useful

In treating coughs due to the common cold, bronchitis, laryngitis, tracheitis, pharyngitis,

influenza and the measles. The expectorant action of Hytuss may also provide sympto-
matic relief in some chronic respiratory disorders when the patient experiences spasms
of dry nonproductive coughing. Precautions: Extremely large amounts may cause nausea
and vomiting. Administration and Dosage: Adults—1 tablet four times daily. Children—
6 to 12 years of age; Vz tablet 3 or 4 times daily. HOW SUPPLIED: White, scored, sugar-

free, tablet in bottles of 100-1,000-5,000. Product Identification Mark: Hy. Literature

Available: On request.

Available through all drug wholesalers.

HYREX COMPANY

832 South Cooper
Memphis, Tenn. 38104
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The continuing medical education accreditation

program of TMA has full approval by AMA's
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA’s commit-
tee, you may receive for your attendance at its

functions Category I credit for the AMA Physi-

cian’s Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology
Cardiology
Chest Diseases

Clinical Pharmacology
Dermatology
Diabetes
Endocrinology

Gastroenterology
Hematology
Infectious Diseases . . .

Samuel Marney, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Robert N. Buchanan, Jr., M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
...... Sanford B. Krantz, M.D.

Zell A. McGee, M.D.

Medicine
Neurology
Obstetrics & Gynecology
Oncology
Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology
Renal Diseases

Rheumatology
Surgery
Cancer Chemotherapy
General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Thoracic & Cardiac .

Urology

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.

Lonnie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. GriflBn, M.D.

....William H. Hartmann, M.D.
David T. Karzon, M.D.
Marc H. Hollender, M.D.

A. Evert James, Jr., Sc.M., M.D.
H. Earl Ginn, M.D.

John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award and American Academy of

Family Physician’s Continuing Education accredi-

tation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule

May 25-26 Sixteenth Annual Seminar in Psy-

chiatry, Frank Luton, M.D,

June 20-22 Symposium on Impedance Screening in

Children, Bill Wilkerson Hearing &
Speech Center, Fred Bess, Ph.D.;

Charles Bluestone, M.D.; Jerome Klein,

M.D.; Earl Harford, Ph.D.

Aug.-Sept. Internal Medicine Intensive Review

(11 sessions), Paul E. Slaton, M.D.

Sept. 23-24 Pediatric Cardiology: Seventh Annual

Pediatric Symposium, Thomas Graham,

M.D.

September Annual Wm. F. Orr Lectureship in

Psychiatry, Marc Hollender, M.D.

Oct. 17-22 Family Practice Intensive Review 1977,

Vanderbilt University School of Medi-

cine; Tennessee Academy of Family

Physicians, Paul E. Slaton, M.D.

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.
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UNIVERSITY OF TENNESSEE
COLLEGE OF MEDICINE

Continuing Education Schedule 1977

May 23-27 Intensive Review of Anesthesiology,

Memphis

May 25-28 Basic Clinical Electrocardiography,

Paris Landing Inn (Pickwick Lake)

For information contact: Division of Continuing

Education and Conferences, UTCHS, 800 Madison
Ave., Memphis, TN 38163

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Programs

International Conference on the

Clinical Uses of CEA

June 1-3, 1977—Hyatt Regency, Lexington, KY.

This conference will bring together a distinguished

faculty to assess the current clinical uses of carcino-

embryonic antigen (CEA) assays in the management
of cancer patients, and discuss various new ap-

proaches to measure and detect CEA and related

substances in body fluids and tissues. Credit: 16

hours Category 1. Fee: $75.

For further information contact: Frank R. Lemon,
M.D., Continuing Education, College of Medicine,

University of Kentucky, Lexington, KY 40506.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Regional Meetings,

Postgraduate Courses

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-
sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of
topics related to internal medicine and its sub-

specialties. Averaging three to five days, they are

directed toward practicing physicians and are pre-

sented in association with medical schools and other

teaching institutions.

ACP Regional Meetings and ACP Postgraduate
Courses have been approved by the American
Medical Association Advisory Committee on Con-
tinuing Medical Education. They fulfill Category 1

requirements for the AMA Physician’s Recognition
Award.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Selected Topics in Endocrinology and Metabolism

June 1-3, 1977—Hilton Hotel, Indianapolis.

This course will review information in the field

of endocrinology and metabolism from the stand-

point of the practicing internist. Particular attention

will be paid to recent diagnostic and therapeutic

advances, with background information provided to

place newer developments in perspective.

A Review of Internal Medicine—1977

June 2-4, 1977—Texas Medical Center, Houston

Designed to update knowledge in internal medi-

cine for generalists and internists, this course will

be especially valuable for candidates preparing to

take the American Board of Internal Medicine

examination this fall.

Clinical Cardiology

June 6-8, 1977—Hotel Leows La-Cite, Montreal.

Three areas to be considered at this course are

hypertension, coronary artery disease, and con-

genital cardiology as it pertains to the practicing

physician dealing with adults. Lectures and discus-

sions will be held in the morning, with afternoon

sessions devoted to workshop-type meetings.

Advances in Clinical Gastroenterology

June 6-9, 1977—Yale University, New Haven, CT.

Designed for practicing physicians preparing for

examinations, this course—through lectures and case

discussions—will underline the many diagnostic,

therapeutic, and conceptual advances of the past

few years in the field of gastroenterology.
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Advances in Internal Medicine

—

Perspectives and Horizons

June 13-17, 1977—Banff Centre for Continuing

Education, Alberta, Canada

This course, designed for the clinician internist,

will include recent advances in pathophysiology and

therapy of a broad variety of disease entities. Al-

though broadly based in all specialties, special atten-

tion will be given to recent advances in immunologic

and renal disease, pulmonary and cardiac disease,

hematology, oncology, and endocrinology.

Special ACP-MKSAP Courses

The ACP will sponsor 23 courses, providing in-

tensive review of the entire spectrum of medicine,

over a five-day (30 hour) period. These courses

will differ from any ever presented in that they

complement self-learning activities (through the

ACP Medical Knowledge Self-Assessment Program
—IV) and will also serve to prepare physicians

for this fall’s American Board of Internal Medicine

recertification examination.

MKSAP Course Schedule

August

15-19 Atlanta, GA
Burlington, VT
New York, NY

22-26 Birmingham, AL
29-9/2 Baltimore, MD

Seattle, WA

September

7-11 Ann Arbor, MI
Richmond, VA
San Francisco, CA

14-18 Kansas City, MO
26-30 Cambridge, MA

Los Angeles, CA
Philadelphia, PA
Rochester, MN
Washington, DC

October

AMERICAN COLLEGE OF
CHEST PHYSICIANS

Continuing Education Programs

Lung Cancer

June 2-3, 1977—Mayo Clinic, Rochester, MN,
This course will present a comprehensive over-

view of the current knowledge concerning the man-
agement of bronchogenic carcinoma. The first day
will be devoted to epidemiology, pathology, and
various diagnostic techniques. Discussions will take

place on the second day, consisting of an assess-

ment of modern therapy including resective surgery,

cryosurgery, radiotherapy, chemotherapy, and im-

munotherapy, alone and in different combinations.

Chronic Obstructive Pulmonary Disease

June 16-18, 1977—Washington Plaza Hotel, Seattle.

Of special interest to the practicing physician, this

program will emphasize management problems and
rehabilitation of chronic bronchitis and emphysema
patients. After a review of pathophysiology, natural

history, and diagnostic methods, specific patient

problems and complications will be addressed.

Current Status and Controversies in Pacemaking

June 23-25, 1977—Hilton Head Inn, Hilton Head,
SC.

Designed for cardiologists, surgeons, and others

involved in the clinical use of cardiac pacemakers,

this program’s objective is to increase the prac-

titioner’s technical understanding of pacing, in order

to enhance his clinical skill and his ability to analyze

and resolve problems encountered in diagnosing,

implanting, and follow-up with the pacemaker
patient.

For further information on ACCP programs con-

tact: Dale E. Brady, Director of CME, ACCP, 911

Busse Hwy., Park Ridge, IL 60068.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

Practice Management and Economic
Seminar Schedule

1-5 Montauk, LI, NY
3-7 Cincinnati, OH

Denver, CO
Houston, TX
Pittsburgh, PA

10-14 Chicago, IL

17-21 Cleveland, OH
New Orleans, LA

A catalog on the courses is available by writing:

Registrar, ACP-MKSAP Courses, ACP, 4200 Pine

St., Philadelphia, PA 19104.

June 18-25 Madrid, Spain

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Fla.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

May 16-29 Ovarian Cancer: Diagnosis and Treat-

ment of Common Epithelial Tumors,

with Hugh R. K. Barber, M.D., Di-

rector of Obstetrics and Gynecology,
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Lenox Hill Hospital; President, New
York City Division, American Cancer

Society. Cosponsored by the ACS for

AMA Category 1 credit. Also accepted

for 1 hour of Elective credit by the

AAFP.

Gait: Normal and Abnormal, with

Robert S. Siffert, M.D., Chairman, De-

partment of Orthopaedics, Mount Sinai

School of Medicine, New York.

May 30-

June 12 The Diagnosis of Hyperthyroidism: A
Decade of Progress, with Sidney H.
Ingbar, M.D., Chief of the Division

of Liver Diseases of Mount Sinai

School of Medicine of the City Uni-

versity of New York.

June 13-

July 10 Atopic Dermatitis and the Beta Adre-

nergic Theory, with Andor Szentivanyi,

M.D., Chairman, Department of Phar-

macology, University of South Florida,

Tampa; and E. William Rosenburg,

M.D., Dean, School of Medicine, Uni-

versity of Tennessee, Memphis.

Evaluating Patients with Occlusive

Cerebrovascular Disease, with Noble
David, M.D., Chief, Neurology Ser-

vice, Miami Veterans Administration

Hospital.

INSTITUTE FOR SEX RESEARCH

Eighth Annual Summer Program
In Human Sexuality

July 20-29, 1977—Indiana University, Bloomington.

Designed for individuals in the health professions

and related fields, this course includes lectures, panel

discussions, audiovisual materials, and attitude re-

assessment workshops covering sex behavior, socio-

sexual issues, and special sexual problem areas.

Contact: Institute for Sex Research—Summer Pro-

gram, 416 Morrison Hall, Indiana University,

Bloomington 47401. r ^

A unique hospital specializing in treatment of , .

.

In this restful setting away from pressures

and free from distractions, the Willingway

staff, with understanding and compassion,
carries out an intensive program of

therapy based on honesty and responsi-

bility. The concepts and methods are ori-

ginal, different and have been highly suc-

cessful for fifteen years.

John Mooney, Jr., M.D., Director

Dorothy R. Mooney, Associate Director

ALCOHOLISM
DRUG ADDICTION

311 JONES MILL RD., STATESBORO, GA. 30458 TEL. (912) 764-6236

ACCREDITED BY THE J.C. A. H.
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PLAN NOW TO ATTEND

EAST TENNESSEE EMERGENCY MEDICAL SYMPOSIUM

IN CONJUNCTION WITH THE TENNESSEE MEDICAL ASSOCIATION

September 8, 9, and 10, 1977 Holiday Inn, Gatlinburg, Tennessee

Cosponsors: Tennessee Department of Emergency Medical Services; Tennessee Chapter, American Col-

lege of Emergency Physicians; Tennessee Emergency Department Nurses Association; Ten-

nessee Emergency Medical Technicians Association; Physicians Medical Education and

Research Fund; and the Trauma Committee, Tennessee Chapter of the American College

of Surgeons.

Two and one-half days of lectures and demonstrations featuring the very latest techniques in emergency

medical care. A partial listing of topics to be covered include:

***** Treatment of Multi-tranquilized Patients

***** Treatment of Shock
***** MAST Suit Demonstration

*****
Psychiatric Emergencies

***** EMT Emergencies

***** Esophageal Airway Demonstration

***** Telemetry

***** Neurosurgical Emergencies

***** Acute Respiratory Failure

*****
Injuries to the Thoracic Aorta

*****
Pre-hospital Emergency Care of Burns

*****
Recognition and Management of Splinting

***** Cardlo-pulmonary Resuscitation

***** Many, many more timely topics

An outstanding faculty has been engaged to present these and many other timely topics. Plan to attend

this Symposium, then journey to Knoxville Saturday night to see Johnny Majors and his 1977 Vols do

battle with the University of California. A limited number of rooms has been reserved at the Gatlinburg

Holiday Inn. Please make your motel accommodations directly. A printed program will be mailed in early

July.

For further information, address correspondence to East Tennessee Emergency Medical Symposium,

P. O. Box 77, Knoxville, Tennessee 37901.
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US—AND THE AMA

There is a growing tendency lately to accept frag-

mentation of medicine—to confine our interests and

activities to the narrow concerns of our special field,

even to our own little niche in that field. We see

economic and political issues through the distorted

lens of our self interest. Each specialty society be-

lieves that its problems are unique and frequently

can best be solved by innovative legislative and

regulatory interaction (which translated, means

“making a deal.”) And we ask. Who needs the

AMA? What can the AMA do for us?

Medicine has never before been under such con-

centrated, persistent and coordinated attack by

government—not just pathology, but all of medi-

cine. We are accused by one arm of government

of attempting to restrict the training of new phy-

sicians and infiuence their choice of specialty, and

by another arm of government of not restricting

and controlling the supply of physicians. Social

Security demands uniformity of fees, while the Fed-

eral Trade Commission sues to prevent the use of

relative value schedules. We are told that standards

of physician training are not high enough and

that we must insure ongoing competence by con-

tinuing education and periodic examination. At the

same time, we are attacked because those without

even the basic qualification of a medical degree

elaim they have been unfairly prevented from per-

forming medical functions.

President Carter has made it pretty clear that he

will take an active stance on health issues. His atti-

tude toward our profession is ambiguous and pos-

sibly antagonistic. CLIA and the Talmadge Amend-
ments were postponed, but now must be dealt with.

We can expect a drive for a far more repressive

and arbitrary health planning act (which comes up
for renewal in 1977), possibly including an amend-
ment mandating all states to regulate health care

rates.

Reproduced with permission of the College of

American Pathologists, from The Pathologist, vol.

XXXI, no. 3, March, 1977.

Each specialty has a few unique problems, but

we have far more problems in common with all

other physicians. To deal effectively with these prob-

lems, we need to work together and we need to

speak with one clear voice. The coordinator of our

efforts and a clear voice for all medicine is the

American Medical Association. How effectively can

the AMA resist all these threats? Consider what it

achieved in the last Congress. As the objective

National Journal stated, the AMA got the fangs

taken out of health manpower legislation. It got

the law amended to permit statewide PSROs and

affirm the limitation of review to samples. It got

the HMO Act amended so that individual employees

(including union members) can decide on their own
whether to enroll in an HMO. It helped hold the

line on National Health Insurance.

During the 94th Congress the College worked
very closely with the AMA. I am sure that we
achieved far more by this cooperation than we
could have achieved by ourselves. The AMA has

been concerned about our problems, responsive to

our needs, and supportive of our efforts in dealing

with government. To continue this mutually bene-

ficial cooperation, we must be sure that the AMA
remains strong and vigorous. If you are not a

member of the AMA, join! If you are a member,
take action! Our future as physicians depends to

a significant degree on how well we maintain a

strong unified front. Our future and the future of

the AMA are inseparable.

Dennis B. Dorsey, M.D.
President, College of American Pathologists

CONFERENCES FOR
MEDICAL PROFESSIONALS

A calendar listing of over 500 national/international

meetings, conferences and seminars in the medical

sciences for 1977. All medical specialties Included.

Send a $10.00 check or money order payable to

Professional Calendars, P.O. Box 40083, Washing-

ton, D.C. 20016

PREVENTING PROFESSIONAL ASSAULT

Congressman Paul Simon (D-24) of Illinois gave the following four ways to prevent

assaults on your profession at the AMA’s recent National Leadership Conference:

1. The public must perceive that you are not abusing the privileges of your profession.

2. The public must perceive that you care about the public, not just your own economic

interests.

3. You must strive for a higher ethic than the public imposes upon you.

4. You must look at the long-range picture and become a leader in the progress of your

profession. Don’t live from crisis to crisis, but think of the long range goal of improving

the society as a whole.
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Thyroid Experts Discredit

Breast Cancer-Hormone Link

The theory that thyroid supplements lead to breast

cancer is unproved. Patients taking thyroid hormones
should continue to take their medicine. This is the

conclusion of the American Thyroid Association in

a special communication in the April 4 issue of

JAMA.
A research report in the JAMA last September

had indicated that breast cancer was high among
individuals taking thyroid supplements. A group of

eight physicians from the Education Committee of

the American Thyroid Association, headquartered at

the Mayo Clinic, Rochester, Minn., evaluated the

report as well as many other research reports on
possible links between thyroid supplementation and
breast cancer.

Studies dealing with the question give conflicting

results, they said. British and American studies had
failed to establish a link. Japanese researchers re-

ported some correlation between thyroid supplements

and breast cancer.

The doctors cited many gaps in the conduct of

the September study that they felt invalidated its

findings. “In contrast to the highly tenuous nature

of the relationship between thyroid hormone therapy

and breast cancer, the adverse, and often serious,

effects of withholding specific therapy in patients

with hypothyroidism are unquestioned,” they said.

“The American Thyroid Association recommends,
therefore, that patients who are taking thyroid

hormones for well-established indications continue

to take their medication.” The Association also

called for more research to find a definitive answer.

In another report in the same issue of JAMA,
researchers from the University of California at

San Francisco analyzed the study published last

September in detail, and concluded that it does

not contain information that would link thyroid

hormones to breast cancer.

Prevention of Food Poisoning

is Goal of New AMA Pamphlet

Food poisoning makes a lot of Americans very

sick each year. Most of it is unnecessary. Salmonella

infection alone is estimated to affect more than a

million Americans each year. It brings diarrhea,

severe stomach pains, vomiting and fever. It is seldom

fatal but is highly uncomfortable for a day or two.

The nation’s foremost food hazard continues to

be microbial food poisoning, says a new pamphlet

on foodbome illness prepared by the AMA.
The major cause is faulty food-handling prac-

tices in the home and in public eating places. The
number of outbreaks indicates clearly that many

consumers know too little about the prevention of

foodborne illness.

The pamphlet, “Foodbome Illness: The Con-
sumer’s Role in Its Prevention,” prepared by the

AMA’s Department of Foods and Nutrition, de-

scribes four major types of food poisoning and
offers suggestions on how to avoid it. Salmonella

organisms are found most frequently on raw animal
products—meats, poultry and eggs. Refrigeration

and freezing retard their growth, and cooking de-

stroys the organisms. To prevent growth and spread

of Salmonella, use hot, soapy water to wash hands,

utensils, cutting boards or counter tops that have
been in contact with raw meats, poutry and eggs;

thaw frozen meats in the refrigerator, not at room
temperature; do not stuff poultry until just prior to

cooking, and use a meat thermometer to make cer-

tain the fowl is thoroughly cooked; refrigerate left-

overs promptly and heat them thoroughly before

serving; use clean eggs without cracked shells.

To prevent illness from Staphylococcus aureus

organisms, do not keep foods at room temperature
or at warm holding temperatures; do not use hands
to mix foods, and keep hands away from mouth,
nose and hair; any person with a skin infection or

infectious disease should not prepare food. The staph

toxin, unlike bacteria, is not destroyed by cooking.

Foods that support the growth of staph organisms
are ham, cream-filled pastries, custard, egg dishes,

gravies, stuffing, and meat and poultry dishes.

Cooked meat and poultry dishes and gravies also

may harbor Clostridium perfringens spores. Ab-
dominal cramps and diarrhea develop about 10 to

12 hours after eating. Prevention involves frequent

washing of hands while preparing food, prompt
refrigeration and thorough reheating of leftovers,

and care to avoid cross-contamination, as in Sal-

monella.

The most serious food poisoning is caused by a

bacterium known as Clostridium botulinum (Bot-

ulism). Botulism is rare, but often is fatal. The
major cause is eating improperly processed, home-
canned vegetables. It results in double vision, in-

ability to swallow, speech difficulty, and progessive

respiratory paralysis. To prevent Botulism, use only

the pressure-canner method of canning vegetables,

meats, or poultry at home and obtain reliable can-

ning instructions, such as those available from the

US Department of Agriculture; throw out foods

with odd odors; do not even taste food that is

suspect; if doubtful, boil meats, poultry, com or

spinach for 20 minutes and other vegetables at least

10 minutes; discard cans that leak or bulge.

Doctors Make 17 Million

House Calls Annually

The most recent statistics available showing more

than 17 million house calls made annually in the

United States mean that about 2% of all physician

services are being delivered at home. Granted, that

number is between a third and a quarter of the 63

million house calls made 20 years ago.
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Patients of all income levels are visited at home.

About 40% of those seen are in families with an

annual income of less than $5,000 and another 40%
are in families earning $10,000 and more. A further

breakdown shows 25% of the doctors’ house calls

are in homes of less than $3,000 annual income

and 21% take place in homes where the annual

income exceeds $15,000. Patients in the $5,000 to

$10,000 income bracket account for about 20%
of all house calls.

Visits to elderly patients—persons 65 and older

—

are the most prevalent, accounting for 51% of all

house calls. Persons in the 45 to 65 age bracket

are the home patients 25% of the time, with ill-

nesses of children from ages 5 through 14 being

the reason doctors go to the home 7% of the

time. All other age groups combined accounted for

the remaining 17% of physician visits to the home.

Of those patients seen at home, 56% are disabled

or limited in activity, with 44% having no problems

of limitation.

The vast majority (70%) of house calls are made
in cities, with rural patients accounting for 27% of

the total number made, and farm family members
representing 3% of the home visits by physicians.

Almost half (44%) of the house calls are made in

the northeastern region of the United States, with

the north, central, and southern states residents ac-

counting for 23% each, and visits by doctors in

western states providing the remaining 10%.
General practitioners or family physicians are the

groups visiting the homes most often—77% of the

time, with internists providing 8% of the house call

care and all other specialists representing the re-

maining 15% of home visits.

Study Technique for Birth Defects

In Unborn Infants Declared Safe

Amniocentesis properly performed involves neg-

ligible risk and is most useful in identifying po-

tentially defective children well before birth, says

a research report in the March 28 issue of JAMA.
There has been some element of risk in the

procedure, and many physicians have been reluctant

to suggest amniocentesis for their patients, says

Arthur I. Goldstein, M.D., and colleagues of the

University of California College of Medicine at

Irvine.

The risk of complications has been less than 1%,
but even this low figure can be reduced through

techniques studied in 120 amniocentesises performed

at the University of California Irvine Medical Center.

Timing of the procedure is important, and the

Irvine group determined that 16 weeks’ gestation

is the safest time. Preliminary study by ultrasound

methods shows the doctor exactly where the fetus

is located within the sac and thus permits insertion

of the needle without possible danger. The procedure

should be done only by personnel trained and experi-

enced in the technique.

Women who become pregnant after the age of

40 years have a higher risk of giving birth to a
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malformed infant, and women of all ages with

certain inborn characteristics also are at risk.

Five of 118 successful amniocentesises at the

Irvine center revealed that the expected child would
be bom defective, he reports.

Many Doctors Practicing

“Defensive Medicine/’ AMA Poll Shows

Three out of four American physicians are prac-

ticing “defensive medicine”—that is, ordering extra

tests and procedures for patients—as a protection

against potential malpractice suits, according to an
AMA poll. And the medical bills of the patients

are increasing as a result.

More than 90% of the poll respondents indicate

they are more conscious today than in the past that

they may later be sued for malpractice. A sizeable

number of the doctors say they are ordering one
or two more extra tests—X-rays, laboratory tests,

other diagnostic procedures, and some are ordering

three or four more tests.

Not only are patients paying for more tests, but

three out of five doctors say they had raised their

own fees in the last year because of increasing mal-

practice premiums.

Clinical Center Study of Patients

With Gynecomastia

The cooperation of physicians is requested in the

referral of patients with gynecomastia for a study

being conducted by the Reproduction Research
Branch, National Institute of Child Health and Hu-
man Development at the Clinical Center, National

Institutes of Health, Bethesda, Md.
Patients will receive a complete endocrine evalua-

tion. Reduction mammoplasty will be offered follow-

ing evaluation.

Physicians interested in having their patients con-

sidered for admission may write or telephone; Dr.

D. Lynn Loriaux, Endocrinology Service Unit,

National Institute of Child Health and Human De-
velopment, NIH, Clinical Center Room lOB-09,

Bethesda, MD 20014; Telephone: (301) 496-4686.

Clinical Center Study of Patients

With Sickle Cell Anemia

The cooperation of physicians is requested in the

referral of patients with sickle cell anemia for studies

being conducted by the Clinical Hematology Branch
of the National Heart, Lung, and Blood Institute at

the Clinical Center, National Institutes of Health,

Bethesda, Md.
Patients with a spectrum of clinical severity are

needed to test whether newly developed methods of

measuring whole blood oxygenation and sickling are

of use as indicators of clinical status and prognosis.

Exercise performance is quantitatively evaluated by
treadmill testing and correlated with in vitro tests of

blood oxygenation, sickling, and degree of anemia.
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We are also seeking patients who require frequent

blood transfusion for control of pain or severe

anemia in attempts to determine transfusion regi-

mens that will maintain optimal blood oxygenation.

Physicians interested in further details or who
wish to refer a patient may write or telephone:

Robert M. Winslow, M.D., Clinical Hematology
Branch, National Heart, Lung, and Blood Institute,

NIH, Building 10, Room 7D-15, Bethesda, MD
20014; Telephone: (301) 496-3676 (office); (301)

997-4039 (home).

Cfinical Center Study of Patients

With Diabetes Mellitus and Insulin

Allergy or Insulin Resistance

The cooperation of physicians is requested in the

referral of patients with diabetes mellitus and insulin

allergy or insulin resistance for studies at the Clinical

Center, National Institutes of Health, Bethesda, Md.
These studies are being conducted in collaboration

with the National Institute of Allergy and Infectious

Diseases and the National Institute of Arthritis,

Metabolism and Digestive Diseases.

Patients over 12 years of age with diabetes mel-

litus and any form of insulin allergy or with diabetes

mellitus and insulin resistance (insulin requirement

> 200 units/day) are eligible. All patients will

receive a complete evaluation of both the humoral
and cellular aspects of their immune response and
attempts will be made to desensitize appropriate pa-

tients.

Physicians who are interested in further details

or wish to refer a patient may write or telephone:

Alan Rosenthal, M.D., Laboratory of Clinical Inves-

tigation, National Institute of Allergy and Infectious

Diseases, NIH, Building 10, Room llN-224, Be-

thesda, MD 20014; Telephone: (301) 496-2165.

Technique To Help Patients Relax

In a scientific report on relaxation therapy and

high blood pressure in the March issue of Archives

of General Psychiatry, C. Barr Taylor, M.D., and

colleagues describe how they taught patients to bring

down blood pressure by a simple technique of relax-

ing, in a research study at Stanford University Medi-

cal Center, California.

At the first session, patients were told that relaxa-

tion reduces blood pressure, but only if the doctor’s

instructions are followed. The doctor then answered

the patient’s questions and asked them to assume a

comfortable position.

Then followed a program of tensing and relaxing

major muscle groups, beginning with the arms,

moving to the head, neck and so on, followed by

deep, slow breathing, while imagining a pleasant,

peaceful scene of their own choosing. The patients

were told to practice these techniques once a day.

In tense situations during the day, they were told to

take a deep breath, hold it momentarily, and to
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imagine they were in a peaceful place. Then think

the word “relax” as they slowly exhaled.

The technique worked. Dr. Taylor found. Those
practicing relaxation therapy had a much better

reduction in blood pressure than control groups.

Self-Instructional Booklets Available

From DHEW

A series of self-instructional booklets on male
and female sterilization have been published by the

Bureau of Community Health Services, Department
of Health, Education and Welfare. They are de-

signed to help the patient learn about sterilization.

After reading the entire booklet, the patient will

be able to discuss the subject, describe the proce-

dures, list the various steps in the operation, label a

diagram used in pictorially presenting the surgical

procedure and even answer the many questions other

people may ask about voluntary sterilization.

Two booklets in the series are now completed and
can be ordered from the National Clearinghouse for

Family Planning Information, P.O. Box 2555, Rock-
ville, MD 20852. Refer to Understanding Female
Sterilization, ^^HSA 76-16025 and A Male Steriliza-

tion Procedure, HSA 76-16026.

Award-Winning Film, Educational Program
Available on Hyponatremia

A new teaching module, including an award-
winning film on fluid and electrolyte balance and
the various disease mechanisms associated with

hyponatremia, is now available from Searle Labora-
tories for use in hospitals, medical schools, medical
meetings and seminars.

Called “The Sea Within Us,” the 27-minute,

16-mm film features Dr. Robert W. Schrier, profes-

sor of medicine. University of Colorado School of
Medicine, and is accompanied by a 64-page mono-
graph.

The film can be obtained on free loan with ac-

companying monographs by writing to the Profes-

sional Education Department, Searle Laboratories,

Box 5110, Chicago, IL 60680.

New Guidelines Offered

For X-Rays of Breast

Recent publicity about potential dangers of mam-
mography screening has generated an emotional

reaction in both lay and professional circles. Mam-
mography means X-ray of the breast to determine

whether cancer is present. Use of diagnostic X-ray

when indicated is not in question. The problem
comes in the mass screening by X-ray of women
who have no symptoms and are not in the high risk

groups.

The danger comes from the possibility that the

X-ray itself may cause cancer.

American women and often their physicians as

well are in a quandary over whether to use X-ray
to check for cancer.
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There still are some unknown factors in this situa-

tion, but, given the present state of medical knowl-

edge, some practical guidelines for mammography
are offered in the March 7 issue of JAMA by re-

searchers from the Scripps Clinic and Research
Foundation, LaJolla, Cal.:

1. Any woman, regardless of age, with signs or

symptoms that indicate breast cancer (such as a

lump) should have a mammograph.
2. A woman who has a high risk for breast cancer

(strong family history, previous breast cancer, no
pregnancy before 30 years of age) should receive

periodic screening examinations, including mammog-
raphy.

3. Periodic screening should be done for all

women over the age of 50 years.

4. Women under 50 years without symptoms
should not be screened until further facts are dis-

covered on the benefits and risks.

Harold M. Swartz, M.D., and Barbara A. Reich-

ling of the Scripps Clinic point out that “for any
individual woman, the risk of inducing breast cancer

by mammography is very low.” Mammographs, they

say, should be made only with modem equipment
and techniques designed to provide optimum infor-

mation with minimal dose.

In another report in the same issue of JAMA,
Gerson J. Lesnick, M.D., of Mount Sinai School

of Medicine, New York City, reports that X-rays

of the breast are of little value in detecting cancer
in women under 45 years. In a group of 106 patients

under 45 years, 84% had first detected the tumors
themselves. Another 14% were discovered by physi-

cians on routine physical examinations.

A third report from Maurice M. Black, M.D., of

the New York Medical College, New York City,

reveals that there was a great surge of demand for

mammography recently, following the public dis-

closure that the wives of the President and the Vice

President of the United States had been treated for

breast cancer.

But, says Dr. Black, there was virtually no im-

pact on the rate of diagnosis and cure of breast

cancer.

In an accompanying editorial, John C. Bailar III,

M.D., of the National Institute of Health, Bethesda,

Md., recommended a somewhat higher age—60 to

65—for the beginning of periodic screening of

women without symptoms.
Rough estimates indicate that the present practice

of mammography used as preventive screening may
eventually induce some breast cancers if it is used
indiscriminately to examine all women more than

35 years of age, says Dr. Bailar. Older women prob-

ably benefit more from mammography than they

lose, he says.

Mammography remains a precious tool in the

diagnosis of breast cancer; it is well, however, that

the medical profession takes such a careful look not
only at the usefulness but also at the safety of this

procedure.

New Criteria Listed

For Brain Death

Criteria for determining when the brain is truly

dead, even though machines may be keeping the

heart beating and the lungs breathing, are listed in

the March 7 issue of JAMA.
The National Institute of Neurological and Com-

municative Disorders and Stroke sponsored a study

in which 503 patients were examined in nine medi-

cal centers. The study concluded that establishment

of cerebral death requires:

1. All appropriate examinations and treatment

procedures have been performed.

2. The brain is completely unresponsive, breathing

without the machines has stopped, pupils are dilated,

reflexes such as blinking are missing, and the elec-

trocardiogram is silent for 30 minutes at least six

hours after the stroke or accident.

3. If one of these standards is met imprecisely or

cannot be tested, a confirmatory test be made to

demonstrate the absence of blood flow in the brain.

The third rule would allow the diagnosis of a

dead brain to be made in patients with small amounts

of sedative drugs in the blood, in patients under-

going treatment procedures that make examination

of cranial nerves impossible, and in patients other-

wise meeting the criteria but whose pupils are not

dilated. r ^
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HILL

CREST

HOSPITAL
^3'ot* ^niendiue treatment

If^dy-cltiairic 2^i6order6

This 113-bed non-governmental psychiatric

hospital provides modern facilities for diagnosis

and treatment of patients with ail degrees of

illness, including those who show severely dis-

turbed behavior. Alcoholic and drug abuse

patients are also accepted.

In addition to care by psychiatrists and by

consultants in all medical specialties, the

treatment program includes occupational,

recreational, and physical therapy, social

services, and tutoring. Emphasis is on short-

term, intensive treatment of voluntary patients.

MEDICAL DIRECTOR: ADMINISTRATOR:

James K. Ward, M.D. Robert V. Sanders

HILL CREST HOSPITAL
HILL CREST FOUNDATION, INC.

6869 Fifth Avenue South

Birmingham, Alabama 35212

PHONE: 205-836-7201

Hill Crest is a member of: American Hospital

Association, National Association of Private

Psychiatric Hospitals, Alabama Hospital As-

sociation, Birmingham Regional Hospital

Council.

Accredited by Joint Commission on Accredita-

tion of Hospitals. Medicare Approved.

Blue Cross Participating Hospital.
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All oral bronchodilators ar^

prettymuch thesame.Right?
Wrong!

The difference is in their action—both before and after

symptoms begin. That’s the reason for TEDRAH
effective and prolonged bronchodilation from the

synergistic effect of ephedrine and theophylline '

/?-ADRENERGIC ACTION RELAXES BRONCHIAL
SMOOTH MUSCLE
^-ADRENERGIC ACTION REDUCES BRONCHIAL
EDEMA AND SECRETIONS
dosage forms to meet individual patient needs

For proven performance. .

.

Tedrar/TedrarSA/TedrarElixi
Each tablet contains 130 mg
theophylline, 24 mg ephedrine
hydrochloride, and 8 mg
phenobarbital.

Each tablet contains 1 80 mg anhydrous theophylline

(90 mg in the immediate release layer and 90 mg in

the sustained release layer), 48 mg ephedrine
hydrochloride (16 mg in the immediate release layer

and 32 mg in the sustained release layer); and 25 mg
phenobarbital in the immediate release layer.

SUSTAINEDACTION

Each 5 ml teaspoonful contains 32.5 mg
theophylline, 6 mg ephedrine HCI, and 2 mg
phenobarbital, the alcohol content is 1 5%.

See next page for brief summary.

w
WARNER/CHILCOTT

Q) Division, Warner-Lambert Company
Morris Plains, New Jersey 07950 T-GP-72-
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Abstract of the Proceedings of the House of Delegates

Of the Tennessee Medical Association

Nashville, Tennessee—April 13-16, 1977

The 142nd Annual Meeting of the Tennessee

Medical Association was conducted in Nashville,

Tennessee, April 13-16, 1977, with headquarters

in the Hyatt Regency Hotel. The House of Dele-

gates met initially at 4:00 p.m., April 13, 1977,

with Dr. William H. Edwards, Nashville, pre-

siding as Speaker of the House and Dr. Allen

S. Edmonson, Memphis, as Vice-Speaker.

At the opening session. Dr. John H. Burkhart,

Knoxville, gave the invocation: “Almighty God,

our Father, we thank you for your presence in

all of our affairs; for your concern in our ac-

tivities; for your ultimate control over our des-

tinies. As we come together once again to

represent a profession estabhshed we believe by

a high and noble cause to serve, may we and

those who share with us in the endeavor be

blessed by your approval. Wherein we have your

favor, inspire us to continue; wherein we deviate

from what you would have us be and do, re-

strain us; correct us, instruct us. As laborers in

the service of the Supreme Physician, if our

actions and efforts are not in your behalf and

to your satisfaction, they are truly without re-

deeming value. May whatever we do as this

House of Delegates listens, deliberates, and acts,

be done to the greater glory of God, and to the

larger benefit of all mankind. Amen.”

REPORT OF THE COMMITTEE
ON CREDENTIALS

Dr. Thomas R. Duncan, Columbia, Committee

on Credentials, reported that there was a quorum
present. He reported that there were 105 mem-
bers of the House of Delegates present. The

Speaker declared the House was in session.

1976 MINUTES APPROVED
The Speaker announced that an abstract of

the minutes of the last regular session of the

House of Delegates were reproduced in the June,

1976 issue of the Journal of TMA. It was
moved and seconded that the abstracted minutes

of the 1976 session of the House of Delegates

be approved as published in the June, 1976 issue

of the Journal. The motion was adopted.

REFERENCE COMMITTEES
The Speaker announced the personnel of the

reference committees to consider reports, reso-

lutions, amendments, and all matters requiring

action by the House of Delegates.

REFERENCE COMMITTEE
ON CREDENTIALS
Thomas R. Duncan, M.D., Columbia, Chairman

H. Barrett Heywood, III, M.D., Chattanooga

Paul H. Williams, M.D., Memphis

REFERENCE COMMITTEE ON
AMENDMENTS TO THE
CONSTITUTION AND BY-LAWS
John H. Burkhart, M.D., Knoxville, Chairman

J. Howard Ragsdale, M.D., Union City

Sarah H. Sell, M.D., Nashville

REFERENCE COMMITTEE A
John L. Sawyers, M.D., Nashville, Chairman

John D. Pigott, M.D., Memphis

Don J. Russell, M.D., Chattanooga

REFERENCE COMMITTEE B

Francis H. Cole, M.D., Memphis, Chairman
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James N. Proffitt, M.D., Maryville

Howard L. Salyer, M.D., Nashville

REFERENCE COMMITTEE C

William O. Miller, M.D., Knoxville, Chairman

Wilford H. Gragg, Jr., M.D., Memphis

C. C. Woodcock, M.D., Nashville

REFERENCE COMMITTEE D
Hamel B. Eason, M.D., Memphis, Chairman

Charles E. Allen, M.D., Johnson City

Will G. Quarles, M.D., Livingston

REFERENCE COMMITTEE ON
OUTSTANDING PHYSICIAN
OF THE YEAR AWARD
Morse Kochtitzky, M.D., Nashville, Chairman

J. Kelley Avery, M.D., Union City

E. Kent Carter, M.D., Kingsport

NOMINATING COMMITTEE
As required in the By-Laws, the Board of

Trustees, in its January meeting, appointed a

Nominating Committee with representatives from

each of the three grand divisions of the state.

The Speaker announced the personnel of the

Committee.

MIDDLE TENNESSEE

Bernard S. Davison, M.D., Murfreesboro

Malcolm R. Lewis, M.D., Nashville

Clarence R. Sanders, M.D., Gallatin

EAST TENNESSEE
John H. Burkhart, M.D., Knoxville

David P. McCallie, M.D., Chattanooga

Gilbert A. Rannick, M.D., Johnson City

WEST TENNESSEE
Thomas K. Ballard, M.D., Jackson

Arden J. Butler, Jr., M.D., Ripley

Tinnin Martin, Jr., M.D., Memphis

ELECTION OF
OFFICERS AND COUNCILORS

APRIL 16, 1977

The report of the Nominating Committee was

presented in the second session of the House

of Delegates on Saturday, April 16, 1977. Nomi-

nees submitted by the Committee were voted upon

individually and in each instance, the Speaker
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called for additional nominations from the floor.

Those elected were:

President-Elect—John B. Dorian, M.D., Mem-
phis

Speaker—House of Delegates—William H. Ed-

wards, M.D., Nashville

Vice-Speaker—House of Delegates—Allen S.

Edmonson, M.D., Memphis

Vice-President (Middle Tennessee)—^James C.

Bradshaw, M.D., Lebanon

Vice-President (West Tennessee)—Thomas M.
Crenshaw, M.D., Humboldt

Vice-President (East Tennessee)—J. Bryan

Smalley, M.D., Maryville

AMA Delegate (West Tennessee)—^A. Roy
Tyrer, Jr., M.D., Memphis (January 1, 1978-

December 31, 1979)

AMA Alternate Delegate (West Tennessee)

—

Hamel B. Eason, M.D., Memphis (January 1,

1978-December 31, 1979)

AMA Delegate (Middle Tennessee)—Tom E.

Nesbitt, M.D., Nashville (January 1, 1978-

December 31, 1979)

AMA Alternate Delegate (Middle Tennessee)

—

Morse Kochtitzky, M.D., Nashville (January

1, 1978-December 31, 1979)

TRUSTEES

Middle Tennessee:

George W. Holcomb, Jr., M.D., Nashville

(1980)

East Tennessee:

William O. Miller, M.D., Knoxville (1980)

Don J. Russell, M.D., Chattanooga (1980)

West Tennessee:

James H. Donnell, M.D., Alamo (1980)

Robert E. Clendenin, Jr., M.D., Union City

(1978)

COUNCILORS
Second District—Felix G. Line, M.D., Knoxville

(1979)

Fourth District—Donald H. Bradley, M.D.,

Sparta (1979)

Sixth District—Charles M. Hamilton, M.D.,

Nashville (1979)

Eighth District—Charles W. White, M.D., Lex-

ington (1979)

Tenth District—James B. Witherington, M.D.,

Memphis (1979)
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Nominees for the Public Health Council: (Three

from West Tennessee, one of whom will be

subsequently appointed by the governor.)

Moore Moore, Jr., M.D., Memphis

George D. Dodson, Jr., M.D., Jackson

Robert L. Harrington, M.D., Dyersburg

Nominees for the Public Health Council: (Three

from East Tennessee, one of whom will be

subsequently appointed by the governor.)

Burgin E. Dossett, Jr., M.D., Johnson City

Nat E. Hyder, Jr., M.D., Johnson City

John B. McKinnon, Jr., M.D., Johnson City

Nominees for the Advisory Board for Tubercu-

losis Control: (Three from East Tennessee,

one of whom will be subsequently appointed

by the governor.)

Charles L. Roach, M.D., Sevierville

William P. Bailey, Jr., M.D., Johnson City

Warren B. Henry, M.D., Chattanooga

THE ABOVE WERE NOMINATED BY THE
HOUSE OF DELEGATES.

AMENDMENTS TO
THE CONSTITUTION AND BY-LAWS

The Speaker reported that there was one

amendment to the Constitution and four amend-

ments to the By-Laws to be considered by the

House.

AMENDMENT TO THE CONSTITUTION
CA—NO. 1-77

This amendment was introduced to amend

Article IV, Section 3 of the Constitution of the

Tennessee Medical Association by deleting from

the first sentence the words “Veterans Adminis-

tration,” and in Section 4 by adding at the end

of the present section the following wording:

“Members who have attained age 70 in the pre-

vious calendar year, or age 65 if fully retired,

may be elected Veteran Members for the current

and subsequent years. Members who are not

practicing medicine because of impaired health

may be elected Veteran Members during the

first year of disability and thereafter for as long

as the disability exists.”

As amended. Constitution Amendment No.

1-77 is as follows:

Section 3. Associate members shall be com-

missioned officers in active service of the U.S.

Armed Forces and Public Health Service, re-

siding in the state, who are elected to member-

ship by a component Society and certified to

the Secretary of the State Association as Asso-

ciate Members. Such physicians may be eligible

for active membership, if otherwise qualified.

Section 4. Veteran Members are those who,

because of age or impaired health, have been

elected Veteran Members of their component

Societies, and who are so certified to the State

Association annually by the component Societies.

Members who have attained age 70 in the previ-

ous calendar year, or age 65 if fully retired, may
be elected Veteran Members for the current and

subsequent years. Members who are not prac-

ticing medicine because of impaired health may
be elected Veteran Members during the first year

of disability and thereafter for as long as the

disability exists.

ACTION. ADOPTED AS AMEP«)ED (Lying

on the table to be acted upon during the 143rd

Annual Meeting in Knoxville, Tenn., April 12,

1978.)

AMENDMENTS TO THE BY-LAWS
BA—NO. 1-77

The Reference Committee on Amendments to

the Constitution and By-Laws amended Chapter

II, Section 1 of the By-Laws of the Tennessee

Medical Association by deleting the entire sec-

tion as it is now written and substituting the

following: “The Association shall hold an Annual

Meeting on the dates and at such place as has

been fixed by the Board of Trustees. The Annual

Meeting shall rotate if possible within the three

grand divisions of the state. The House of Dele-

gates shall meet annually at the place and time

of the Annual Meeting of the Association, and

at such other times and places as the Board of

Trustees deems appropriate. Scientific Meetings

of the Association shall be held in conjunction

with the Annual Meeting or separate from it at

the discretion of the Board of Trustees, and

additional Scientific Meetings may be held at

other times and locations at the discretion of

the Board of Trustees.”

As amended, By-Laws Amendment No. 1-77

is as follows:

Section 1. The Association shall hold an

Annual Meeting on the dates and at such place

as has been fixed by the Board of Trustees. The

Annual Meeting shall rotate if possible within

the three grand divisions of the state. The House

of Delegates shall meet annually at the place and
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time of the Annual Meeting of the Association,

and at such other times and places as the Board

of Trustees deems appropriate. Scientific Meet-

ings of the Association shall be held in conjunc-

tion with the Annual Meeting or separate from

it at the discretion of the Board of Trustees, and

additional Scientific Meetings may be held at

other times and locations at the discretion of the

Board of Trustees.

ACTION: ADOPTED AS AMENDED

BA—NO. 2-77

This amendment was introduced to amend

Chapter III, Section 1 of the By-Laws of the

Tennessee Medical Association by inserting in the

first sentence between the words “Veteran Mem-

bers” and “Student Members” the words “Intern

and Resident Members.”

As amended, By-Laws Amendment No. 2-77 is

as follows:

Section 1. The General Meeting shall include

all registered Active Members, Associate Mem-
bers, Veteran Members, Intern and Resident

Members, Student Members, Honorary Members

and guests, all of whom shall have equal rights

to participate in the proceedings and discussions.

Each General Meeting shall be presided over

by the President, or, in his absence or disability,

or by his request, by one of the Vice-Presidents.

Before it, at such time and place as may have

been arranged, shall be delivered the Annual

Address of the President and the annual orations;

and the entire time of the meeting, so far as

possible, shall be devoted to papers and discus-

sions, clinics, and demonstrations, relating to

scientific medicine.

ACTION: ADOPTED AS AMENDED

BA—NO. 3-77

This amendment was introduced to amend

Chapter VI, Section 3 of the By-Laws of the

Tennessee Medical Association by adding to the

third sentence the words “Federally-insured” and

“or Savings and Loan Association.”

As amended, By-Laws Amendment No. 3-77

is as follows:

Section 3. The Secretary-Treasurer shall give

bond for the trust reposed in him, for such

amount as the remaining members of the Board

of Trustees may name, said bond to be made

by a regular bonding company, and paid for %y
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the Association. He shall demand and receive

all funds due the Association, together with be-

quests and donations. All funds shall be de-

posited in a Federally-insured State or National

Bank or Savings and Loan Association. He shall

pay money out of the treasury on bills certified

to by him or the Executive Director of the

Association only, he shall subject his accounts

to such examination as the House of Delegates

may order; he shall annually render an account

of his acts and of the state of the funds in his

hands.

ACTION: ADOPTED AS AMENDED

BA—NO. 4-77

This amendment was introduced to amend
Chapter XII, Section 3 of the By-Laws of the

Tennessee Medical Association by deleting the

present first two sentences and substituting as

follows: “Every reputable physician who is legally

licensed and registered in Tennessee, or any other

state of the United States, who is practicing or

who will agree to practice nonsectarian medicine,

shall be eligible for membership. Each compo-

nent Society shall judge the individual qualifica-

tions of its members.”

As amended, By-Laws Amendment No. 4-77

is as follows:

Section 3. Every reputable physician who is

legally licensed and registered in Tennessee, or

any other state of the United States, who is

practicing or who will agree to practice non-

sectarian medicine, shall be eligible for member-
ship. Each component Society shall judge the

individual qualifications of its members. Only

licensed and registered physicians who are Active,

Veteran, or Intern or Resident members and

who are members in good standing of the Ten-

nessee Medical Association may be elected to

office in a component Society or to represent

it in the House of Delegates of the Tennessee

Medical Association. Each component Society of

this Association may amend its constitution and/

or by-laws to provide that the payment of dues

to the American Medical Association shall be a

condition of active membership in that Society.

Before a charter is issued to any component So-

ciety, full, and ample notice and opportunity shall

be given to every such physician in the County

to become a member.

ACTION: ADOPTED AS AMENDED
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RESOLUTIONS
The reference committees have the option of

recommending a resolution for adoption or re-

jection, for adoption as amended or substituted

for referral, or for no action. The resolutions

that follow are as amended, and in the form in

which the House of Delegates adopted, referred,

or rejected them.

RESOLUTION NO. 1-77

TMA Medical Student Members
By: Board of Trustees

Tennessee Medical Association

WHEREAS, The Tennessee Medical Association has

a medical student membership category; and

WHEREAS, These medical students do not currently

have full membership privileges in the Association; and

WHEREAS, Today’s medical students are tomorrow’s

physicians; and

WHEREAS, By encouraging and supporting them we
are making an investment in our future as well as theirs;

and

WHEREAS, Approximately 250 medical students, en-

rolled in Tennessee medical schools, voluntarily joined

organized medicine in 1976 by direct membership in

the American Medical Association; and

WHEREAS, The medical student membership poten-

tial in Tennessee presents the opportunity for the TMA
to have a fifth delegate to the AMA House of Delegates

in the very near future. Now, therefore be it

RESOLVED, That the By-Laws of the Tennessee

Medical Association be amended to make medical stu-

dent members eligible to vote and hold office; and be

it further

RESOLVED, That the component medical societies

be encouraged to consider a similar amendment to their

by-laws to accommodate this resolution; and be it fur-

ther

RESOLVED, That the Board of Trustees and the

Committee on Constitution and By-Laws be instructed

to devise methods by which housestaff members and

student members can participate in the business affairs

of the Tennessee Medical Association.

Reference Committee B—recommended adop-

tion of Resolution No. 1-77 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 2-77

Delivery of Primary Health Care

By: Board of Trustees

Tennessee Medical Association

WHEREAS, The East Tennessee Health Systems

Agency has been instrumental in establishing an Asso-

ciation of Primary Health Care Providers; and

WHEREAS, This association is comprised of persons

employed by the Tennessee Department of Public

Health, nurse practitioners, local health coimcils and

agencies, community health centers, physicians, and

others; and

WHEREAS, It appears that this association was estab-

lished to aid public health workers, nurse practitioners,

nurses and others in the delivery of primary care in

Tennessee; and

WHEREAS, This type of activity could remove the

responsibility for primary care from the hands of the

physician, and in some instances placing it in the hands

of non-medical personnel; and

WHEREAS, The Tennessee Medical Association and

the Tennessee Nurses Association adopted a statement

on joint practice which in part states that medical and

nursing services are complementary but are not inter-

changeable either in responsibility or accountability.

Now, therefore be it

RESOLVED, That primary health care cannot be

effectively provided in the best interest of the patient

without physician participation; and

RESOLVED, That the Tennessee Medical Association

go on record as opposing the efforts of non-physician

groups and agencies to assume the responsibilities for

primary medical care in Tennessee; and be it further

RESOLVED, That a copy of this resolution be for-

warded to the agencies and councils involved as well

as the commissioner of public health for the State of

Tennessee.

Reference Committee A—recommended adop-

tion of amended Resolution 2-77.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 3-77

License Renewal Application of 1977

By: Warren County Medical Society

WHEREAS, The Tennessee Department of Public

Health, Center for Health Statistics, through the State

Licensing Board for the Healing Arts, in its recent

mailings of health professional annual license renewal

forms included a license renewal questionnaire; and

WHEREAS, The questions asked were not necessary

for the determination of license renewal; and

WHEREAS, In the mailing the State Center for

Health Statistics did not clearly state that the completion

of the questionnaire was voluntary; and

WHEREAS, We find this action to be unconscionable

infringement upon the privacy of the health profes-

sionals. Now, therefore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association request that the State

Licensing Board for the Healing Arts cease the mailing

of license renewal forms with any and all other ques-

tionnaires, forms and materials not required by law for

annual registration, and be it further

RESOLVED, That the Tennessee Medical Association

so notify other health professional groups of this action

and solicit their support to achieve this rectification.

Reference Committee A—recommended that

Resolution 3-77 be adopted as amended.

ACTION: ADOPTED AS AMENDED
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RESOLUTION NO. 4-77

Tennessee Medical Association Auxiliary

By: Knoxville Academy of Medicine

WHEREAS, The Tennessee Medical Association

Auxiliary for 50 years has assisted the Tennessee Medi-

cal Association in its programs to advance medical

care and improve the public health; and

WHEREAS, The cultivation of good relations and

promotion of mutual understanding among physicians

and their families has been accomplished through the

efforts of the Tennessee Medical Association Auxiliary;

and

WHEREAS, The Tennessee Medical Association has

been a much better organization through the tireless

efforts of the Auxiliary. Now, therefore be it

RESOLVED, That the Tennessee Medical Association

express to the Tennessee Medical Association Auxiliary

its profound gratitude for all of their accomplishments,

their devotion to us, their outstanding leadership and

assistance to the Tennessee Medical Association; and be

it further

RESOLVED, That the Tennessee Medical Association

solicits their continued support to continue to try to im-

prove health care in Tennessee and our relationship with

the public which we serve; and be it further

RESOLVED, That the Tennessee Medical Association

will endeavor to assist the Auxiliary to make their

organization function as effectively as possible.

Reference Committee D—recommends adop-

tion of Resolution 4-77.

ACTION: ADOPTED

RESOLUTION NO. 5-77

Medical Licensure Exemptions

By: C. Richard Treadway, M.D.

WHEREAS, The medical schools and their affiliated

hospitals of this state have an obligation to provide for

their medical interns, residents, and clinical fellows a

sound level of experience prior to their assuming posi-

tions in medieal practice; and

WHEREAS, The medical schools of this state should

be able to take full advantage of highly qualified foreign

physicians on visiting scholar programs who participate

in the training of these future physicians; and

WHEREAS, Current laws relative to licensure of

physicians by the State Licensing Board for the Healing

Arts do not afford appropriate flexibility to permit the

medical schools either to utilize these highly qualified

visiting physicians or to permit medical interns, resi-

dents, and clinical fellows to train during their resi-

dency. Now, therefore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association recommends that medi-

cal interns, residents, and clinical fellows participating

in the residency programs approved by the American

Medical Association, performing duties assigned to meet

the requirements of such programs, and supervised by

licensed physicians, be exempt from the licensing re-

quirements in Tennessee; and be it further

RESOLVED, That the Tennessee Medical Associa-
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tion recommends that visiting foreign medical faculty

deemed qualified by the State Board of Medical Exam-
iners and employed full time by medical schools or their

affiliated hospitals in Tennessee, and practicing only in

conjunction with their faculty role, be exempt from the

licensing requirements in Tennessee for a period not to

exceed two years; and be it further

RESOLVED, That the Tennessee Medical Association

support the legislation proposed by he Board of Medi-

cal Examiners which amends House Bill 774 and Senate

Bill 720 (Attachment A).

ATTACHMENT A
SENATE BILL NO. 720

AN ACT to amend Tennessee Code Annotated Section

63-605 to provide an exemption from li-

censing and certification of fitness for medical

interns, residents, clinical fellows, and visit-

ing medical faculty under specified conditions.

BE IT ENACTED BY THE GENERAL ASSEM-
BLY OF THE STATE OF TENNESSEE:
SECTION 1. Tennessee Code Annotated Section

63-605 is amended by adding the following:

Notwithstanding the foregoing provisions, the fol-

lowing persons, subject to the following limitations,

shall be exempt from the requirement of a license and

a certificate of fitness:

(a) Medical interns, residents, and clinical fellows

while participating in a training program ap-

proved by the American Medical Association,

performing duties assigned to meet the require-

ments of such a program, and while under the

supervision and control of a physician licensed

to practice medicine in the state of Tennessee.

No such intern, resident, or clinical fellow shall

be permitted to practice medicine outside of his

duties and responsibilities in the American Medi-

cal Association approved training program with-

out being licensed to practice medicine in Ten-

nessee.

It shall be the responsibility of the program

direetor or the dean responsible for the train-

ing program to apply to the Board of Medical

Examiners for an exemption for each such medi-

cal intern, resident, or clinical fellow. Such appli-

cation for exemption shall be filed annually. It

shall further be the responsibility of the above

named program director or dean to notify the

Board of the termination of an applicant’s

participation in the training program, whether

by completion of the program or for any other

reason.

The Board of Medical Examiners may impose

a fee, not to exceed $10, to accompany each

application for exemption.

(b) Visiting medical faculty licensed in a coun-

try other than the United States and employed

full time by a college or university operating an

accredited medical school in the state of Tennes-

see, provided that the visiting faculty member is

a graduate of a medical school approved by the

Board of Medical Examiners of the State of

Tennessee, and is a recognized medical authority
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approved by the Board of Medical Examiners

of the State of Tennessee, and provided further

that the practice of the visiting faculty member
is limited to and is incidental to the visiting fac-

ulty member’s employment at an accredited

medical school in the state of Tennessee. This

shall not be construed as a grant of permission

for the visiting faculty member to engage in

private practice in any form.

It shall be the responsibility of the program

director or the dean of the medical school to

apply to the Board of Medical Examiners for

an exemption for each such visiting faculty

member. Such application for exemption shall

be tiled annually and an individual applicant

may not receive an exemption for a period in

excess of two (2) years. It shall further be the

responsibility of the above named dean to

notify the Board upon termination of a visiting

faculty’s responsibilities.

The Board of Medical Examiners may impose

a fee, not to exceed $10, to accompany each

application for exemption.

Reference Committee A—recommended that

Resolution 5-77 be adopted as amended; how-
ever, three amendments to the resolution coming
from the floor of the House led to the adoption

of the resolution as amended by the House.

ACTION: ADOPTED AS AMENDED

SUBSTITUTE RESOLUTION NO. 6-77

“Natural Death Act” Legislation

By: Memphis and Shelby County
Medical Society

WHEREAS, The physicians of Tennessee have his-

torically been noted for their excellence in medical

treatment and their respect for life and support the

concept of death with dignity. Now, therefore be it

RESOLVED, That the Tennessee Medical Associa-

tion go on record as being opposed to the natural death

act bill before the Tennessee General Assembly (H.B.

132, S.B. 966) because this bill wiU interfere with the

physician exercising his best judgment and treatment

of his patients.

Reference Committee A—stated that a substi-

tute resolution had been presented in the Ref-

erence Committee hearing and the Reference

Committee recommended adoption of Substitute

Resolution 6-77.

ACTION: ADOPTED AS SUBSTITUTED

RESOLUTION NO. 7-77

An Act to Amend TCA Section 23-3415

(Being a Part of the Medical Malpractice Review

Board and Claims Act)

By: Memphis and Shelby County
Medical Society

BE IT ENACTED BY THE GENERAL ASSEM-

BLY OF THE STATE OF TENNESSEE THAT:
SECTION I, Tennessee Code Annotated, Section 23-

3415 be amended by adding the following words at the

end of Subsection (b):

In any medical malpractice action where the plain-

tiff does not obtain a judgment against the defendant,

and the Board has found in favor of the health care

provider, there shall be a rebuttable presumption of

malicious prosecution or malicious abuse of process.

In any medical malpractice action where the Board has

found in favor of the claimant, there shall be a rebut-

table presumption that the plaintiff is not guilty of either

malicious prosecution or malicious abuse of process in

filing such action in court.

SECTION II, This act shall take effect from and after

its passage, the public welfare requiring it.

Reference Committee A—recommended with-

drawal of Resolution 7-77.

ACTION: WITHDRAWN

RESOLUTION NO. 8-77

Opposition to National Health Insurance and

National Medicine

By: Memphis and Shelby County
Medical Society

WHEREAS, It has become increasingly evident that

a strong push is being made to achieve some type of

national health insurance and national medicine; and

WHEREAS, A number of bills have been introduced

into the Congress of the United States to this effect; and

WHEREAS, The private practice of medicine under

the free enterprise system has proven beyond doubt to

be the best system the world has ever known. Now,

therefore be it

RESOLVED, That the Tennessee Medical Association

go on record as being opposed to any type of federally-

controlled health insurance and strongly in favor of the

free enterprise system.

Reference Committee A—recommended that

Resolution 8-77 not be adopted; however, action

from the floor amended the resolution that was

satisfactory to the House and therefore the

amended resolution was adopted.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 9-77

Collection and Confidentiality of

Health Care Data

By: J. Kelley Avery, M.D., President,

Tennessee Foundation for Medical

Care, Inc.

WHEREAS, The State Center for Health Statistics

(SCHS), Tennessee Department of Public Health, in

accordance with P.L. 93-353, is being supported by the

National Center for Health Statistics (NCHS) as part

of the Cooperative Health Statistics System (CHSS)
activity in Tennessee; and
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WHEREAS, P.L. 93-641 and its legislative history

relate that a health systems agency (HSA) should

not engage in data collection activities, but should, to

the maximum extent feasible, obtain information from
existing data systems, such as PSROs and CHSSs; and
WHEREAS, The American Medical Association

policy is:

1. A primary responsibility of the physician-con-

trolled local PSRO is the ownership, mainte-

nance, and the prudent dissemination of data

generated by medical providers within the PSRO.
2. The pathway of data flow for PSRO decisions

and documentation thereof shall be delineated

and controlled by PSRO.
3. Routine reports of data that are required by

statute should be furnished in accordance with

the law, but these reports shall not identify the

specific patient, physician or hospital.

4. It must be the prerogative of the PSRO to

choose its data processor.

WHEREAS, All providers and users of data desire

to avoid any unnecessary and duplicative efforts devoted

by each agency in data collection, processing and dis-

semination; and

WHEREAS, The Tennessee Foundation for Medical

Care, Inc., has been collecting PSRO information for

all Title XVIII (Medicaid) and Title XIX (Medicare)

patients and provides a data abstracting service to

hospitals in Tennessee for all patients. Now, therefore

be it

RESOLVED, That the Tennessee Medical Association

supports the concept of a “single statewide health sta-

tistics system” so long as the Tennessee Foundation for

Medical Care, Inc., is responsible for and controls the

collection, and performs the processing and provides

the statistics on patterns of utilization and quality of

care including those required and requested by the

Bureau of Health Planning and Resources Development
(BHPRD), HEW Recommended Data Sets; and be it

further

RESOLVED, That the sharing of data and informa-

tion such as statistics on patterns of utilization and

quality of care will be subject to approval by the board

of directors of the Tennessee Foundation for Medical

Care, Inc., for PSRO Area II and the board of direc-

tors of Shelby County Foundation for Medical Care,

Inc., for PSRO Area I.

Reference Committee C—recommended adop-

tion of Resolution 9-77 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 10-77

Principles Dealing With Health Care Legislation

By: Board of Trustees

Tennessee Medical Association

WHEREAS, Governmental involvement in health

care has been for many years, is now, and probably

will continue to be of primary concern to practicing

physicians and their patients; and

WHEREAS, The American Medical Association and

component societies have studied this problem exhaus-
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tively for many years. Now, therefore be it

RESOLVED, That the Tennessee Medical Association

endorses the following 17 principles as imperative in

any legislation dealing with health care:

1. Comprehensive Coverage for the Entire Population

Full hospitalization, both inpatient and outpatient,

would be included in this comprehensive coverage,

as well as full medical care, both in and out of

hospital. All diagnostic, therapeutic and preventive

care by or under the direction of a physician

would be included. Skilled nursing facility care,

home health services, full dental care for children,

and emergency dental care would also be covered

benefits.

2. Premium Subsidy and Cost Sharing

Premiums on insurance of the non-employed, the

self-employed and the elderly would be shared

between the insured individual or family and the

federal government based on income. For the

poor, the premium would be paid in full. For

others, as income rises, the federal assistance

would diminish.

Coinsurance would be based on income, but an

absolute dollar limit on coinsurance would apply

to all. Low income individuals would pay no co-

insurance.

3. Varied Sources of Funding, Private and Public

Federal government financing would be limited

primarily to subsidies on an income-related basis

of the premium for the non-employed, the self-

employed and the elderly (as a supplement to

Medicare benefits) and to tax assistance (for five

years) to employers who experience increase in

payroll costs as a result of the employment-based

insurance requirement.

4. Minimum Federal Dollars

Federal participation would be limited essentially

to assisting the poor and low-income individuals

pay health insurance premiums.

5. Minimum Federal Administration

The AMA program would be administered pri-

marily in the private sector through the use of

private health insurance. While a health insurance

board (composed of a majority of health profes-

sionals) would establish minimum standards of

qualification of insurers and insurance plans, state

insurance departments would (as they do now)

regulate private insurers.

6. Freedom of Choice

The program preserves freedom of choice by the

patient and physician. It would provide for indi-

vidual choice of coverage through a health insur-

ance policy. Blue Cross/Blue Shield or other plan,

or prepayment plan (including HMD), and for

individual choice of physician. The physician’s

freedom is also preserved, including his choice of

practice.

7. Preservation of Physician/Patient Relationship

The program also preserves the integrity of the

physician/patient relationship. It contains a general

prohibition against federal interference in the prac-

tice of medicine. The individual freedoms of both

physician and patient are maintained, as indicated
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above, with the individual physician exercising his

own best judgment as to medical care and treat-

ment needed for his patient.

8. Pluralism

The AMA program builds upon the strengths of

our pluralistic health care delivery system. It would

utilize various modes of health care delivery, al-

lowing for further development through innova-

tion and experimentation.

9. Continuity of Benefits

The AMA program establishes uniform benefit

coverage for aU persons.

As a further protection, the program would pro-

vide for a continuation of the same insurance

policy for an individual for 30 days after termina-

tion of employment (with 60 additional days if

paid for by the individual). Moreover, while a per-

son was covered by unemployment compensation

(and to the end of the calendar year if not em-

ployed by then) he would be covered at govern-

ment expense.

10. No Social Security Financing

There would be no social security financing. Basic

financing would be in the private sector. Federal

premium subsidies would be made from general

revenues through credits against income tax or

redemption of “certificates of entitlement.”

11. No Social Security Administration

The social security administration would not ad-

minister the new program. Overall program admin-

istration would be in the private sector and would

be the primary responsibility of private insurance

carriers, with premium assistance administered

through the federal tax laws.

12. State Licensure and Certification

The program would continue present state respon-

sibility for licensure and recognition or certifica-

tion of health manpower.

13. Quality Controls

Rather than advocate a single inflexible method
which may not be appropriate for many areas or

situations, the program would authorize the health

insurance board to develop appropriate mecha-

nisms for quality review at time of implementa-

tion of the program.

14. Cost Controls

The program addresses the complex issue of cost

controls in several ways. It would require (in most

cases) coinsurance on services. In addition, hospital

reimbursement would be subject to acceptable for-

mulae as determined and agreed on by hospitals

and insurers thus including a variety of reimburse-

ment methods including prospective reimburse-

ment.

Medical service would be subject to usual, custom-

ary and reasonable levels of reimbursement and

be subject to present private insurer programs of

review.

Also, the health insurance board would have

authority to establish appropriate mechanisms for

utilization review of services.

15. Use of Private Insurance

Coverage under the AMA program would be

furnished by private insurers on a risk and under-

writing basis.

16. Coordination of Benefits

Benefits payable under any duplicate coverage

would be coordinated to avoid duplication of pay-

ments.

17. Separation of Medical and Institutional Compo-
nents of Expense

Identification of expenses according to classes of

health care providers would be desirable to assess

costs of the program.

Reference Committee A—recommended adop-

tion of Resolution 10-77.

ACTION: ADOPTED

TENNESSEE’S OUTSTANDING
PHYSICIAN OF THE YEAR

Eugene M. Regen, M.D.

Each year the Tennessee Medical Association has

the privilege of honoring one of our own as the

Outstanding Physician of the Year. No greater honor

can be bestowed upon any individual than being rec-

ognized by one's peers for outstanding achievement.

This year, the House of Delegates considered three

physicians who, each in his own right, are deserving

of this special recognition; however, only one could

be chosen and we pay tribute to him.

Eugene M. “Pop” Regen, M.D., is one of only a

few who can be said to be a “legend in his own
time.” He has been in the practice of orthopedic

surgery in Nashville since 1932. At the tender age

of 77, Dr. Regen continues to be one of the most

active members of the medical community. He is

known nationally for his scientific contributions,

having developed several significant techniques and
procedures being used today by orthopedic surgeons.

“Pop” Regen, having received his MJ). degree

from Vanderbilt University School of Medicine in

1928, began an illustrious career at Vanderbilt and
today still holds the position of clinical professor of

orthopedic surgery. His most recent accomplishment

has been the development of a free ostomy clinic in

Nashville, where he has devoted countless hours of

volunteered service.

His leadership in his specialty society included

being a past-president of the Nashville Orthopedic

Society and on three separate occasions, has served

as president of the Tennessee Orthopedic Society.

He and his lovely wife, Laverne, have three sons:

Eugene Jr., who is practicing orthopedic surgery with

his father; David, who is a professor of physiology at

Vanderbilt, and Barry, who is a practicing attorney

in Dickson.

Because of his outstanding work, the Nashville

Academy of Medicine was proud to recommend Dr.

Regen for this award.
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DISTINGl
;i

The Distinguished Service Award is presented

annually by the Board of Trustees of the Tennessee

Medical Association to physician members who have

mode eminent contributions to the public welfare or

to the advancement of medical science. At the 142nd
Annual Meeting of the TMA on April 15, the Chair-

man of the Board of Trustees announced that there

were three recipients of the award in 1977. The
following are those who received the award:

B. F. Byrd, Jr., M.D., Nashville—Much has been

said and written about the many and varied accom-

plishments of this physician who will receive the

Distinguished Service Award.

Practicing surgery in Nashville since 1948, he has

excelled as a medical teacher serving as professor of

clinical surgery at both Meharry Medical College

and Vanderbilt University School of Medicine. He
holds six hospital appointments in the Nashville

area, and is currently president of the medical staff

at St. Thomas Hospital. He has held a major office

in every community and civic activity in which he

is a member. He is an active member and leader in

some 20 professional societies at the local, state and
national levels. He has published at least 65 scientific

articles and papers of great import to the practice

of medicine, and his military service during World
War II was equally distinctive.

These remarkable achievements have already

brought honor and esteem to this truly outstanding

colleague and to the medical profession as a whole.

However, we would be remiss if we did not again

pay tribute to him, particularly at this time, for his

contributions to the study and treatment of cancer.

This physician is the immediate past-president of

the American Cancer Society. He has served on the

Board of Directors of that national body for the

past 12 years and has chaired the following pro-

grams and activities: Medical and Scientific Execu-

tive Committee, Committee on Rehabilitation for

the Cancer Patient, Committee on Tobacco and

Cancer, Legislative Committee, Task Force on

Breast Cancer Control, First and Second Conferences

on Human Values and Cancer, and the National

Conference on Human Values and Cancer, and the

National Conference on Recent Advances and the

Detection and Diagnosis of Cancer.

He has not only been the leading spokesman for

the national association, but has served as president,

board member and Executive Committee chairman of

both the Nashville-Davidson County Unit and Ti

nessee Division of the American Cancer Society.

Numerous other organizations have been blesi

with this physician’s leadership and keen interest

cancer. He currently serves as chairman of i

Cancer Advisory Committee, Joint Commission
Accreditation of Hospitals; chairman of the Co
mission on Cancer, American College of Surgeo.

and is past-chairman of the Committee on Cane
Tennessee Medical Association.

It has been said with affection by many that h,

physician is a “giant of a man” in every respe

Certainly the truth of this statement is clearly de.

onstrated by his vast contribution to the study a

treatment of cancer.

The recipient is a native of Nashville. He is me
ried to the former Allison Caldwell also of Na:

ville. They are the proud parents of six fine childn

Benjamin Franklin Byrd, HI, age 26, a fourth-ye

medical student at Vanderbilt; Barney Duncan By)

age 24, a first-year law student at Memphis Sta

Damon Winston Byrd, age 23, who will receive

bachelors degree in business administration at .[

Andrews College in North Carolina this sprit

Andrew Wayne Byrd, age 22, a first-year law stude

at Vanderbilt; Evelyn Hope Byrd, age 21, who w
graduate this spring from Mt. Holyoke College

Massachusetts; and John W. Thomas Byrd, age 1

a junior in pre-med at the University of Miami.

The Board of Trustees was pleased to present th

Award to Dr. Byrd.

William T. Satterfield, Jr., M.D., Memphis—Pe

haps no other physician has overcome obstacles at

handicaps as great as the recipient of this Disti\

guislied Service Award. This physician has exemp

fed character in the manner in which he has shov^

patience and determination in the many obstacles i

has faced.

This recipient was born in the city of Memph\\

and was educated in the Memphis public school sy

tern. He attended the Virginia Military Institute

Lexington, Virginia from 1950-52, and attend.

Memphis State University from 1952-54, at whu

time he graduated with a B.S. degree. In 1955 /j

entered the University of Tennessee College of Mec\

cine from which he graduated in 1958 with an M.i

degree.

The recipient served his rotating internship at t'i\

Baptist Memorial Hospital from 1958-59 and h

REPORTS OF OFFICERS

REPORT OF THE PRESIDENT

C. Gordon Peerman, Jr., M.D.

Dr. Peerman abstracted his report. He stated

that during the past year he was honored to have

served as your President:
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This has been a busy but rewarding year. It

has allowed me to travel throughout the state and

meet many physicians and learn their interests

and concerns. One message is clear to me—that

there is a no more intelligent and capable group

of men and women in our society today than the

physicians of Tennessee. Their contributions to

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



:e awards

neral surgery residency at the same institution

>m 1959-63. He then entered private practice with

f father who was also a renowned physician.

In 1970 this distinguished physician suffered a

yocardial infarction followed by a cardiovascular

cident and it was during this time that he became

*erested in others who have or would in the future

stain this same type of problem.

In January of 1971 he entered into an informal

lining program at the Stroke Unit of Rancho Los

nigos Hospital in Downey, California. He was

med medical director of the Stroke Unit of the

iptist Memorial Hospital in Memphis in April,

'71. He still holds this position. He was also named
edical director of the Lamar Unit Rehabilitation

mter of the Baptist Memorial Hospital at Memphis
1975.

' His medical society associations in addition to his

f'unty, state, and national affiliations are the follow-

American College of Surgeons, Southeastern

\

irgical Congress, and Memphis Surgical Society. He
>lds staff appointments at the Baptist Memorial

ospital, Methodist Hospital, St. Joseph’s Hospital,

\d the City of Memphis Hospital. He is also assis-

\nt clinical instructor, Department of Surgery at the

\niversity of Tennessee College of Medicine and

[id the office of treasurer of his county medical

\ciety in 1970-71.

\iHe is married to the former Janet Reid of Mem-
wis. They have five children: Bill HI; Stephen;

kphanie; and twin boys, Richard and Clifford. He

!
a member of the Second Presbyterian Church in

\emphis. His hobbies are hunting and fishing with

s family. He and his family enjoy weekends on

'eir small farm at Somerville, Tennessee. His chief

* terest is all forms of rehabilitation.

' The Board of Trustees was proud to present this

\>jard to Dr. Satterfield.

George Thomas Proctor., M.D., Springfield—This

\ vard is made to a distinguished Tennessee physician

ll'zo
has had a very unique and meaningful experi-

‘ ce. Dr. George Thomas Proctor graduated from

fe University of Tennessee Medical School in 1947,

^''d completed a residency in radiology at Vander-

,

It in 1953. He was Board certified in 1954 and,

ter serving as chief of radiology with the Army’s
' Hh field hospital in Germany, he practiced in

aryville, Tennessee for ten years. It during
' is time that he visited the Holy Land and was

deeply impressed by the medical and spiritual needs

of the people there. As a consequence of his desire

to help remedy the situation. Dr. Proctor and his

family went to Baraka Hospital near Jerusalem in

1966. Known as “the missionary doctor” in that

area which was under the rule of Jordan at that

time. Dr. Proctor administered to body and spirit

of his patients.

After permission to continue hospital operations

was withheld as a result of the war. Dr. Proctor and
his family returned to the United States in 1969.

During the next three years, while he was also work-

ing with a radiological group in South Carolina, he

did postgraduate study at Bob Jones University

and became an ordained minister in the Bible Pres-

byterian Church. At the end of this time he returned

to Baraka Hospital, sponsored by the Independent

Board for Presbyterian Foreign Missions, to set up a

radiology center and to continue his medical minis-

try. During this time, from 1972 to 1975, he labored

to obtain and install equipment which would meet a

serious need for radiology services for nearly one

million people. He also organized and conducted a

school for technologists. Then, with his primary

mission accomplished in Baraka and with serious

family illness in the states. Dr. Proctor returned to

Tennessee in 1975.

Now the chief of the Department of Radiology at

Jesse Holman Jones Hospital in Springfield, Tennes-

see, Dr. Proctor continues in his post as medical

director of Baraka Hospital. He has been successful

in recruiting other radiologists to continue his work

in that area. He also serves as medical consultant

for the Independent Board for Presbyterian Foreign

Missions. Professional associations in which he holds

membership include: Robertson County Medical So-

ciety, Tennessee Medical Association, American

Medical Association, Middle Tennessee Radiology

Society, Tennessee Radiological Society, American

College of Radiology, and Radiological Society of

North America.

Dr. Proctor and his wife, the former Katherine

Manning, have five children. They enjoy travel and
participation in outdoor activities such as camping,

hiking, and tennis.

His years of unselfish and dedicated service to

humanity on a worldwide scale have certainly earned

for Dr. Tom Proctor the admiration of this Associa-

tion, as well as the distinguished award.

the State and the profession are limited only by

their individual resolve.

My underlying gratitude goes out to the mem-
bers of the Board of Trustees who have been both

advisor and a friend to me. The headquarters

staff has been outstanding in its assistance and

its ability to meet any challenge. Mr. Jack Bal-

lentine moved from Executive Director to Execu-

tive Director Emeritus in September and Mr.

Hadley Williams took his place as Executive

Director. Mr. Ballentine has served for 23 years

in a most unselfish and capable way imaginable.

He has given friendship, information, and dedi-

cation that I will always cherish to his job. Mr.
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COMMUNITY SERVICE AWARDS
Miss Elizabeth Killeffer, R.N., Cookeville, nomi-

nated by the Putnam County Medical Society,

was honored by the Tennessee Medical Associ-

ation for her unselfish 55-year career in nursing ser-

vice in Tennessee. At age 78 she remains one of the

most active nursing volunteers in the Upper Cumber-
land Region of the state. She currently serves as

chairman of the nursing volunteers for the Red
Cross Blood Mobile having missed work only twice

in the past 16 years.

Miss Killeffer is a native of Shamokin, Pennsyl-

vania, but moved to Tennessee with her family in

1900. She attended the University of Tennessee and
later entered nursing training at Blackwell’s Island

College in New York City where she received her

Registered Nurse’s degree. In 1921 she became the

superintendent of nurses at Fort Sanders Hospital

and School of Nursing in Knoxville. She held that

post for 40 years until her retirement in 1961. Dur-
ing that time she was responsible for the develop-

ment of many of the nurses training programs
throughout the state and served for many years on
the governor’s advisory staff. She maintains an active

role in the district nurses association and is the

former president of the Tennessee Nurses Associa-

tion.

While devoting her entire career in service to

others, she assisted in the financing of the medical

education of her two brothers who now practice in

Tennessee, John L. Killeffer, orthopedic surgeon in

Chattanooga, and Louis A. Killeffer, a general prac-

titioner in Harriman. In addition, she has a nephew,

Frederick A. Killeffer, who is a practicing neuro-

surgeon in Knoxville.

It was a great pleasure for the Tennessee Medical

Association to present a Community Service Award
to one so deserving.

* * *

Olin F. Morris, Memphis, nominated by the Mem-
phis and Shelby County Medical Society, was cited

for his community service and public education

activities through the use of electronic media. Serv-

ing as the director of public affairs for WREG-TV
in Memphis, he produced and served as host of a

weekly TV series entitled "The World of Medicine.”

In cooperation with the Memphis and Shelby County

Medical Society, this series is seen throughout the

Memphis viewing area. This informational and edu-

cational program presents to the general public the

current topics in every branch of medicine. In

addition to this weekly series, Mr. Morris produced

a documentary on the training of a doctor at the

University of Tennessee Center for the Health

Sciences.

Williams, with 14 years of experience, will carry

on this tradition of excellence as he has already

demonstrated by his interest and ability.

Besides the duties of President and serving on

A vice-president of the New York Times Broad-
casting Service, Inc., Olin Morris is a graduate of
the University of Tennessee. While his day-to-day

public affairs activities lead him in many directions,

he has a personal conviction to the advancement
and improvement of community health. This is re-

flected in his numerous health-related civic activities

where he serves as a corporate board member of
the Muscular Dystrophy Association, a member of

the Public Relations Committee of the United Way
and is a member of the Executive Committee of the

American Cancer Society, Memphis Chapter.

It is an honor for the medical profession to have
such a "friend” who so unselfishly contributes to

his community. The physicians in Memphis and
throughout the state of Tennessee are privileged to

honor Mr. Morris as a recipient of the Community
Service Award.

* * *

Teddy Bart, Nashville, a radio and television

personality, nominated by the Nashville Academy of

Medicine, was honored for his educational program-

ming of medical and health authorities on his vari-

ous network shows. Through his daily "Noon Show”
and afternoon talk show, in addition to a weekly

TV program entitled "Teddy Bart’s Nashville,” he

has devoted countless hours of air time to discussion

of medical issues and problems. He welcomes the

participation of physicians on these programs and

encourages their viewpoints for the general public’s

information. He is a tough, forthright and persistent

interviewer; however, he is fair and receptive to hear-

ing all sides of a story or issue.

In addition to his broadcast expertise, he is an

accomplished writer having written several books

and occasionally has written a weekly commentary

for the Nashville Banner.

He is noted throughout Middle Tennessee and has

received numerous public service awards. In 1966 he

was listed by the Jaycees as one of the outstanding

young men in America. In 1969 he was honorary

chairman of the Davidson County Association for

Retarded Children. His most recent honor was being

made a fellow of the Religious Public Relations

Council. He is a board member of the Nashville

Conference of Christians and Jews, the Metro Hu-
man Relations Commission, and is a member of

the Community Response Committee of the Nash-

ville Academy of Medicine.

It was most fitting for the Tennessee Medical

Association to honor such an outstanding individual

with a Community Service Award.

the Board of Trustees and the Executive Com-
mittee, it has been my pleasure to represent you

at many component society meetings throughout

the state this year.
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COMMENDATION RESOLUTION

Jack E. Ballentine

WHEREAS, Since 1954 Jack E. Ballentine has

diligently served the Tennessee Medical Association

as Executive Director; and

WHEREAS, He will be retiring at the end of this

year; and

WHEREAS, Through his impeccable integrity, his

devout loyalty, his unsurpassed ability, seasoned judg-

ment and sound counsel, his contributions to the

members, officers, and the House of Delegates of

the Tennessee Medical Association have contributed

appreciably to the growth and progress of the Asso-

ciation. Now, therefore be it

RESOLVED, That this House of Delegates express

its sincere and heart-filled appreciation to Jack for

his multiplicity of contributions and extend to him
and his lovely and tolerant wife, Louise, its best

wishes for a long and happy retirement; and be it

further

RESOLVED, That the Board of Trustees of the

Tennessee Medical Association be instructed to pre-

sent to Jack a permanently framed copy of this

resolution so that it may be a constant reminder of

our appreciation and admiration.

ACTION: ADOPTED

Several areas of activity, which I would like to

bring to your attention follow.

Medical Liability Crisis

The legislative tort changes achieved in the

Tennessee Legislature in 1975 have now been in

effect two years. It is perhaps too early to defi-

nitely assess their effect on the liability crisis,

but it is hoped that there are improvements in

this problem at least in part due to the legislation.

In April 1975, when Shelby Mutual Insurance

Company discontinued writing medical liability

insurance, the Joint Underwriters Association

was activated.

In October 1975, a called meeting of the Ten-
nessee Medical Association’s House of Delegates

approved the formation of a captive mutual in-

surance company. On May 15, 1976, State Vol-

unteer Mutual Insurance Company began writing

a claims made policy.

State Volunteer Mutual Insurance Company,
in cooperation with the Tennessee Medical Asso-
ciation, is sponsoring seven programs throughout

the state to educate doctors regarding medical

liability.

National Health Insurance

Apparently the only reason that national health

insurance will not be considered in the upcoming

Congress is the cost factor. Questions regarding

the form of payment, whether it be the govern-

ment, employers, individuals, or a combination

of these is to be decided. There is some pressure

for a catastrophic medical insurance bill to pass

this year, but it seems the Administration may
want to delay and approach the whole problem

sometime next year according to the Secretary

of Health, Education, and Welfare.

The American Medical Association’s House of

Delegates accepted 15 guidelines to be a part of

any health insurance legislation that the Ameri-

can Medical Association would support, which

include:

Minimal federal involvement in administra-

tion.

No social security tax for financing.

No social security administration of the in-

surance program.

The use of private insurance on risks and

underwriting basis.

Cost and quality control.

Each state should have jurisdiction in licen-

sure of physicians and regulation of insurance.

Cost sharing by participating individuals and

families; subsidy for the indigent scaled ac-

cording to income.

After careful consideration and debate by the

House of Delegates of the American Medical

Association last December in Philadelphia, the

House voted to introduce a national health biU,

which is HR-1818 and Senate bill, S-218, this

year. This at least allows the representatives of

medicine to be involved in the political arena

fighting for those principles in which we believe.

President Jimmy Carter’s Administration has

shown interest in the passage of a national health

insurance act but has stressed fiscal responsibility.

This has contributed to the opinion that there

will be no health legislation this year except for

an effort to curb fraud and abuse in the federally

administered programs. The Administration seems

particularly interested in cost controls of health

care. The first target is hospital costs and once

the federal government has this program started,

an effort to control physicians’ fees may well be

next. We should be ready for this onslaught later

this year or next year.

The expectations of the citizens of this coun-

try for medical care are so high that these efforts

at cost controls may be very disappointing to the

federal government. The technology of medicine
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also continues to increase in sophistication and

cost. Considering both expectations and advanc-

ing technology, cost controls may be much more
difficult to achieve than the bureaucrats have

hoped.

Health Planning and Facility Act

The Health Planning and Facility Act con-

tinues to be a source of concern. The purpose of

this legislation is to significantly regulate the

practice of medicine, postgraduate training, and

specialization and training of physicians. It is

coercive, discriminatory, and unconstitutional.

The American Medical Association has joined

the state of North Carolina, however, along with

the North Carolina Medical Society and the state

of Nebraska in a suit filed against the National

Health Planning Law charging that the law inter-

feres with state government by requiring legisla-

tures to enact certificate of need laws. This suit

will probably be heard this year and when the

decision is final, it may well be a landmark court

decision. Members of the Tennessee Medical

Association who serve on local health systems

agencies are encouraged to keep in touch with

the headquarters staff regarding local develop-

ments.

Continuing Education and Quality Control

The whole concept of required and regulated

continuing education is odious to me and I feel a

marked restraint on my individual freedom. As a

result, I have been an advocate of offering educa-

tional opportunities of high quality to physicians

throughout the state.

In the past, our scientific societies have pro-

vided an excellent opportunity to present scien-

tific knowledge gained by individuals for the pro-

fessional good. After World War II, our educa-

tional institutions began to receive a large part

of their funding through federal grants. As a

result, the new era of grantsmanship evolved and

a “publish or perish” mania affected our institu-

tions. A professor was many times evaluated by

the length of his bibliography and not necessarily

by its quality. Our medical schools rely on federal

money for financing, and their growth and expan-

sion has become largely dependent on these

funds. When these grants are decreased in times

of economy or depressed business activity, our

medical schools find themselves in financial

jeopardy.

This means that the government has significant
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financial leverage with our educational institutions

and now seeks to control graduate practicing

physicians. Besides requiring a certain number of

hours in approved postgraduate education

courses, which may or may not be meaningful,

recertification is beginning to be considered by
the specialty boards. Relicensure may also be in

the future.

We should continue to oppose governmental

control of medical education and scientific inves-

tigation, preserving continuing education and re-

certification for our individual initiative and the

activities of our scientific societies. The only area

the government has a legitimate interest in is

licensure and this requires objective evaluation

free from political bias.

Distribution of Physicians

With the recent enlargement in medical school

enrollment, the so-called shortage of physicians

is felt to be over. This is further effected by the

decreasing birth rate and the increasing utiliza-

tion of physician extenders.

Our main problem may now be the distribution

of physicians. The distribution may not be as bad

as many of our detractors would like to make it

seem. Fifty percent of our population is within 15

minutes of a physician and only 6% is 45 minutes

or more away from a physician.

In order to help physician distribution through

payment of federally funded programs, the House

of Delegates of the Tennessee Medical Associa-

tion in 1975 passed a resolution that Medicare

and Medicaid not divide the state into geographic

divisions for payment of services. This resolution

was that all physicians throughout the state be

paid according to his specialty and ability and

not his location in the state. This had been im-

plemented by the Medicare fiscal agent and will

be implemented in the Medicaid program this

month.

Political Activity

It is increasingly important that the Tennessee

Medical Association develop a unity of action in

the political arena. The forum for the develop-

ment of a unified position is the action of the

House of Delegates. Every member of the Ten-

nessee Medical Association has an opportunity

to express himself in the reference committees,

which in turn recommend action to the House.

This is an effective democratic system. Once the

House has established the position, we must all
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support it within the limits of our overriding per-

sonal convictions. Only through unified action

will we be able to be effective in the important

issues that affect our profession and the citizens

of this state.

To the same extent, we should support the

American Medical Association’s positions on a

national level. Hasty criticisms of the national

American Medical Association’s position without

having considered all the issues, is not in the

profession’s or the public’s best interest. Any
opposition to our national policies need to be

carefully documented and studied.

Our local, state, and national political action

committees have done much to make our profes-

sion active and interested in the political arena.

Your consideration of their activities as well as

active participation financially and personally is

an obligation that should be taken by each of us.

President-Elect of the American

Medical Association

One of our esteemed members and my per-

sonal friend. Dr. Tom Nesbitt, is unopposed as a

candidate for President-Elect of the American

Medical Association. He has served the Tennessee

Medical Association as President, Speaker of the

House of Delegates, and a delegate to the Ameri-

can Medical Association House of Delegates. He
has served the American Medical Association as

Speaker of the House, as a Board of Trustees

member, and as a member on numerous com-

mittees. He is truly one of the American Medical

Association’s national spokesmen and has ren-

dered invaluable service to the entire country.

Dr. Nesbitt is an eminent urologist in Nashville

and has served the profession outstandingly as a

practicing physician and a leader of organized

medicine. We are proud of him as an individual

and support his candidacy enthusiastically and

without reservation.

Conclusion

The affairs of this Association have proceeded

in an orderly fashion this year and our position

is optimum at the beginning of a new year. This

enviable position is due to the hard work of the

Board of Trustees, the Council, the many active

committees of the Tennessee Medical Associa-

tion, and the headquarters staff.

It is possible that the medical liability crisis is

beginning to stabilize for the first time in years.

This does not mean that we have a solution but

does indicate that some of the changes that we
have helped implement may be on the right track.

There must be more work to be done and more
time for evaluation before optimism is justified.

My message to you today is to press on to

advance the science and art of medicine and keep

the public trust. Reasonable answers to all of our

problems are not evident now. With hard work
and perseverance we will in the end achieve our

real objectives if we don’t look for easy answers.

REFERENCE COMMITTEE C—accepted the

report of the President with commendation and
expression of gratitude and heartfelt thanks on

behalf of the Tennessee Medical Association for

the many hours of time and effort on their behalf.

The Reference Committee recommended the re-

port be filed.

REPORT OF THE BOARD OF TRUSTEES
W. David Dunavant, M.D., Chairman

The Chairman abstracted his report and gave

the following highlights:

It is the duty and responsibility of the Board

of Trustees to determine the policy of manage-

ment for this Association between sessions of the

House of Delegates. Your Board of Trustees has

worked diligently during the past year carrying

out these responsibilities. A total of six meetings

of the full Board have taken place as well as four

meetings of the Board’s Executive Committee.

Demands upon the Board have increased to the

point that the Executive Committee meets on a

regular basis in between the regular quarterly

meetings of the full Board.

The Board and the Executive Committee acted

upon 127 items of business during the sessions

conducted the past 12 months. Many additional

items and matters were handled by telephone con-

ferences and by mail when possible.

The Board has followed the activities of state

government in implementing Public Law 93-641,

the National Health Planning and Resources De-

velopment Act. This all-encompassing new law

combines previous federal programs such as Re-

gional Medical Programs, Hill Burton, and Com-
prehensive Health Planning into one centralized

program governed by a state coordinating coun-

cil. Nine health systems agencies have been desig-

nated in Tennessee and the importance of physi-

cian participation in these local agencies has been

constantly emphasized by the Board. We urge the

members of this House of Delegates to follow the
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activities of these HSAs and make it your respon-

sibility to see that interested, active physicians are

participating and involved in the local planning

committees in each of the state’s nine areas.

Perhaps the most significant achievement by

the Board during the past year was that of ac-

complishing this House’s directive that a physi-

cian-owned mutual insurance company be formed

in order to provide professional liability insurance

to all eligible physicians across the state. As you

know, this goal was reached on May 15, 1976,

when the State Volunteer Mutual Insurance Com-
pany was legally authorized by the Department

of Insurance of the State of Tennessee to conduct

business and issue policies. At this time last year,

the Joint Underwriting Association was in exis-

tence and uncertainty existed as to when the

newly formed company would be operative. I am
proud to report that this Association’s offspring

is well and growing as a result of the Board’s

efforts. An enormous amount of time and effort

has been expended by individual members of the

Board and others in making the State Volunteer

Mutual Insurance Company a reality.

A special committee of the Board has also

studied the pros and cons of establishing an or-

ganization that would lend support to physicians

who bring countersuits in those cases involving

malpractice claims and lawsuits of a frivolous na-

ture or without just cause. Several state associa-

tions have such committees, namely California,

Michigan, Illinois, and Georgia. Formation of

such a medical protective association would be

separate and apart from TMA; however, assis-

tance to the degree permitted by law can be

given. If such an association were in existence,

funds could be used to assist physicians who
choose to countersue. Continued study is being

made regarding the formation of a medical pro-

tective association.

The Board also appointed a special committee

to investigate and study the feasibility of separat-

ing the Annual Meeting of the House of Delegates

and the General Scientific Session. Considerable

time was spent looking at the methods used by

neighboring state medical associations. Our meet-

ing this year is being conducted in conjunction

with 23 separate medical specialty organizations.

It is becoming increasingly difficult to secure

appropriate meeting facilities to accommodate the

TMA Annual Meeting. The Board did approve

the elimination of the General Scientific Session
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beginning in 1978 when we meet in Knoxville.

This should help to alleviate some of the prob-

lems by making available time and meeting rooms

that are otherwise vacant but not accessible. Ad-

ditional study on the Annual Meeting format will

continue.

The Board’s decision to elevate the former

Assistant Executive Director, Mr. Hadley Wil-

liams, to Executive Director last September has

been well accepted, and the transition has taken

place without difficulty. Mr. Jack Ballentine will

reach retirement age this year and this will be

his last Annual Meeting. His 23 years of devoted

service to medicine has been outstanding and the

Board has assigned him several specific projects

to continue working with and to assist Mr. Wil-

liams. I know members of the House of Delegates

will want to join with the Board of Trustees in

wishing Jack the very best on his well-deserved

retirement. The Board feels very fortunate to

have had a man with the knowledge, experience,

and the ability to step in behind Jack and to

carry on the daily operation of our headquarters

in a manner in which we have been accustomed.

Second Quarter Board Meeting—April 10, 1976

The Board:

—^Appointed standing and special committees of TMA.
—Established and appointed a Committee on Long

Term Care as directed by Resolution 3-76.

—Directed that a WATS telephone line be installed at

TMA headquarters as called for by the House in

Resolution 10-76.

—Referred Resolution 12-76 pertaining to plaintiff’s

responsibilities in malpractice lawsuits to the Com-
mittee on Legislation and to the Ad Hoc Committee

on Professional Liability for recommendation.

—Considered a request from the TMA Auxiliary for

increased assistance, both financial and secretarial,

from the headquarters’ office.

—Considered and made recommendations for increas-

ing physician support of the Malpractice Review

Boards.

Executive Committee Meeting—May 6, 1976

The Committee

:

—^Approved the Travel Committee’s recommendation

that TMA sponsor a Trans-Panama Canal Cruise

February 10-19, 1977.

—Directed the Executive Director to investigate rates

for liability insurance to cover officers, trustees,

councilors, and staff.

—Discussed facilities and arrangements for 1978 Annual

Meeting in Knoxville.

—Conducted interviews regarding the replacement of

the Executive Director upon retirement.
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Third Quarter Board Meeting—July 11, 1976

The Board:

—Approved the actions of the Executive Committee.

—Approved TMA cosponsorship of a seminar on medi-

cal staff and hospital laws and by-laws.

—Submitted nominations to Governor Blanton for

consideration for appointment to the Emergency

Medical Advisory Council.

—Approved the purchase of liability insurance for offi-

cers, trustees, councilors, and staff.

—Appointed Mr. Hadley Williams as Executive Direc-

tor of TMA beginning September 1, 1976.

—Reviewed the governor’s executive order establishing

the state agency to administer the Health Planning

Act and directed that the governor be informed of

TMA’s desire to see a practicing physician represented

on the governing body of the agency.

—Directed the Executive Committee to study the format

of the Annual Meeting.

—Approved an appropriation of $1,000 to the Nashville

Academy of Medicine towards legal fees for defend-

ing physicians in a class action lawsuit.

—Approved an appropriation of $750 towards legal

fees for defending Dr. David Turner who was named
in a lawsuit as TMA’s Third District Councilor.

—Appointed Lawrence R. Nickell, M.D. as Vice-Presi-

dent of TMA for Middle Tennessee.

—Made appointments to various TMA committees on

which vacancies existed.

—Directed TMA staff to investigate the interest of in-

terns and residents regarding the establishment of an

intern and resident business section within TMA.
—Approved Memphis for the 1979 Annual Meeting;

Nashville for 1980; and Gatlinburg for 1981.

—Received a report regarding the implementation of

the Swine Flu Program.

—Approved the third quarter Financial Statement.

Executive Committee Meeting—August 28, 1976

The Committee:

—Received a report on the progress of the Malpractice

Insurance Counter-Education Committee.

—Discussed the feasibility of dividing the House of

Delegates sessions and General Scientific Meetings.

—Appointed a special committee to study countersuits

in malpractice actions.

—Heard a report regarding the possibility of the State

naming a new fiscal intermediary for the Medicaid

Program and directed the President to write the

commissioner of public health to express TMA’s con-

cern over possible disruptment of the Medicaid pro-

gram.

—Outlined the responsibilities of Mr. Jack Ballentine as

Executive Director Emeritus beginning September 1,

1976.

—Approved a recommendation from the Travel Com-
mittee that TMA sponsor a 14-day Black Sea Cruise,

October 5, 1977.

Fourth Quarter Board Meeting—
October 10, 1976

The Board:

—Received a report from Equitable Life regarding re-

imbursement of physicians on a statewide basis

rather than geographic as directed by the TMA
House.

—Approved a plan to implement a malpractice cormter-

education program to be presented to county socie-

ties across the state who request the program.

—Accepted a report from the Constitution and By-

Laws Committee regarding a proposed By-Law

amendment to permit the separation of the House of

Delegates and the General Scientific Meetings.

—Received a report regarding the legal status of estab-

lishing a countersuit committee.

—^Approved sponsorship of a reception during the AMA
convention in June 1977, to assist Dr. Tom E. Nes-

bitt in his candidacy for President-Elect of AMA.
—Directed delegates to AMA to introduce a resolu-

tion calling for the reestablishment of the AMA’s
Department of Medicine and Religion as recom-

mended by TMA’s Committee.

—Accepted the third quarter Financial Statement.

—Accepted the 1977 proposed budget.

—Approved TMA sponsorship of a legislative con-

ference in February 1977.

—^Approved an annual appropriation of $1,000 to the

TMA Auxiliary.

—Approved the sponsorship by TMA of an athletic

injuries conference in 1977 as recommended by the

TMA EMS Committee.

Executive Committee Meeting—
November 17, 1976

The Committee:

—Authorized the installation of an additional telephone

line into TMA headquarters.

—Referred a request from the State Health Planning

Office regarding TMA’s opinion on development of

the State Health Plan to the TMA Committee on

Governmental Medical Services.

—Approved a recommendation from the Finance Com-
mittee that the By-Laws be amended to provide for

placement of funds in federal savings and loan associ-

ations.

—Refused to endorse physician management workshops

without an evaluation and recommendation from the

TMA Committee on Continuing Education.

First Quarter Board Meeting—January 15, 1977

The Board:

—Accepted a recommendation from the Governmental

Medical Services Committee that an ad hoc com-

mittee be appointed to develop recommendations for

the State Health Plan.

—Confirmed actions of the Executive Committee of

November 17, 1976.

—Appointed Board members to the TMA-Student Edu-

cation Fund board of directors and to the board

of the Tennessee Medical Foundation.
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First Quarter Board Meeting—January 16, 1977

The Board:

—Reviewed each TMA standing and special committee

and appointed physicians to serve on these commit-

tees beginning in April, 1977.

—Received a report from the secretary of the Medical

Malpractice Review Boards and approved legislative

amendments to improve the operation of the Boards.

—Nominated Dr. Morse Kochtitzky, Nashville, for con-

sideration by the AMA to serve on the Council on
Legislation.

—Selected physicians to receive the 1977 AMA Dis-

tinguished Service Awards.

—Selected recipients of the 1977 TMA Community
Service Awards.

—Appointed legal counsel and accountant for 1977.

—Received a report regarding membership and directed

that a resolution be introduced at the April meeting

regarding a membership category for students.

—Accepted the 1976 Financial Statement and approved

the 1977 budget.

—Approved an appropriation of $500 to the American
Association for Medical Society Executives at the

recommendation of AMA.
—Directed that a letter be sent to the county medical

societies calling attention to the questionnaire being

sent with annual license registration forms and the

fact that completion was voluntary on the part of

the physician.

Executive Committee Meeting—March 2, 1977

The Committee:

—Received a report from the TMA legal counsel re-

garding inquiries being made by the Federal Trade

Commission and Federal Election Commission and

granted authority to respond to the requests.

—Approved resolutions to be introduced in the House

of Delegates on behalf of the Board of Trustees.

—Discussed and approved policy positions regarding

physicians assistant legislation, living will, confidenti-

ality, and limited medical license.

—Accepted a recommendation from the Public Ser-

vice Committee that the membership be made aware

of problems relating to radiation treatment for cer-

tain conditions given in 1930, 1940, and 1950.

REFERENCE COMMITTEE C—received the

report of the Board of Trustees and recommended

that it be filed.

REPORT OF THE
SECRETARY-TREASURER

James W. Hays, M.D.

The annual audit for the fiscal and calendar

year ending December 31, 1976 has been com-

pleted. The customary examination of Associa-

tion records was made by Mr. Ezra Jones, certi-
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lied public accountant, whose report contains a

summary of accounting policies and pertinent

notes to financial statements as well as the state-

ments themselves. The Association uses the fund

accounting method by specific purposes. The net

value of property has been reduced by recording

depreciation on a straight-line basis and charged

as an expenditure. No provision has been made
for income tax on unrelated income that might

be assessed by the Internal Revenue Service, nor

has any provision been made for possible losses

on notes receivable.

The Association operated again in 1976 with-

out a deficit by virtue of another increase in mem-
bership, an unusually favorable return on invest-

ments, and the traditionally conservative fiscal

policy. A condensed financial report prepared in

a format similar to the annual audit is appended

hereto in order to show the assets, liabilities, fund

balance, operating revenues, and expenditures of

the Association. The complete audit for 1976

is available for examination.

The increase in annual dues commencing in

1977 which was authorized by this House in

1976 came at a most propitious time. It has en-

abled some needed expansion of staff and ser-

vices without reducing our accumulated reserves.

I assure you that your Association remains finan-

cially sound and that its fiscal affairs are being

managed responsibly.

TENNESSEE MEDICAL ASSOCIATION
FUND BALANCE SHEET
OPERATING FUND

December 31

1976 1975

ASSETS
1. Bank Accounts

(Checking and

Savings) $140,887.34 $131,929.64

2. Investments

3. Interfund Notes

500,000.00 500,000.00

Receivable (Student

Education Fund) 29,200.00 29,200.00

4. Property Fund—Fixed

Assets (Land, Build-

ing Equipment—Less

Depreciation) 226,934.86 226,359.08

LIABILITIES

Accounts Payable $ 2,536.49 $ 5,715.14

Accrued Payroll Taxes 105.93 29.22

FUND BALANCES
O & R $667,444.92 $655,385.28

Property $226,934.86 $226,359.08
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TENNESSEE MEDICAL ASSOCIATION
OPERATING FUND

STATEMENT OF REVENUES,
EXPENDITURES AND FUND BALANCE

INCOME
Exhibits and Annual

Year Ended

1976

December 31

1975

Meeting $ 6,574.00 $ 13,703.00

*TMA Dues

**Journal Advertising

($23,713.88)

286,915.00 282,220.00

Investment Income

Building and

44,921.37 33,165.06

Miscellaneous Income: 8,151.78 5,762.52

TOTAL

EXPENDITURES

$346,562.15 $334,850.58

Administrative

***AMA Delegates and

Hospitality

$198,820.59 $169,969.07

Annual Meeting—TMA 20,342.11 17,564.82

Attorney

Board of Trustees

—

4,696.25 37,857.50

Committees-Council

Continuing Medical

9,953.27 8,956.96

Education 25,000.00 25,000.00

Headquarters Building 12,735.58 9,753.96

Health Careers 1,250.00 1,250.00

IMPACT
**Journal-TMA

3,000.00 3,000.00

Legislative Expense

***Staff Salaries and

Employee Insurance

10,305.39 6,869.49

Taxes 7,555.61 6,506.81

Staff Travel 12,623.32 9,448.34

Other Expenses 4,591.86 12,717.00

TOTAL
Excess Journal

$310,873.98 $308,893.95

Costs

Excess of Revenue

($ 23,628.53) ($ 18,359.40)

Over Expenditures 12,059.64 7,597.23

^Additional amount of $19,640.00 of 1976 dues allo-

cated to Journal.

**See Journal Income and Expense Report.

***Included in Administrative Expense.

TENNESSEE MEDICAL ASSOCIATION
JOURNAL INCOME AND EXPENSE
YEAR ENDED DECEMBER 31, 1976

INCOME
Allocation

Total Readership Advertising

of Dues $19,640.00 $19,640.00 $

Advertising 23,713.88 23,713.88

Subscriptions 1,336.00 1,336.00

44,689.88 20,976.00 23,713.88

EXPENSES

Printing and

Distribution $32,402.83 $22,711.60 $ 9,691.23

Editor and

Board 3,000.00 3,000.00

Clerical

Assistance 600.00 600.00

Clipping

Service 812.05 812.05

Supplies 98.44 98.44

Overhead 31,405.09 20,936.73 10,468.36

68,318.41 48,158.82 20,159.59

EXCESS
EXPENSES

($23,628.53) ($27,182.82) $ 3,554.29

REFERENCE COMMITTEE C—received the

report of the Secretary-Treasurer and recom-

mended that it be filed.

REPORT OF THE JUDICIAL COUNCIL
Parker D. Elrod, M.D., Chairman

The Judicial Council met during the annual

session of the Tennessee Medical Association in

April, 1976 in Memphis, Tennessee. There was

a telephone conference call at noon, December

12, 1976.

The Council had been asked to express an

opinion concerning a problem which arose at

Bradley County Cherokee Park Hospital whereby

a notice was sent out concerning a visiting urolo-

gist holding a consultation clinic for December

20-31, 1976 on a one-time basis. It was the

Council’s opinion that as long as such a notice

went to the staff of that hospital only that it was

not an unethical practice. However, they ex-

pressed concern over the appropriateness of such

notices if this was not discussed with the medical

staff prior to the event. Concern was also ex-

pressed relative to the follow-up care of the

patients who were seen in the clinic as well as

arrangements for payment of this consultation

service.

The Council was also asked to review certain

problems in telephone listings. It was the Coun-

cil’s opinion that normally Board certification was

not necessary to be listed under a doctor’s special

field of interest. However, if the local medical

society required Board certification, it would be

necessary on the local medical society level. It

was also pointed out that such doctors should list

themselves in the yellow pages of the telephone

directory only in the communities in which they

are maintaining offices.

It is noticed that the local societies are appar-
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ently active in handling disciplinary problems.

The Council feels that if we can police ourselves

this is far better than any governmental or other

regulatory agencies doing this for us.

I would like to thank the Council members for

the time, energy and wisdom extended by each

of them throughout this past year.

REFERENCE COMMITTEE C—received the

report of the Judicial Council and recommends it

be filed.

REPORT OF THE
EXECUTIVE DIRECTOR
Mr. L. Hadley Williams

This is a most unique report in that for the

first time in 23 years it was not prepared nor

presented by Jack Ballentine. I appreciated the

confidence expressed by the Board of Trustees in

naming me to succeed a man who has seen this

Association grow from a one man plus one sec-

retary staff with very limited duties and respon-

sibilities to the present staff of 14 people attempt-

ing to cope with the multitude of complex prob-

lems facing organized medicine. I assure you I

shall do everything I can to justify that confi-

dence.

As health and medical care issues continue to

increase in number and complexity, the staff,

officers, and Board of Trustees must meet and

deal with challenges without decreasing the at-

tention and effort dedicated to continuing prob-

lems and programs. Consequently, the amount of

time and effort necessary of those who serve con-

tinues to increase. Each year new confrontations

occur and the Tennessee Medical Association,

the one organization representing all practicing

physicians, must exert its influence in a fair but

forceable manner in order to properly represent

its members and their patients.

At the most recent AMA National Leadership

Conference held in Chicago last January, Con-

gressman Paul Simon of Illinois outlined four

ways to prevent assaults on the medical profes-

sion. I believe they are worth repeating. In Con-

gressman Simon’s opinion, the public must per-

ceive that you are not abusing the privileges of

your profession. The public must perceive that

you care about the public, not just your own eco-

nomic interests. You must strive for a higher ethic

than the public imposes upon you. You must look

at the long-range picture and become a leader in

the progress of your profession. He suggested

not living from crisis to crisis, but to think of the

long-range goal of improving the society as a
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whole. I believe his recommendations warrant

attention.

In my opinion, it is the responsibifity and obli-

gation of staff to facilitate intelligent decision

making and to assist in anticipating the future if

at all possible. We must look ahead—as far ahead

as possible if medicine is to survive in anything

like our present form. A concerted effort on the

part of TMA must be initiated towards helping to

solve the single most important issue facing or-

ganized medicine—rising health care costs. Al-

though increases in the past ten years in the cost

of providing care are explainable, the proponents

of nationalized health care are using the issue to

their advantage in promoting government medi-

cine. The current Administration in Washington

has indicated that the rise in health care costs is

a major public policy problem. Physicians should

become more cost conscious and know the cost

of the procedures ordered if at all possible. Less

costly decisions are more likely to be made in an

atmosphere where the threat of malpractice is

better contained. This is another area of great

concern to TMA and to the physician-owned pro-

fessional liability insurance company. Concerted

efforts are under way through TMA’s direction to

create a liability control educational program.

Several such programs have been presented to

county medical societies and others are planned

for the months ahead.

Staff must keep abreast of current issues and

frequent changes in such government programs

as Medicaid, Medicare, HSAs, HMOs, PSROs,

and many others. Staff has taken part in meetings

at the local, state, and national levels on all of

the above programs. Still, new issues, programs

and activities are added annually. As a result,

your staff must remain flexible to cope with these

many diversified challenges. Although each staff

member has routine assignments, newer respon-

sibilities must be shifted as the issues dictate. As

new or changing major issues are encountered,

this shifting of duties is done to best meet the

needs of the moment, as well as the best long-

term needs of the Association.

I do not feel it is appropriate to attempt to

delineate all of your staff’s activities for the past

year. The following are some of the areas in

which staff represented physicians and conducted

the business of TMA:

—Membership administration and recruitment.

—Liaison with county medical societies.

—AMA Delegation staffing at two annual conventions.
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—Cooperation with medical specialty societies.

—Public service programs.

—Publication of the Journal, TMA Newsletter, and

other publications.

—Liaison with allied professional associations.

—Development of TMA legislative program.

—Liaison with members of the Tennessee General

Assembly.

—Dues collection and records maintenance.

—Coordination, planning, staffing of the Annual Meet-

ing, House of Delegates, both regular and called meet-

ings, plus other conferences, seminars, and meetings.

—Liaison with governmental agencies.

—Staffing for the Board of Trustees, officers, and all

committees.

—Maintaining headquarters building and property.

—Budget development and investment of funds.

One of the most important goals is to improve

and strengthen the channels of communications

between TMA and its component county medical

societies and with other health related organiza-

tions as well. Effective communications with its

members is the key to survival for any organiza-

tion. A new telephone system has been installed

at TMA headquarters as a first effort towards im-

proving your staff’s ability to communicate. Addi-

tional improvements are planned.

Financial management and conservation of

funds is a constant consideration by the Executive

Director and the receipt and disbursement of all

funds is subject to the approval of the Secretary-

Treasurer. The annual audit and quarterly finan-

cial statements are prepared for the Board of

Trustees. Only the safest of investments are made

with Association funds.

Because of inflation and the spiral of operating

costs, dues were increased by the House of Dele-

gates last year. At the time, TMA dues were the

lowest of all state medical associations. This year,

Tennessee ranks 38th and TMA dues are well be-

low the average of all state associations. Fourteen

state associations have increased dues over last

year and 19 others levied special assessments in

1976. The projected TMA budget for 1977 is

$481,583, which represents a 33% increase in

the last three years.

TMA Membership Report

All levels of medical organizations need a

strong membership now more than ever before.

Your support is urgently needed to make non-

members aware of the benefits of memberships

and the importance of strength in numbers in

order for the Tennessee Medical Association to

more adequately represent the medical profession.

As of December 31, 1976

1976 1975 1974

Active Dues Paying Members
Active Resident-Intem

3,891 3,770 3,622

Members 37 38 45

Dues Exempt Members: 306 275 279

Veteran Status 301

Postgraduate 1

Military 4

Total 4,234 4,083 3,946

Deaths 37 45 58

AMA members from Tennessee Medical Association:

Active Dues Paying 3,185

Dues Exempt 306

TOTAL ACTIVE 3,491

(82% of TMA members are also AMA members.)

REFERENCE COMMITTEE C—received the

report of the Executive Director with best wishes

to the Executive Director for a long and reward-

ing tenure in this office and reiteration of the as-

surance of the support from the membership of

TMA and recommended that it be filed.

COMMITTEE REPORTS
The following standing and special committees

made annual reports to the House of Delegates:

Committee on Scientific Affairs

Committee on Legislation

Liaison Committee to the Public Health De-

partment

Committee on Governmental Medical Services

Committee on Tennessee Medical Association

Group Insurance

Committee on Constitution and By-Laws

Committee on Hospitals

Communications and Public Service Committee

Conunittee on Continuing Medical Education

Rural Health Committee

Committee on Emergency Medical Services

Advisory Committee to TMA Auxihary

Committee on Mental Health

Committee on Medicine and Religion

Tennessee Medical Association/Tennessee

Nurses Association Joint Practice Committee

Committee on Maternal and Child Care

Committee on Long Term Health Care

Committees not reporting were:

Mediation Committee

Peer Review Committee

Interprofessional Liaison Committee
'

' Committee on Occupational Health
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Committee on Environmental Health Committee on Rehabilitation

Committee on Blood Banks and Medical Liaison Committee to Medical Schools in

Laboratories Tennessee r ^

Abstract of the Minutes of the Meetings of the Board of Trustees

Tennessee Medical Association

Room 4-A, Hyatt Regency—Nashville, Tennessee

The Board of Trustees of the Tennessee Medi-

cal Association conducted two meetings during

the Annual Meeting of the Association in Nash-

ville. The meetings were held at the Hyatt Re-

gency on Wednesday, April 13, and Saturday,

April 16, 1977.

RESUME OF THE BOARD MEETING
APRIL 13, 1977

Members of the Board present:

W. David Dunavant, M.D., Memphis, Chair-

man
Robert L. Allen, M.D., Cleveland

J. Kelley Avery, M.D., Union City

Virgil H. Crowder, Jr., M.D., Lawrenceburg

John B. Dorian, M.D., Memphis

Allen S. Edmonson, M.D., Memphis

William H. Edwards, M.D., Nashville

Mark P. Fecher, M.D., KnoxviUe

Nat E. Hyder, Jr., M.D., Johnson City

Oscar M. McCallum, M.D., Henderson

C. Gordon Peerman, Jr., M.D., Nashville

David H. Turner, M.D., Chattanooga

Joseph L. Willoughby, M.D., Franklin,

Vice-Chairman

Members of the Board absent:

James W. Hays, M.D., Nashville, Secretary-

Treasurer

Also attending were: Mr. Charles L. Cornelius,

Jr., Nashville, TMA attorney, and the TMA
executive staff.

OLD BUSINESS:

(1)

The Board finalized committee appoint-

ments previously presented at the January meet-

ing. (A copy of all committees are contained in

the files at TMA headquarters.) Committees that
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April 13 and 16, 1977

were amended included the Committee on Scien-

tific Affairs, Committee on Legislation, Commit-
tee on Continuing Education, Advisory Commit-
tee to the TMA Auxiliary, and TMA/TNA Joint

Practice Committee.

(2) The Board received a report regarding a

grant from State Volunteer Mutual Insurance

Company to the Tennessee Medical Foundation

for the purpose of conducting liability control

programs across the state.

(3) Confirmation was given to Memphis as the

site for the 1979 Annual Meeting. The dates of

April 4-7 were also confirmed as well as the Air-

port Hilton Hotel as the headquarters.

(4) The Board received a report regarding

suggested amendments to the Medical Malprac-

tice Review Board Act that will be presented

during the current session of the 90th Tennessee

General Assembly.

NEW BUSINESS:

( 1 ) The Board voted to nominate Dr. Francis

Cole, Memphis, to Governor Blanton for reap-

pointment to the Health Facilities Commission.

The Board voted to nominate Drs. Tom E. Nes-

bitt, Nashville, and Robert H. Haralson, Jr.,

Maryville, to Governor Blanton for reappoint-

ment to the Medicaid Medical Advisory Commit-

tee and Dr. Hays MitcheU, Qeveland, to replace

Dr. M. F. Langston on the same Committee.

(2) The Executive Director presented the an-

nual audit for the Board’s information and action

was approved to adopt the audit as well as the

first quarter Financial Statement.

(3) The Board approved a resolution to be

introduced to the House of Delegates supporting

the 17 points regarding any state or federal legis-
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lation dealing with health care adopted by the

AMA House of Delegates.

(4) The Board took the following positions

on resolutions to be presented to the House of

Delegates

:

Resolution 1-77—TMA Medical Student Mem-
bers—support

Resolution 4-77—Tennessee Medical Associ-

ation Auxiliary—support

Resolution 6-77—Living Will—no position

Resolution 7-77—An Act to Amend TCA 23-

3415—opposed

Resolution 8-77—National Health Insurance

—

opposed

Resolution 9-77—Collection and Confidenti-

ality of Health Care Data—no ofi&cial stand

(5) The Board accepted the following state-

ment as developed by the Joint Practice Com-
mittee;

The TMA-TNA Joint Practice Commit-

tee is of the opinion that dispensing of

medications is not within the normal scope

of practice of physicians and nurses in a

joint practice setting. Any exception to

this practice necessitated by locally exist-

ing conditions should be reviewed by local

professional groups and the Board of

Pharmacy.

(6) The Chairman reported receiving a com-

munication from the Tennessee Medical Loan

Scholarship Program regarding omission of the

Tennessee Medical Association Student Loan

Program from a recent officer’s report.

(7) The Executive Director reported that a

new printing contract for publishing the Journal

would go into effect June 1, 1977 along with an

overall increase in printing cost of 25%. Mr.

Williams recommended that TMA increase its

national advertising rates by approximately the

same percent to help offset the increase. He also

reported that the increase in publishing cost was

the first incurred by TMA since 1970.

(8) The Board directed that the Executive

Committee be the appropriate TMA body to

meet with the Tennessee Association for Primary

Health Care to discuss goals pertaining to pri-

mary health care.

(9) The Board heard a report regarding the

organizational meeting of the State Health Co-
ordinating Council as well as recommendations

from the TMA Ad Hoc Committee appointed

to formulate policy regarding the State Health

Plan. Health education, cost containment, co-

ordination of services, and manpower were rec-

ommended by the Committee as the major areas

of concern for health planning.

(10) The Board appointed Dr. Robert L.

Allen, Cleveland, to be TMA’s representative on
the board of directors of the Tennessee Foun-
dation for Health Careers.

(11) The Board voted to adopt a position of

opposition to legislation regarding confidentiality

in human services until further study could be

made.

L. Hadley Williams, Executive Director

RESUME OF THE BOARD MEETING
APRIL 16, 1977

The Board of Trustees convened immediately

following the second session of the House of

Delegates.

Members of the Board present:

W. David Dunavant, M.D., Memphis, Elected

Chairman

Joseph L. Willoughby, M.D., Franklin,

Elected Vice-Chairman

Nat E. Hyder, Jr., M.D., Johnson City

Virgil H. Crowder, Jr., M.D., Lawrence-

burg, Elected Secretary-Treasurer

William O. Miller, M.D., Knoxville

Don J. Russell, M.D., Chattanooga

James H. Donnell, M.D., Alamo
David H. Turner, M.D., Chattanooga

John B. Dorian, M.D., Memphis

C. Gordon Peerman, Jr., M.D., Nashville

William H. Edwards, M.D., Nashville

Allen S. Edmonson, M.D., Memphis
Members of the Board Absent:

Robert E. Clendenin, Jr., M.D., Union City

George W. Holcomb, Jr., M.D., Nashville

Also attending were: Mr. Charles L. Cor-

nelius, Jr., Nashville, TMA attorney. Dr. John

H. Burkhart, Knoxville, Dr. Tom E. Nesbitt,

Nashville, and the TMA executive staff.

( 1 ) The first item of business was to organize

the Board and Dr. David Dunavant, Memphis,

was reelected Chairman. Dr. Joseph L. Willough-

by, Franklin, was reelected Vice-Chairman. Dr.

Virgil H. Crowder, Jr., Lawrenceburg, was

elected Secretary-Treasurer and Mr. L. Hadley

Williams was elected Assistant Secretary-

Treasurer.

(2) As a part of the Board organization, the

Trustees named the committees of the Board,

which are: Executive Committee—Drs. W. David

Dunavant, David H. Turner, John B. Dorian, C.
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Gordon Peerman, Jr., and Virgil H. Crowder,

Jr.; Finance Committee—Drs. Virgil H. Crowd-

er, Jr., George W. Holcomb, Jr., and Joseph L.

Willoughby; Publications Committee—Drs. John

B. Thomison, Addison B. Scoville, Jr., and Oscar

M. McCallum; Committee on Medical Licensure

—Drs. Francis H. Cole, J. Kelley Avery, Mark
P. Fecher, Howard R. Foreman, Eugene W. Fo-

winkle, Harold W. Jordan, Tinnin Martin, Jr.,

and Mr. Charles L. Cornelius, Jr., TMA Legal

Counsel, Consultant; Committee on Exhibits—
Dr. William O. Miller; Ad Hoc Committee on

Confidentiality—Drs. Charles B. Thome, Robert

L. Allen, and John B. Dorian; Committee on

Long Range Planning—Drs. C. Gordon Peer-

man, Jr., John B. Dorian, W. David Dunavant,

James H. Donnell, and David H. Turner; Travel

Committee—Drs. C. Gordon Peerman, Jr., David

H. Turner, and John B. Dorian.

(3) Following the organization of the Board,

appointments were made for Division Coordi-

nators, and the following were nominated and

elected: Division on Scientific Services—Dr. Don
J. Russell; Division on Legislation and Govern-

mental Medical Affairs—^Dr. Joseph L. Willough-

by; Division on Communications and Public Ser-

vice—Dr. James H. Donnell; Division on Health

Services and Socioeconomics—^Dr. Nat E. Hyder,

Jr.; and Division on Medical Education—Dr.

Robert E. Clendenin, Jr.

(4) Matters referred to the Board from the

House of Delegates included Committee Report

No. 23 pertaining to the TMA/TNA Joint Prac-

tice Committee. It was recommended that the

Committee be enlarged, strengthened, and the

scope be increased. Previous Board action in-

creased the size of the Committee and it was

felt the Committee had matters before it which

would broaden the Committee’s scope of ac-

tivities.

(5) Committee Report No. 25 by the Com-
mittee on Long Term Health Care had been

referred to the Board due to the number of

recommendations contained in the report. The
Board requested Dr. William O. Miller to meet

with the Chairman of the Committee, Dr. Carl

Adams, to discuss the recommendations from the

Committee and to report back to the Board at

its next meeting.

(6) Dr. James W. Hays, Nashville, was named
Chairman of the Legislative Committee.

(7) The Board voted to submit the names of

Dr. Joseph L. Willoughby and Dr. David H.

Turner to the governor for consideration for a

position on the Health Facilities Commission.

(8) The Board considered the question of

drug prescribing by nurses and went on record

as opposing legislation now pending before the

General Assembly to permit nurses to prescribe

drugs.

(9) The Board heard a report from Dr. John

H. Burkhart, Chairman of the TMA Student

Loan Fund. Dr. Burkhart reported that all monies

in the fund had been committed to students for

loans and that the program desired to obtain

from TMA a loan in the amount of $25,000 on

an as needed basis. The Board voted to loan

TMA/SEF an amount not to exceed $25,000

for one year.

(10) The Board set July 9-10 for the third

quarter Board meeting and decided to hold the

meeting at Fairfield Glade near Crossville.

(11) The date for the next Executive Com-
mittee meeting was set for May 26, 1911.r ^

L. Hadley Williams, Executive Director

Abstract of the Minutes of the Judicial Council

Nashville,

The Councilors of the Tennessee Medical Asso-

ciation met at 2:30 p.m. in the Davidson Room
of the Hyatt Regency Hotel in Nashville on April

13, 1977. Dr. Parker D. Elrod presided. Mem-

Tennessee Medical Association

Tennessee—April 13 and 16, 1977

bers of the Council present were: Gilbert Ran-

nick, M.D., Johnson City; Felix G. Line, M.D.,

Knoxville; Tames R. Royal, M.D., Chattanooga;

Donald H. Bradley, M.D., Sparta; Anne U. Bol-
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ner, M.D., Fayetteville; Olin Williams, M.D.,

Murfreesboro; Parker D. Elrod, M.D., Center-

ville; Arden J. Butler, M.D., Ripley; James B.

Witherington, M.D., Memphis. Councilor James

H. Donnell, M.D., Alamo, was absent.

(1) The Council discussed the lack of com-

munication between the Judicial Council of the

Tennessee Medical Association and the Board

of Medical Examiners for the State of Tennessee.

The Council agreed to invite Drs. Tinnin Martin

and Eugene Fowinkle to the second meeting to

be held April 16, 1977, to discuss the problem.

(2) The lack of staff to investigate charges

and complaints made to the Council was dis-

cussed at length.

(3) Complaints of Dr. Patrick B. Craven were

discussed and referred to the Councilor represent-

ing his district.

(4) Discussion concerning physician recruit-

ment methods by hospitals was held. It was the

Council’s opinion that gratis office space and

staff personnel given as inducement was not in

itself wrong unless the physician was required

to use only that hospital or to hospitalize a cer-

tain percentage of his patients. The Council re-

iterated that a physician should bill for his own

services with collections being made in an ethical

manner.

The Council adjourned until Saturday, April

16, 1977.

SECOND MEETING OF THE
JUDICIAL COUNCIL

The Council held its second session during

the Annual Meeting of the Association at the

close of the House of Delegates session on April

16, 1977. Councilors absent were: Charles Ham-
ilton, M.D., Nashville (6th District), Charles W.
White, M.D., Lexington (8th District), and

James B. Witherington, M.D., Memphis (10th

District).

(1) The first item of business was the reelec-

tion of Dr. Parker D. Elrod as Chairman of the

Judicial Council.

(2) Dr. Tinnin Martin, Memphis, a member
of the Medical Examiners Board, attended the

meeting and discussed communications between

his Board and the TMA Judicial Council. Dr.

Martin pledged to keep the Council informed of

actions taken by the Board of Medical Exami-

ners. He requested the Council to keep the Board

informed by letter to him and to the Board’s

Secretary, Dr. Howard R. Foreman, regarding

complaints or if information is needed by the

Council.

(3) The Council discussed the feasibility of

TMA staff assisting the Council in investigating

complaints. It was decided the Chairman of the

Council should appear at the next meeting of the

Executive Committee of the TMA Board of

Trustees to discuss the matter.

(4) The TMA staff will be requested to supply

each Councilor with a copy of the newest “Opin-

ions and Reports of the AMA Judicial Council.”

(5) Staff assistance from the TMA headquar-

ters for Council meetings will also be requested

by the Chairman when he appears before the

Board of Trustees.

There being no further business, the Council

adjourned until the next meeting, the date and

place to be announced.

Sojourn in the Ozarks
for sports, scenery

and CME

AMA’s Regional CME
Tan-Tar-A Goif and

Tennis Resort

Osage Beach, Missouri

Sept. 16-18, 1977

Write:

Dept, of Meeting Services

American Medical Association

535 N. Dearborn St.

Chicago, III. 60610
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Nashville—1977

1 ) Outgoing President C. Gordon Peerman, M.D. (left) turning over the gavel to incoming President David

H. Turner, M.D.; 2) 3) 6) 10) 11) General Session guest speakers (in order): Robert L. Sanders, M.D.; B. Win-

fred Ruffner, M.D.; Peter B. Wright, MD.; Robert L. Bell, M.D.; James W. Pate, M.D.; 4) Mrs. E. A. Garrott,

TMAA AMA-ERF Chairman presents an AMA-ERF check to Francis Cole, M.D., for UT-Memphis; 5) Distin-

guished Service Award presented to George T. Proctor, M.D. (right) by Board Chairman David Dunavant, M.D.,

(left); 7) Community Service Award recipient Olin Morris of Memphis; 8) John B. Thomison, M.D., Editor,

TMA Journal, talks with an exhibitor; 9) IMPACT breakfast speakers Mr. Floyd Kephart (left) and Mr. Lamar

Alexander (right).



1) William H. Edwards, M.D., Speaker, presents the Outstanding Physician of the Year Award to Eugene M. Regen,

M.D., of Nashville; 2) J. E. (Jack) Ballentine, Executive Director Emeritus of TMA; 3) 9) Community Service

Award recipients Mr. Teddy Bart of Nashville and Miss Elizabeth Killeffer of Cookeville; 4) 7) Distinguished

Service Award recipients William T. Satterfield, Jr., M.D., of Memphis and Benjamin F. Byrd, Jr., M.D., of Nash-

ville; 5) 6) TMA House of Delegates and TMAA House of Delegates; 8) Incoming President David H. Turner,

M.D., of Chattanooga; 10) Health project contest winners receiving $500 check from Dr. Peerman; 11) Dr. Peer-

man introduces Mrs. George Zirkle, TMAA President, of Knoxville.



1977 TMA Annual Meeting-House of Delegates Composition

First Session: April 13—Second Session: April 16

EX-OFFICIO MEMBERS

OFFICERS
President C. Gordon Peerman, Jr.

President-Elect David H. Turner
Vice-President John S. Burrell
Vice-President Lawrence R. Nickell
Vice-President Robert L. Harrington
Speaker William H. Edwards
Vice-Speaker Allen S. Edmonson

BOARD OF TRUSTEES
W. David Dunavant
Robert L. Allen
J. Kelley Avery
Virgil H. Crowder, Jr.

John B. Dorian
Mark P. Fecher
James W. Hays
Nat E. Hyder, Jr.

Oscar M. McCallum
Joseph L. Willoughby

COUNCILORS
First District Gilbert A. Rannick
Second District Felix G. Line
Third District James R. Royal
Fourth District Donald H. Bradley
Fifth District Anne U. Bolner
Sixth District Olin O. Williams
Seventh District Parker D. Elrod
Eighth District James H. Donnell
Ninth District Arden J. Butler, Jr.

Tenth District James B. Witherington

AMA DELEGATES
John H. Burkhart
Robert H. Haralson, Jr.

Tom E. Nesbitt
A. Roy Tyrer, Jr.

PAST PRESIDENTS
John H. Saffold
Morse Kochtitzky

OTHERS
Eugene W. Fowinkle
John B. Thomison

First Second
Session Session

Present Present
Present Present
Present Present
Present Present

Present Present
Present Present

Present Present
Present
Present Present
Present Present
Present Present
Present Present

Present
Present Present
Present Present
Present Present

Present
Present Present
Present Present
Present Present
Present Present
Present Present
Present Present
Present Present
Present Present

Present

Present Present
Present

Present Present
Present Present

Present
Present

Present Present
Present Present

DELEGATES

EAST TENNESSEE GRAND DIVISION

County Society

BLOUNT James N. Proffitt

Marvin D. Peterson Present
BRADLEY Hays Mitchell Present
CAMPBELL J. L. Walker
CHATTANOOGA-
HAMILTON Jesse E. Adams Present

C. Robert Clark Present
John F. Boxell Present
Billy J. Allen Present
I. Lee Arnold Present
Thomas L. Buttfam Present
H. Barrett Heywood, III Present
David P. McCallie Present
Don J. Russell Present

COCKE Reece B. DeBerry Present
CUMBERLAND
GREENE John L. Shaw Present
HAMBLEN C. C. Blake Present
HAWKINS
KNOXVILLE
ACADEMY Leon J. Bogartz Present

Daniel F. Beals Present
John 0. Nelson, Jr.

William O. Miller Present
George H. Wood
George A. Zirkle, Jr. Present
Joseph B. Moon Present
John T. Purvis

( Charles C. Smeltzer
Mary B. Duffy

McMINN Robert G. Hewgiey Present
W. E. Foree, Jr. (Alt.)'

MONROE James L. Allen Present
ROAN E-ANDERSON Richard A. Dew Present

Harold E. Kerley Present
SCOTT H. M. Leeds Present
SEVIER Charles L. Roach Present

Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present

Present

Present

Present
Present
Present
Present
Present
Present
Present
Present
Present

Present
Present
Present
Present
Present
Present

First
County Society Session
SULLIVAN-JOHNSON Jack E. Butterworth

Joseph K. Maloy
Hugh W. Rule
Sidney A. Wike

WASHINGTON-
CARTER-UNICOI Burgin E. Dossett

D. M. Sholes
Charles E. Allen
Clarence E. Goulding

MIDDLE TENNESSEE GRAND DIVISION
BEDFORD Carl T. Stubblefield Present
BENTON-
HUMPHREYS

BUFFALO RIVER
VALLEY Michael G. Molitor Present

COFFEE C. H. Webb
NASHVILLE
ACADEMY Edmund W. Benz Present

Robert L. Bomar, Jr. Present
George K. Carpenter, Jr. Present
William B. Crenshaw Present
James M. High Present
Robert W. Ikard Present
Malcolm R. Lewis Present
Cullen R. Merritt Present
Howard L. Salyer Present
John L. Sawyers Present
Sarah Sell Present
W. O. Tirrill, III Present
C. Richard Treadway Present
Carter Williams, Jr. Present
Clarence C. Woodcock Present
John K. Wright Present
Carl E. Mitchell Present
James A. O’Neil, Jr.

DICKSON J. T. Jackson
FENTRESS
FRANKLIN Gerald E. Johnson Present
GILES Robert V. Coble
JACKSON Paul M. Burd
LAWRENCE C. E. Taylor Present
LINCOLN William M. Young Present
MACON
MARSHALL Kenneth J. Phelps Present
MAURY Thomas R. Duncan Present
MONTGOMERY R. S. Lowe, Jr. Present
OVERTON Will G. Quarles Present
PUTNAM J. T. DeBerry Present

Charles Jordan (Alt.) Present
ROBERTSON John B. Turner Present
RUTHERFORD Bernard S. Davison Present

John T. Cunningham
SMITH Melvin Blevins
SUMNER Clarence R. Sanders Present

Lloyd T. Brown
WARREN Hoyt C. Harris Present
WHITE Donald H. Bradley Present
WILLIAMSON John B. Youmans Present
WILSON J. C. Bradshaw, Jr. Present

WEST TENNESSEE GRAND DIVISION

CONSOLIDATED Oscar M. McCallum Present
Lee Rush, Jr. Present
Thomas K. Ballard Present
James T. Craig, Jr.

HENRY Thomas M. Minor
MEMPHIS-
SHELBY Thomas G. Dorrity

John D. Pigott Present
Thomas A. Currey
Hollis H. Halford Present
John S. Buchignani, Jr.

Phillip A. Pedigo Present
Rufus E. Craven
James T. Galyon Present
McCarthy DeMere Present
Daniel J. Scott, Jr. Present
Hugh Francis, Jr. Present
Eugene W. Gadberry Present
Paul H. Williams Present
Francis H. Cole Present
Phillip H. Dirmeyer Present
Hamel B. Eason Present
Tinnin Martin, Jr. Present
Dee J. Canale Present
Allen S. Boyd (Alt.)

Evelyn B. Ogle (Alt.)

NORTHWEST J. Howard Ragsdale Present
Hobart H. Beale Present

TIPTON Warren A. Alexander

Second
Session

Present
Present
Present

Present
Present
Present
Present

Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

Present

Present

Present
Present

Present
Present

Present
Present

Present
Present
Present
Present
Present
Present
Present
Present

Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present
Present

Present
Present

Present
Present

Present
Present
Present
Present
Present
Present
Present
Present

? The above information taken from attendance record cards signed by the Delegates.
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Leadership That Heals
JAMES D. MALLORY, JR., M.D., ATLANTA, GA.

I want to tell you, after listening to the music

last night and this morning, if you like the kind

of music I do, I believe if you are good little

boys and girls and say your prayers every night,

when you die you will go to Nashville.

I have taken a prerogative that I guess speakers

often do, and that is to speak on something I feel

is of extraordinary importance, something I have

been concerned about; it is somewhat different

from the announced topic. I am going to talk on

something that I guess I might call for lack of a

better term, bargain basement living, and I will

tell you in a minute what I mean by that.

Let me say, before I go further, though, that

it really is an honor for me to be asked to speak

to this group. I went to high school in Chatta-

nooga. There are three things that have just been

of tremendous importance to my life that I

learned there as I came as a rather cavalier, not

too caring about anything, llth-grade student.

They are that spiritual value is crucial for growth,

development, and fulfillment; that learning might

be important and even possibly fun; and that I

can play the banjo and guitar. And those three

things have meant a lot to me through the years.

I read a rather remarkable book that some of

you may know called The Singer, by Calvin

Miller, who is the only American author I have

ever read who is in the same ballpark as Tolkien,

C. S. Lewis, and George MacDonald. In this book

there is such a poignant conversation between the

World Hater, who is the devil, and the Singer,

who is Jesus Christ, that it started a whole chain

of reaction in my mind, and I immediately had

to get out pencil and paper and jot down some

thoughts. I want to share them with you today

Presented at the Annual Meeting of the Tennessee
Medical Association, Medicine & Religion Breakfast,

Nashville, April 16, 1977. Sponsored by the Committee
on Medicine & Religion of the Tennessee Medical Asso-
ciation.

James D. Mallory, Jr., M.D., received the M.D. de-

gree from Duke University School of Medicine where
he also completed an internship in internal medicine
and a residency in psychiatry. He is certified in psy-

chiatry by the American Board of Psychiatry and
Neurology and holds membership in many professional

organizations including the American Psychiatric Asso-
ciation, Christian Medical Society, and the American
Medical Association. He is currently medical director
of the Atlanta Counseling Center and has recently pub-
lished the book. The Kink and I.

and introduce “bargain basement living” by read-

ing to you this conversation.

Jesus is outside the walls of Jerusalem. He is

going there ultimately to be crucified, and he is

standing outside watching people as they come
and go.

He watched the human commerce flowing through

the rough-hewn gates. Never had he seen so many
people hungry for a living song. They jostled shape-

lessly, a mass of urban sameness. Each hurried

after urgent, unattended business, yet none had
any reason for the press.

The Singer sighed. Sometimes a child would
follow in the madding throng. Already it ap-

peared the youngster tried to learn the routine,

manufactured steps of older men he mimicked in

the way. Reluctant to adopt the business cadence

of the empty throng, the Singer turned and sought

a quiet place beneath the wall. He walked into the

trees.

“Hello Singer,” said the voice he knew too well.

“Welcome to the quiet of the grove. Does the

senseless, empty crowd offend you?”

The Singer’s only offense came in knowing that

the World Hater always seemed to know what he

was thinking.

The Singer said, “How did you manage to make
them cherish all this nothingness?”

The World Hater answered, “I simply make them

feel embarrassed to admit they are incomplete.

A man would rather close his eyes than to see

himself as your Father’s Spirit does. I teach them

to exalt their emptiness and thus preserve the

dignity of man.”

“They need the dignity of God.”

“You tell them that. I sell a cheaper product.”

I want to discuss with you the cheaper prod-

ucts that we are buying, buying—buying daily

as the warp and woof of the air we breathe, of

the mass media. We are absolutely inundated with

the cheaper products, and we live at a level far

below where we were designed to live. I see this

centering primarily around the basic needs that

all human beings have. If I had to define the

ingredients that most likely will make up good

mental health, I would say if a person’s life-style,

relationships with God, and with his fellow man
are such that his three basic emotional needs are

reasonably being met, the odds are rather high

that he will have good mental health. The most

basic needs a person has are to be able to give

and receive love, to feel he is a valuable worth-

while person, and that there is some transcenden-
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tal meaning to his life, that is that there is some
overriding meaning other than just the routine

of daily life, that it fits into a whole, that it’s

going somewhere. These are the most basic needs

we have.

If the needs are not met at their full potential,

we are left with a vacuum. That vacuum is filled

with goodies from the World Hater’s bargain

basement.

Now in regards to the need to give and receive

love, the radical claim of Christianity is that

where we are in our natural capacities to give

and receive love, which vary a great deal, has

nothing necessarily to do with our spiritual status.

Some of us have a happier arrangement of genes

and chromosomes than others. Some have had

loving, relaxed relationships from an early age

and just find it rather easy to give and receive

love. Others find it rather difficult. But regard-

less of where you are with natural “givens,” the

radical claim of Christianity is that the person

who has committed himself to Jesus Christ will

have a supernatural transaction take place. His

being is invaded by the Holy Spirit, and he finds

a new motivation and a new capacity to give and

receive love. And beside that, as he recognizes

the authority of Scripture, he has unchanging

guidelines which are desperately needed today,

when we are being told repeatedly there are no

absolutes, there are no absolute truths, and what

is true today will not be true tomorrow.

In this kind of “99 shades of gray” philosophy,

it is impossible to establish any meaningful ethics

or anything else that would guide us in the ability

to give and receive love, and as man has not filled

this vacuum with God, he seeks the bargain base-

ment living. We see a transition from being able

to give and receive love as we were intended to

do it by God, to what I would call a carefree

casualness unhampered by commitment and re-

sponsibihty. Three best sellers in the last four to

five years have espoused this; the Yale lawyer,

Charles Reich in The Greening of America, Alvin

Tofiier in Future Shock, the O’Neils in Open
Marriage aU are describing and espousing casual,

relatively loosely committed and not lasting

relationships.

I was on a TV talk show describing this as a

problem, and a psychologist’s wife said to me,

superciliously, that she used to think as I did,

but now she has been liberated and is free. One
of the great paradoxes that I see in my office as

a psychiatrist is that the people who are shouting
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the loudest about being free are the most trapped,

enslaved, empty people I ever run across, because

they have reduced themselves to being little more
than persons driven by stimulus response, be-

cause there is no larger significance and meaning
to their life than just a drive to “do their thing.”

We see the vacuum to give and receive love

filled increasingly with pornography and per-

version. There are many people who are led to

the conclusion from all the books they read

—

and they are absolutely flooded with them—that

one of their inalienable rights is always to be

existing in a kind of scintillating ecstasy, un-

hampered by gutsy commitment or responsibility.

And if this is lacking, then something is wrong
with them. We see a transition of love to lust,

and I don’t just mean sexual, but a lustful self-

seeking of “my will, my rights, my desires,”

having the mind set that the object of my love

must earn it, must be loving, must be lovable.

“I keep score. If you happen to come out on
the assets side. I’ll invest a little more in you.”

Now this is hell’s economy, and this is the

mind set that many are living under. This is why,

for example, the divorce rate has gone from one

in four when I was in medical school to one in

three as I entered my psychiatric residency, to

two in five as I finished it, and to one out of every

two now. We have a tremendous need to discover

and to feel that we are valuable, that we are

worthwhile persons, fulfilling a basic emotional

need. The radical claim of Christianity is that we
are created in the image of God, lovingly, pur-

posefully created; that we are the crown of His

creation, designed to have dominion over this

earth; that we are given unchanging guidelines

that lead us into being more worthwhile persons.

We get the message from Scripture that our lives

fit into a meaningful whole under the lordship

of Jesus Christ. We are worthwhile, not just by

creation, and those who have met God through

Christ know that they are worthwhile by then-

position in Him, and are arranging and ordering

their lives in such a way that they are obedient

to the Lord. They discover they are worthwhile

by function, and this is very, very powerful. There

is a profound need to feel that we are worthwhile,

that we are valuable persons.

Basically what we are taught, whether it is

the Time-Life mentality of many books that come

out popularly or over the media or in the uni-

versities, is that our presence on this planet

represents the workings of a mindless mechanism
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through meaningless time and some swampy area

probably rich in methane, zapped by lightning

of unknown etiology, from which some protein-

aceous substance, some amino acids, more com-

plex proteins, and ultimately life are produced.

And this tells you who you are. You are part of

the carbon cycle, that’s who you are.

Now I want to submit to you that just won’t

quite hack it in terms of the desire to feel one

is meaningful and worthwhile. So we have devel-

oped a humanist philosophy to try to attenuate

the pain that the ultimate truth of what the

humanists themselves teach brings, and that is

to exalt man as he is, not as what he can be-

come under God, and to remove the sin concept.

One of the great, great ironies of today, in the

universities and other areas, is that Christianity

often is accused of belittling man. Some worn old

hymn is trotted out that has a phrase like “such

a worm as I” in it, and this is used as Exhibit A
that Christianity belittles man. The irony is that

if the humanistic philosophy is understood and

carried to its logical conclusion, it leads you into

an absolute wasteland. Man is a meaningless

mechanism who is going nowhere except back to

some carbon particles. He is virtually a machine

that is impinged upon by external exigencies from

without and conflicts from within that totally

determine what he does, and that’s it.

I submit to you there is no philosophy, there

is no religious system on the face of this earth

that elevates man to the heights Christianity does.

There is nothing that reveals him as high and as

loved as Christianity does. It’s just simply honest,

and it also points out that we all have a destruc-

tive flaw within us which centers around a kind

of self-centered, self-seeking, grasping fear as our

needs are not met. We want to call the shots our-

selves, run the show ourselves, for fear that we
will lose out; and this separates us from God, it

separates us from ourselves, it separates us from

our fellow man. The radical claim of Christianity

is that this is correctable and one doesn’t have to

do as the humanist might have us do, which is

to look into a mirror each day and say, “Every

day in every way we’re getting better and better.”

I’ll tell you the truth, when I got up at a quarter

of six this morning and looked into the mirror

after staying up rather late and listening to the

Blue Grass folk music last night, the apparition

I saw in the mirror really couldn’t make me
come up with any notion that every day in

every way that I am getting better and better.

About the only thing I could think of was, “Let

us pray.”

Now what all this kind of “man as a de-

termined machine-like creature” does is produce

what I call a Gross National Product Mentahty.

Your value and your worth are strictly related

to your function, to your production. So man
becomes someone to manipulate and to be ma-
nipulated. Our needs are not being met. We are

living in the bargain basement.

Finally, we have a powerful, powerful drive.

We’re made this way—to find meaning and pur-

pose to our lives, an extra dimension, transcen-

dental if you will. Increasing hoards of people

do not have a sense of meaning and purpose.

If there might be such a thing as a national

neurosis, I would say it may center mostly in

this area, of a kind of cynicism about all phases

of government and business, and increasingly

directed at the medical profession, which tra-

ditionally has enjoyed the greatest respect of any

institution in this nation. It has led a prominent

sociologist to call this the Anomic Society from
the Greek “without law,” not referring to law-

lessness, but referring to an increasing number of

people in society who have no basic absolute laws

or principles to build their lives upon. It is the kind

of lawlessness which precludes the possibility of

ultimate meaning and purpose, and yet this is

what we are taught: that there are no absolutes;

everything is relative.

But again, the radical claim of Christianity is

that we are created in God’s image. We are given

a unique personality, unique sphere of influence,

and unique gifts as we are led by the Holy Spirit,

as we have a sense of stewardship of our sphere

of influence. There are people who come into my
sphere of influence who will not come into yours.

There are people who come into your sphere of

influence who wiU not come into mine. There is a

lot of overlap, but the person who begins to re-

ahze that within the framework of his sphere of

influence, he has the capacity to have these emo-

tional needs met, to help others have these needs

met, becomes, if you will, an agent of heahng; and

the person who has this sense of destiny, of mean-

ing, of purpose, has the absolute confidence under

the lordship of Jesus Christ that “all things work

together for good for those who love God, who
are the called according to his purpose.” This

doesn’t mean that God in some direct way causes

everything that happens to you, but that even if

something bad happens to you, because you have

JUNE, 1977 427



done something stupid or somebody else has, or

for some unknown reason, that nevertheless, un-

der his lordship there is an ultimate way in which

to build a sense of meaning and purpose. But if

this need is not met, again we go into the bargain

basement and come up with all kinds of fads, all

kinds of substitutes to fill the vacuum of mean-

inglessness, and all sorts of false messiahs (and

I must say that the mental health profession has

produced many).

Maybe we can fill the vacuum by letting out

a few primal screams. Possibly we can have neu-

ter group therapy and water heated to body

temperature, or maybe a little karate therapy

would do it. Maybe some transcendental medi-

tation with its mindless pagan mantra, or maybe
if we can get hooked up to biofeedback and

have some alpha-wave training, that might bring

peace.

Let me give you a picture of modern man
trying to fill the vacuum of emptiness. He is on a

skateboard, going down hill, nude, wiggling a

hula hoop, yelling primal obscenities in between

closing his eyes and religiously repeating his man-

tra while hooked up to biofeedback, desperately

hoping it’s all going somewhere. Other substitutes

for our lack of meaning and purpose either blot

out the fact that there is no meaning, or they

give some temporary strong feeling that feels

good. Maybe at least you’re alive. The abuse of

alcohol, the abuse of drugs, the abuse of sex,

the involvement in the occult, involvement in

violence, or just plain old busyness are all ways

to fill this vacuum. Many people are busily doing

really very good things, and are one step away

from the hound of heaven who would call them

to a higher living on a higher plain, but are afraid

if they submit to the Lord they’ll lose something,

and they just run by being busy with always the

specter behind that there might be more.

Let me give you the testimony of three Jews

that says there is more for us. First Jesus of

Nazareth: “The thief comes only to steal and

kill and destroy. I have come that you might

have life and have it to the full.”

The witness of a brilliant lawyer, Paul: “No
eye has seen, no ear has heard, no mind has

conceived what God has prepared for those who
love Him. There is nothing in all creation that

will ever be able to separate us from the love

of God which is demonstrated to us through

Jesus Christ, our Lord.”

The testimony of the Jewish fisherman, rather
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raucous, burly Peter: “God’s divine power has

given us everything we need for life and godliness

through our knowledge of Him who called us by
His own glory and goodness. Through these He
has given us His very great and precious prom-
ises, so that through them you may participate

in the divine Nature and escape the corruption

in the world caused by evil desires. For you know
what was paid to set you free from the worthless

manner of life handed down by your ancestors.

It was not something that can be destroyed, such

as silver or gold. It was the costly sacrifice of

Christ who was like a lamb without defect or

flaw. He had been chosen by God before the

creation of the world and was revealed in these

last days for your sake. Through Him, you be-

lieve in God who raised Him from death and
gave Him glory, and so you have faith and
hope and are fixed on God.”

This is God’s challenge: to discover real life.

Christianity is not some asceticism or groveling

loss of selfhood as depicted by many people

in the mental health field and in many other fields.

Christianity uniquely offers life, real life, new
life, abundant life; not a life that is devoid of

sorrow, pain, or conflict, but a new perspective,

new capacities, new motivations, new hopes, and

new relationships that transcend the problems.

As Jesus said, “In this world you will have tribu-

lations, but be of good cheer; I have overcome

the world.”

C. S. Lewis says it is rather remarkable to him

that people settle for so much less than what God
wants to give. Now here is the great paradox of

the Universe, if you will, at least of this planet.

Surrender your life to Christ, and become a vic-

torious child of the King. Seek His will for every

aspect of your life and you will discover a new
freedom that gives you an increased ability to

give and receive love, to feel worthwhile, to be

worthwhile, and to find meaning and purpose in

your life. Now why don’t more of us realize this?

It’s fear, fear from the World Hater. The initial

lie of Satan was that God is in fact holding out

on you. He doesn’t want you to eat that fruit

because you’ll have something He doesn’t want

you to have. He is a pleasure robber. We’re afraid

to cut loose and turn ourselves over to God. We
might lose out. And yet I submit to you this is

the only way to be a winner.

Come out of the bargain basement and enter

the Palace. Smile. The King loves you. He wants

you in His family. irzzp
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AABB Proposes Blood Labeling Alternative to FDA

The American Association of Blood Banks

(AABB) has informed the Food and Drug Ad-
ministration (FDA) that it opposes proposed

FDA regulations that would require all blood

and blood components intended for transfusion

in the United States be labeled as to whether

procured from “paid” or from “volunteer” donors.

At the same time, the AABB announced a com-

prehensive Safe Blood Program which will be

binding upon the more than 2,000 blood banks

and transfusion services which it inspects and

accredits.

In a letter sent to the FDA April 18, Dr.

Richard Walker, AABB president, indicated that

the AABB shares FDA’s concern that the Ameri-

can public be furnished the safest possible blood

whenever and wherever needed. But he disagreed

that the FDA labeling proposal would achieve

that objective, urged further consideration of the

proposal, and offered an alternative which would

address the problems outlined by the FDA com-

missioner.

The FDA labeling requirements are intended

to reduce the use of blood from paid donors,

some of which carries a greater risk of trans-

fusion-associated hepatitis than blood from vol-

untary donors. However, the AABB pointed out

to the commissioner that, while the regulations

would discourage the use of blood purchased

from undesirable high risk sources, they would

also discourage the use of blood from very high

quality paid donor sources presently providing

the safest blood available to some of the most

prestigious medical institutions in the United

States. The commissioner has previously stated

that . . it is not the presentation of money
to the donor that affects the quality of the blood,

but rather the segment of the population from

which paid donors usually come.”

The AABB also expressed concern that medi-

cal institutions in certain areas of the country,

particularly in urban areas with many poor and

disadvantaged citizens, would experience a criti-

cal shortage of blood if the labeling requirements

go into effect. Such institutions traditionally have

had to rely heavily upon blood from paid donors.

It is expected that after the regulations go into

effect, physicians will be reluctant to use such

blood for fear of liability in the event that hepa-

titis occurs from its use.

Dr. Walker’s letter noted that approximately

95% of the blood now used in this country comes

from volunteer donors, and suggested that if FDA
proceeds with the labeling requirements, only

blood from paid donors should be labeled. He
suggested, also, that blood imported into the

United States should be labeled as to country of

origin to assure that blood obtained from for-

eign sources is as safe as that from the United

States.

The AABB set forth its alternative proposal

through a Safe Blood Resolution adopted unan-

imously by its board of directors. In the intro-

duction to the Resolution, the board reaffirmed

its belief—first expressed in 1972—that Associ-

ation members should work toward the use of

100% voluntarily donated blood; however, it also

recognized that under certain circumstances,

blood from compensated donors would be as safe

as that from volunteer sources.

The Resolution sets forth a system of report-

ing and analysis of all blood usage by AABB
members, but would leave individual members

some flexibility in achieving the goals of the

Association and those expressed in the National

Blood Policy of quality, efficiency, availability,

and accessibiUty.

In his comments to the FDA, Dr. Walker ex-

pressed the view that the AABB program is a

“positive step in further reducing transfusion-

associated hepatitis” because it will “identify un-

desirable individuals in both paid and voluntary

donor populations.” The FDA proposal will not

increase the safety of voluntary blood.

The AABB represents nearly 7,000 individual

and institutional members and has provided lead-

ership in the blood banking field for 30 years.

It has been in the forefront of dissemination and

application of scientific knowledge and of tech-

nologic advances to improve and make safe all
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aspects of blood transtusion service. Its technical

manual and its standards are widely recognized

and have been adopted by the DOD and others.

It is a member of the American Blood Com-
mission and strongly supports the National Blood

Policy, which calls for the 100% use of volun-

tarily donated blood.

AABB Safe Blood Resolution

Whereas the availability of a practical means to

test donor blood for products of the hepatitis B virus

(HBV) has confirmed epidemiologic observations that

blood from certain types of paid donors has a sig-

nificantly higher risk of transmitting hepatitis and
Whereas the AABB in its 25 years as the only

organization representing all aspects of blood banking

services has supported the principle that voluntary

donors (as defined by the AABB) provide the safest

blood and components for patients, the AABB board,

on February 8, 1972, recommended to those institutions

which were not using 100% voluntary donors, a set of

goals calling for using 100% voluntarily donated blood

by December 31, 1975, and

Whereas the AABB firmly believes a pluralistic ap-

proach will provide the flexibility needed to achieve

optimal blood banking services in all areas of the

USA and

Whereas the AABB recognizes that a variety of

recruitment policies which provide for accountability

to the donor are necessary to assure an uninterrupted

supply of safe blood to meet patients’ needs and
Whereas scientific evidence has shown that care-

fully selected voluntary donors provide a safe source
for blood, other studies from prestigious institutions

have documented the safety of blood from an equally

carefully selected paid donor population and
Whereas only fragmentary information is available

on the safety of blood and blood components routinely

used and

Whereas reporting of an analysis of the safety of

blood from various donor sources is limited to a

few selected areas and

Whereas social policies, economic considerations

and moral issues have been confused with questions

of safety

The AABB board of directors unanimously adopts

the following resolution:

To be eligible for new and/or continuing AABB
membership and/or participation in the AABB Clear-

inghouse an institution shall annually document to

the satisfacion of the Association that it:

A. collects and/or uses blood and components ob-

tained from 100% voluntary donors as defined

by AABB and maintains a system for identifying,

reporting and recording all cases of suspected

transfusion-associated hepatitis;
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B. or if said institution continues to collect or use

blood and components for transfusion purposes

from donors compensated monetarily, it must es-

tablish the safety of the paid donors. Therefore,

it shall document annually that:

1. its compensated donors are as safe as volun-

tary donors in their own program and other

programs in the same area by providing data

on rates of donor rejection and results of

HBsAg testing,

2. active continuing efforts are made to identify

cases of transfusion-associated hepatitis

(TAH) in hospitals using its blood and com-
ponents,

3. it maintains and uses a registry of unaccep-

table donors;

C. or if said institution obtains all its blood from

one or more outside sources, it shall document
annually that it maintains a surveillance pro-

gram to identify cases of TAH, reports such

cases to the collection facility and appropriate

public health officials, and documents that blood

it obtains from collection facilities using compen-
sated donors is as safe as voluntarily collected

blood.

In adopting the above resolution, the AABB board

reaffirms the principle that it is desirable that all blood

and components be obtained from voluntary donors.

We recognize that the majority of the membership has

attained the goals set in 1972 but that totally to aban-

don payment as a recruitment method will produce

an interruption in the availability of safe blood in

some areas.

All members are encouraged to work towards reach-

ing the goal of using 100% voluntarily donated blood

as soon as possible. The Association will continue to

monitor the progress of the membership in reaching

this goal and will provide assistance and programs

to foster meeting the goal. Annually those members
not collecting or transfusing 100% voluntary blood will

be asked to report why they haven’t reached the goal

and how they are implementing plans to reach the

goal.

It is our opinion that the recommendations we have

made will be a positive step in further reducing trans-

fusion-associated hepatitis by identifying undesirable

individuals in both paid and voluntary donor popula-

tions. We would urge that the federal government, the

American Blood Commission, and others join us in

intensifying efforts to develop recruitment strategies

that will insure an adequate supply of voluntary donors

to meet the 24 hour a day, seven day a week needs

of patients. Studies on donor motivation, better utili-

zation of blood and its components, and the manage-

ment of the blood resource are necessary to evaluate

the effect of various proposals that purport to achieve

the goals of the National Blood Policy, which we
wholeheartedly support. r
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COST
We are now seeing headlines and frequent references in the lay press having

to do with “the rising cost of health care.” It may be that this subject will replace

“medical liability insurance” as the major topic of discussion in the hospital

doctors’ lounge, surgical dressing room, medical society meeting or wherever two
or more practitioners of medicine are gathered together for discussion.

According to recent estimates from HEW, the nation’s total health spending

has increased 31% over the last two years to $139.3 billion in fiscal 1976. This

increased spending reflects higher prices and greater utilization of services. Total

spending on hospitals—which consumed 40% of the $139.3 billion ($55.72

billion)—went up by about 15%.
President Carter has presented to Congress a “Hospital Cost Containment Act”

designed to “limit the growth of the major component of health cost increases

—

rising hospital expenditures.” This bill through a complicated formula is designed

to limit hospital increases to 9% and to discourage unnecessary hospitalization.

It is interesting that federal hospitals and hospitals run by HMOs are exempted.

The HEW estimates also state that total spending for physician services was
up 15% in 1976 to about $26.3 billion. May we in the near future expect such

legislation as the “Doctor Cost Containment Act” with a complicated formula

to limit cost increases to 9%? Secretary of HEW Joseph Califano says no, but

he admits it has been considered by the Administration.

What can we as practicing physicians do about the “rising cost of health care?” I personally feel that

we can do very little to prevent it. We can try to reduce hospital utilization by our patients and minimize

necessary increases in our fees for service, but this will be but a “drop in the bucket.”

The AMA has a Commission on the Cost of Medical Care which has been actively functioning for one

year. This Commission, composed of experts in many fields, is studying this complex problem from four

vantages: Supply, Demand, Technology, and Marketplace. Next January, the Commission will produce

a report with recommendations on how and where costs should be controlled. This report may have

profound long-term effects on medicine—including the private practice of medicine as we practitioners

and our patients have known it up to now.

Those of us who see patients on a one-to-one daily basis know that the greatest cause for increased

overall medical care costs is that more people are requiring and getting more services. When someone
else, whether it be the government or an insurance company, is paying all or most of the cost, there is

no desire on the patient’s part to economize.

Another cause for increased cost of medical care and hospitalization which is frequently overlooked,

is “the high cost of paperwork.” After two years of research, the Federal Paperwork Commission established

by Congress has discovered federal paperwork directly affects consumers. Here are just a few examples

revealed in testimony to the Commission:

(1) A major pharmaceutical company showed that the cost of federal paperwork adds 50 cents to

the price of each prescription.

(2) Several hospitals reported that federal paperwork done costs them $4 per patient per day.

(3) A nursing home operator testified that costs for collecting Medicare and Medicaid payments
amounted to $25,000 per year or approximately $30 per patient per month.

There is no way to find out what the total cost to the federal government (taxpayers) is for the

enormous army of bureaucrats who handle federal paperwork on the receiving end. We do know that HEW
through contracts is spending about $300 million this year for the PSROs which were legislated into

being as the organization to control health care costs.

All of these factors along with more expensive technological advances, increased employee wages, in-

creased cost of supplies, etc., are reasons for “the rising cost of health care.”

The liberal socializers in Washington who are hollering loudest about “the rising cost of health care”

are the same ones who propagated the so-called Health Care Crisis a few years back. They want us

to hang our heads and shamefully admit that we physicians have made medical care too expensive for

most everybody and we should change the whole system of “Delivery of Health Care.”

We physicians who are in the best position to see what is taking place must be knowledgeable and
willing to speak out and explain why health care costs are rising just like the costs of everything

including groceries, gasoline, electricity, and automobiles.

The best medical care in the world is here in the United States and it is expensive. It is obvious, to

those who look at what has happened before, that increased government involvement in medical care

will make it even more costly.

Sincerely,

PRESIDENT

David H. Turner
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So What Else Is New?
For the first time in nearly 20 years, TMA’s

Annual Meeting graced the halls of Nashville.

Many indicators point to its success. Yet there

is one continuing disappointment which carries

over from year to year; too few of you are in-

volved in the workings of TMA. Many of you

came to your specialty society meetings without

ever bothering to register. It wouldn’t have taken

much time, and would have been the least you

could do. '

Though annual meetings are spasms of activity,

the real work of TMA is carried on behind the

scenes in between, both at headquarters and state-

wide, involving numerous committees and just

plain concerned members. The record of most

of this is buried in committee reports which are

not published and which will never again see the

light of day. They deserve better. The fact that

some of what went on will receive special com-
ment below is not to imply at all that the rest

was unimportant.

The most controversial topics addressed at the

session were the perennial questions of National

Health Insurance and so-called Death with

Dignity. Most of the controversy over those

questions occurred in reference committees, so

that for the most part the House sessions were

smooth and expeditious under the expert guid-

ance of Drs. William Edwards and Allen Edmon-
son, Speaker and Vice-Speaker respectively.

As you are all literate, I am going to assume

that you will read and digest the excellent report

of the President, Dr. Gordon Peerman, which

touches on the major issues faced by TMA under

his administration, including professional liability

insurance, national health insurance, the Health

Planning Act, continuing education, relicensure,

quality control, cost containment, and physician

distribution. I will also assume you will read the

report of the Board of Trustees which concerns

their stewardship of the things of the Association

through the past year. The Board is a hard work-

ing group who in addition to carrying on busy,

active practices spend a great deal of their time

working for you. (Sadly, it is often unappreci-

ated.) These two reports will give you a pretty

good overview of the status quo and “not-so-

quo.”

As might be expected, as it has done in the

past, the Legislative Committee under the lead-

ership of Dr. Morse Kochtitzky worked diligently

and long in your behalf, even though you mani-

fested little interest, if attendance at the Legis-

lative Conference in February is any indication.

Fewer than a hundred of the 400 invited phy-

sicians came.

A friend, who is a good doctor, remarked to

me that he has a real beef against TMA staff

for letting a bill he was particularly interested in

a couple of years ago fail to be enacted into law.

Tm sure a lot of you at one time or another have
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felt the same way. My only comment is, “Shame

on you!” I’ll bet no one put the heat on his

representatives to pass it. Neither TMA staff nor

staff plus the Legislative Committee can either

get legislation passed or prevent its passage. The

answer is you! When 200 or so optometrists or

chiropractors descend on Capitol Hill, and no

doctors, or at most two or three and our staff

representative, are there in opposition, which

group is going to get their attention? This has

happened time and again. And who gets the

blame? TMA!
Friends, the TMA is not the staff, nor the

staff plus the officers, nor the Board of Trustees,

nor the House of Delegates. The TMA is you!

If the TMA (that’s you) wants or doesn’t want

legislation, it’s up to them (you). The only time

in memory that TMA has acted en masse and

in concert was on the professional liability situ-

ation. And it got results. The legislature will

listen only when you convince them you believe

your cause is just.

This year the pharmacists and consumer advo-

cates succeeded in their three-year fight to allow

pharmacists to substitute certain drugs, but TMA
was able to make the bill permissive rather than

mandatory, so that you can still maintain con-

trol over your prescriptions. Only eight drugs are

presently affected, but you can look for a con-

tinuing effort to broaden the act, as the legis-

lators are convinced, rightly or wrongly, that great

savings will accrue to the patients from the pur-

chase of so-called generic equivalents. But there

is a major flaw in the bill in the absence of a

requirement that the pharmacist pass savings

along to the patient. He can charge what he

pleases. He lobbyed.

All sorts of non-MDs are busily engaged in

efforts to legally practice medicine. The chiro-

practors want the same privileges and prerog-

atives you have, and are lobbying hard. The psy-

chologists want to admit patients to hospitals,

and they have a bill before the legislature. The
TMA-TNA Joint Practice Committee is address-

ing the question of prescribing and dispensing

of medication by nurse practitioners, and indeed

the whole matter of the practice of medicine by

“allied health professionals” is of great concern

to many Tennessee physicians. Evidence of this

is Resolution 2-77 in which the House went on
record that in the patient’s interest, medical care

requires physician participation. A biU which

would allow nurses and physician assistants to

prescribe drugs under physician supervision was

put over until the next session of the legislature,

and so it is now up to you to convince your

representative that the prescribing of medication

is the practice of medicine and should therefore

be reserved to physicians.

An incredibly bad piece of legislation is the

bill which will require graduates of Tennessee’s

public medical schools either to practice for four

years in an underserved area of Tennessee or to

repay the cost of their education (this is the actual

cost—not tuition). Anyone not signing such an

agreement would be denied admission to the

school. This is patently absurd and impractical,

and is not the way to induce people to practice

medicine in Tennessee, as the legislators and

those high in the administration believe it to be.

Fortunately, Governor Blanton agreed with the

Medical School deans and with TMA and vetoed

the bill.

The AMA has become increasingly successful,

by formation of a student-resident section, in in-

volving medical students in its affairs. To bring

this to state level, the TMA passed a resolution

(1-77) to amend its By-Laws so as to grant full

membership to medical students, and to recom-

mend similar action to its component societies.

The Board and the Committee on Constitution

andBy-Laws is “to devise methods by which house-

staff members and medical students can partici-

pate in the business affairs of TMA.” Bringing

them into active participation in the formative

stages of their career should insure continued

activity later, and so strengthen the organization.

It is sad that so few of our members are pres-

ently involved in the affairs of the Association,

and sadder still that maybe 20% of the doctors in

Tennessee do not even belong. Perhaps earlier

involvement will help turn the trick. It is probably

true that few of those to whom this paragraph

is addressed will ever see it. A deplorable num-

ber of our colleagues go through life practicing

medicine with scarcely a thought of organized

medicine. When they do think of it, it is usually

to condemn it for something they don’t like.

Many do not see it as even a necessary evil.

They view it as totally unnecessary, without rec-

ognizing that their ability to practice their art is

due in no small part to the activities of a few

dedicated people on their behalf.

Maybe it is up to you to evangelize and pros-

elytize.

J.B.T.
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Sic Transit Gloria . . .

Blessed is the mighty king who
Sits beside the weakest man and
Thinks of all their similarities.

Calvin Miller, The Singer

At the indescribably magnificent exhibit of the

Treasures of Tutankhamun I heard a man say,

“These crowds are worse than Disney World. It

could take us an hour to see it.” It was indeed

crowded, and the man already had a considerable

investment in time, because he would have stood

in line at least a couple of hours outside and
more inside the museum. But once in, it is beyond
comprehension that he should want to spend
less than a minute with each of the fifty-odd in-

credibly beautiful objects of gold, ivory, alabaster

and wood, and to rush past the numerous photo

murals depicting the interior and exterior of the

tomb and the careful excavation and restorative

work of Howard Carter. One would have thought

his only reason for coming was, as someone gave

as his reason for climbing Mount Everest, “Be-

cause it is there.”

And perhaps it was.

Sadly, this is our reason for so much that we
rush around doing. It says a lot about the empti-

ness of the existence—I hesitate to say life—that

so many lead. They (we?) just rush around piling

up things and experiences, for no other reason

than to say they have them.

“Old King Tut” was nine years old when he

began to reign, and he was about 19 years old

when he died. Though his life after death would

be forever, there would be all sorts of dangers

to face, even for a god-king, so there were gods

and goddesses to be appeased to keep him and

his young wife safe. Because Osiris, the god of

the underworld, would give him tasks to be per-

formed, Sawabti, or efigies of workers, were taken

along so the king would not have to labor, but

could continue his hunting and fishing, and eating

and drinking. The tomb was stuffed to capacity

with the things which would protect him and

help him enjoy his eternal life.

A recently discovered stele has thrown some

light on this otherwise virtually unknown reign,

and it has indicated the king possessed a high de-

gree of wisdom and social consciousness. Even

so, it doubtless never occurred to him that the

primary function of everyone in his realm was

other than to make certain his every desire was

met. And it certainly never crossed his mind that

he could not take with him all the things which
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filled his tomb. After all, he had always been told

he could. He didn’t know any better. But we do.

Don’t we?

J.B.T.

Onward and Upward—Or Something

We are being pushed, shoved, driven or led,

depending on your viewpoint, into what I can

view only as a national schizophrenia by the cost

of medical care, and as often occurs with schizo-

phrenia, paranoia is developing in various seg-

ments of society, leading to destructive tenden-

cies, self or otherwise. Two mutually exclusive

demands are being made, which I propose to con-

sider briefly, along with some of the mechanisms

currently being proposed to attain them.

The first demand is for high quality “health

care” which includes, but is not synonymous with,

medical care, for all our citizens, regardless of

race, creed, color, place of origin—and fiscal

means. Now, to say that leads to problems is a

vast understatement. It presupposes several

things. One is that there will be sufficient person-

nel and facilities to furnish both preventive health

care for the well and medical care for the sick.

It presumes also that these will be equally avail-

able to President Carter, urban ghetto residents,

Indians on western reservations, Mississippi

sharecroppers, and what have you. And it ignores

the fact that in spite of ample and repeated warn-

ings people continue to smoke tobacco, pop pills,

drive while intoxicated, overeat, and do aU the

things guaranteed to make patients out of well

folks.

There are lots of very sophisticated things we
can do for and to people, such as replace joints,

kidneys or hearts, bypass clogged-up coronary

arteries, take people apart both physically and

mentally, and sometimes put them back together

again, and keep them aUve—or at least not le-

gally dead—for years. All of this costs money

—

lots of money. A person of considerable means

can be reduced very quickly to medical indigency.

Our betters in Washington have proposed various

ways in which to accomplish all of this, most of

them unacceptable to those of us on the business

end.

They have spent a lot of money piling up

bricks and mortar, not to mention expensive

equipment, much of it in relatively, if not abso-

lutely, inaccessible areas, and now they are hav-

ing trouble manning them. Their solution has

been two-fold: regulate doctors by telling them
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what and where to practice; and turn out more

doctors, while also making doctors out of nurses

and medical corpsmen. Carried to its logical con-

clusion, we will develop a race of “Chinese bare-

foot doctors.” Unquestionably, nurse practitioners

and physician assistants have a place as “physician

extenders.” But not being trained as physicians,

they cannot practice medicine. But they may, yet.

To pay for this superb health care system, vari-

ous plans have been espoused to pay for and run

it. Everybody has his plan, and few of the plans

take into account the doctor and his wishes.

Everybody, including the AMA, has his bill be-

fore Congress. This in itself has caused a lot of

conversation, anxiety and paranoia in our own
ranks, but it is, from the knowledgeable view-

point of our leadership, the only way in which

medicine can get its views considered on Capitol

Hill. TMA passed two resolutions about it. One
(8-77) was an emasculated apple-pie-and-

motherhood type of resolution stating that in any

case we don’t want the federal government run-

ning the plan. (If the nation wants to survive fis-

cally it had better not.) The other (10-77) lays

down guidelines for national health legislation.

President Carter, the labor unions, and now
many corporations are committed to passage of

some form of national health insurance, and soon.

This must be clearly distinguished from a national

medical service. The former is a plan to pay for

privately performed medical services. The latter

is medical service performed by the government.

Whether or not the first would inevitably lead to

the second is at present moot. We do not pres-

ently have a national health insurance plan in

effect probably only because the administration

and Congress have looked at the tab, and have

decided some other things need doing first.

What needs doing first brings me to the second

chapter in this rather sordid account. (I promise

it will get worse before it gets better.) Having
looked at the tab, Mr. Carter and his minions

in and outside of Congress have decided that

costs need cutting, or at least holding down, so

legislation is now before the Congress which

would do just that—theoretically. The plan is

outlined in the National News in this issue. It

would clap a lid of a 9% annual increase on hos-

pital revenue, adjusted for increased occupancy.

It would not take into account cost increases, and
would therefore be incentive for hospitals to effect

economies, as costs have been going up at a rate

of about 13%, and a labor-proposed wage in-

crease is going to make it go up even faster.

All this leads to some interesting questions. In

the face of a decreased profit ratio, how does

one effect economies? Restaurants, as an exam-

ple, increase prices. Failing that, they hire fewer

waiters and make the portions of lower quality

food smaller. The service gets bad, and people

go elsewhere. Translated into hospitalese, there

will be fewer nurses, fewer house officers, less and

worse food, and, more important, fewer of those

expensive services. The problem is: There ain’t

no place else to go!

Is President Carter, or his HEW henchmen,

going to say that Patient A can receive renal

dialysis while Patient B cannot? Or that Patient

C can have a coronary artery bypass while Pa-

tient D cannot? You had better believe they

aren’t. There will be guidelines on which—who
will decide? The doctors, that’s who. You will

wind up being the bastard!

I told you it would get worse before it gets

better. Only I can’t right now see “better” any-

where on the horizon until the public first receives

and then gets tired of inferior care. The British

still haven’t revolted and elective surgery there

has been virtually non-existent for years, but then

the British generally are a docile lot. Not so the

inhabitants of the US of A—at least not yet.

They can’t have it both ways, so how do they

want it? By the time they find only one way is

possible, and decide which they want, it may be

too late. The magnificent medical care system

which has been so carefully built over so many
years will have disintegrated.

J.B.T.

Request for Information

To the Editor:

I am convinced that lives now needlessly lost due
to severe systemic reactions to insect stings could be

saved. How? By a greater awareness of the possibil-

ity of such fatal reactions plus knowledge of the ex-

istence of an insect sting kit. The kit is an emergency
first aid measure to stave off anaphylaxis. Because of

my convictions I am presently collecting and corre-

lating data on the incidence of such fatalities.

I am especially interested in time lapse between
sting and death although information concerning
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the following would be helpful: (1) time sequence
of symptoms, (2) previous reactions to insect stings,

(3) medication on hand at time of sting, (4) type

of medication, (5) type of insect, (6) number of

stings, and (7) estimation as to whether or not a

physician or hospital emergency room could have
been reached in time to avoid a fatal outcome.

Thank you.

Claude A. Frazier, M.D.
4-C Doctors Park

Asheville, NC 28801

Complaint

To the Editor:

It was with a great deal of interest that I read the

“Many Purposes . .
.” of your organization in The

Tennessean of April 11, 1977.

May I tell you “My” purpose for this letter?

Since you “are the force in the whole realm of

medical activities” as well as the “innovators of bet-

ter health and medical delivery systems,” is it not

possible to get across to the doctors in your society

and organization to make the patient, rather than

the dollar sign their first concern?

I am not one to become impressed with how many
patients are sitting in an office waiting from 9 until

4, before they are called into the doctor’s office (only

to be left lying on a table waiting an additional hour

before the doctor presents himself). To me this only

means “poor organization and planning—nothing

else.” My time is just as valuable to me as the doc-

tor’s time is to him. And, aside from an occasional

emergency he should know exactly how long a

physical should take—have special days of the week
for his physicals—and then arrange his other ap-

pointments to where the patient is important and

he can take the time to explain and understand him
or her. The doctor should know the hypochondriac

from the really ill person who never calls or goes

to his office unless he or she is almost desperate.

Also, when a patient calls and constantly gets a

busy signal that too does not impress me—it only

means the girl answering the phone has taken it off

the hook and is busy laughing in the back with the

other girls—I’ve noticed this many times!!!

When one finally does get the phone and the doc-

tor is busy (understandably) with a patient, I think

it’s dreadful that a nurse who has been with him
for 25 years and has seen the patient a number of

times has to ask your name (and how to spell it) as

though she’s hearing it for the first time. (Also she

does half of the physical).

What I am saying is: if you plan to “improve and

expand” medical care services, please make doctors

aware “the patient’s” needs are far greater than he

seems to think or feel.

Please ask your doctors not to allow smoking in

their offices. If a person is sick and still smoking

why does an equally sick individual need to be sub-

jected to all that smoke, especially when the latter

one obviously cares about his health and the former

doesn’t care about his own or anyone else’s?
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In the early part of my letter, I mentioned the

doctors today seem to be much more interested in

the money than the patient!! I resent having to sign

in for a “blood pressure check”—taken by the nurse

and charged $15 each time. This is after paying $96
for a physical plus $6 for a pap smear, plus $82 for

a treadmill test.

Then if you need to ask the doctor the results

of your test he’s either out of town, out of the

office, or can’t come to the phone.

Please don’t think this is only one doctor.

I had the most marvelous physician in the world

so I know such persons did exist. However, he

passed away about three years ago and I am still

trying to find one who comes only “close” in his

attitude toward his patients.

I repeat, I do not run to doctors often (who
could afford to, especially when not yet on or near

being on Medicare?). But, I learned this past Novem-
ber that I have been having “very high blood pres-

sure for my age” and I have been trying to avoid

a stroke or heart attack though there is no such his-

tory in my background. I am 5'4V^" tall and weigh

123 lb, and I am beginning to believe the new doc-

tors and their bills and attitude towards their patients

is enough to give one high blood pressure and hyper-

tension (just sitting in their offices).

Surely something can be done!

In checking with my friends—everyone seems to

have the same complaint. Between the “trying to

park your car and then waiting for your appoint-

ment” one can get sick from those things alone!

Plus one feels his doctor just doesn’t really care; one

is simply a number or thing.

It is my feeling Medicare and Medicaid have

brought this about but “whatever,” it should be rem-

edied!

Tel-Med has been the best thing that has come
about in the medical profession. One can learn a

whole lot more about his particular illness than any

doctor I’ve encountered so far.

If you are able to recommend a doctor of the

calibre (should one still exist) I am referring to, I

would certainly appreciate hearing from you.

I do hope your organization succeeds in its en-

deavors as it meets this week “to Better Methods
in the Medical Profession.” With all the progress

and strides made, it seems the doctors do not live

up to the Hypocratic Oath (I’d call it more the

Hypocrite Oath).

Sincerely yours.

Name withheld

Eugene R. Anderson, age 75. Died May 1, 1977.

Graduate of University of Tennessee School of

Medicine. Member of Chattanooga & Hamilton

County Medical Society,
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William Craddock, age 48. Died April 18, 1977.

Graduate of University of Tennessee School of

Medicine. Member of Northwest Tennessee Acad-
emy of Medicine.
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The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

BEDFORD COUNTY MEDICAL SOCIETY
Lana Beavers, M.D., Shelbyville

BLOUNT COUNTY MEDICAL SOCIETY
James R. Delashmit, M.D., Maryville

James Hoyme, M.D., Louisville

Stephen P. Humphrey, M.D., Maryville

Henry S. Nelson, Jr., M.D., Maryville

CHATTANOOGA AND HAMILTON COLTSTY
MEDICAL SOCIETY
Paz A. Fernandez-Cruz, M.D., Chattanooga
John Wade Laramore, M.D., Chattanooga
George Her-Ching Lin, M.D., Dayton
Chung-Yuen Liu, M.D., Chattanooga
Ralph Elgin Nipp, M.D., Chattanooga
Francis Pimentel, M.D., Chattanooga
Robert W. Ridley, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Hasmukh D. Patel, M.D., Trenton
Harold W. Vinson, M.D., Selmer

KNOXVILLE ACADEMY OF MEDICINE
R. Winn Henderson, M.D., Knoxville

Merrill D. Moore, Jr., M.D., Alcoa

LINCOLN COUNTY MEDICAL SOCIETY
Dushyant N. Bhatt, M.D., Fayetteville

Helen G. Jones, M.D., Fayetteville

David R. McCauley, M.D., Fayetteville

Yashwant P. Patel, M.D., Fayetteville

MARSHALL COUNTY MEDICAL SOCIETY
William S. Poarch, M.D., Lewisburg

MEMPHIS AND SHELBY COUNTY
MEDICAL SOCIETY
Harold A. McCormack, M.D., Memphis
D. Jeannette Martin, M.D., Memphis
Ernest H. Mathis, M.D., Memphis
Kit Sanford Mays, M.D., Memphis
Winsor V. Morrison, M.D., Memphis
Robert A. Schriber, M.D., Memphis
Ben Porter Webber, M.D., Memphis
Alvin J. Weber, HI, M.D., Memphis
Thomas J. C. Woods, M.D., Memphis

MONTGOMERY COUNTY MEDICAL
SOCIETY
Thomas M. Cunningham, Jr., M.D., Clarksville

Michael S. Hall, M.D., Clarksville

Joseph W. Miles, Jr., M.D., Clarksville

Gary Lynn Silvey, M.D., Clarksville

Harold F. Vann, M.D., Clarksville

NASHVILLE ACADEMY OF .MEDICINE
Rodger A. Fraser, M.D., Nashville

Roger T. Jackson, M.D., Nashville

A. Knox Patterson, M.D., Nashville

Amos D. Tackett, M.D., Nashville

Richard Bruce Terry, M.D., Nashville

RUTHERFORD COUNTY MEDICAL SOCIETY
S. Frank Carter, M.D., Murfreesboro

WILLIAxMSON COUNTY MEDICAL SOCIETY
James E. Manson, M.D., Fran klin

Joe P. Moss, Jr., M.D., Franklin

Karen Ann Rhea, M.D., Franklin

pci#efMil hcui/

The following physicians have been elected Fellows

of the American College of Physicians: Phillip D.

Bertram, M.D., Cookeville; Carolyn M. Chesney,

M.D., Memphis; Dean R. Conley, M.D., Knoxville;

Abbas E. Kitabchi, M.D., Memphis; John G. Paty,

Jr., M.D., Chattanooga; Burton M. Rudolph, M.D.,

Knoxville; Dwight R. Wade, Jr., M.D., Knoxville.

The following physicians have been elected Fellows

of the American College of Radiology: Henry C.

Blount, Jr., M.D., Chattanooga; Stephen L. Gam-
mill, M.D., Memphis; Jerry W. Grise, M.D., Mem-
phis; Carl T. Stubblefield, M.D., Shelb>wiUe; Claude

M. Williams, M.D., Cookeville.

W. Barton Campbell, M.D., Nashville, was elected

president-elect of the Middle Tennessee Heart Asso-

ciation. Gottlieb Freisinger, M.D., Nashville, was
elected chairman of the board.

John T. Cunningham, M.D., Murfreesboro, has been

installed as president of the Tennessee Academy of

Ophthalmology.

Albert Dittes, M.D., Portland, was honored by that

city with a special day of thanks—Dr. Albert G.
Dittes Day—recognizing his outstanding service to

the Portland community.

Thomas F. Frist, Jr., M.D., Nashville, has been

elected president and chief operating officer of Hos-
pital Corporation of America.

Robert Lash, M.D., Knoxville, has been awarded the

Governor’s Certificate of Appreciation for his work
in emergency medical treatment.
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Grant W. Liddle, M.D., Nashville, has received the

John Phillips Memorial Award from the American
College of Physicians in recognition of his distin-

guished contributions in internal medicine.

B. J. Smith, M.D., Dickson, has been honored by
the Dickson Hall of Fame Committee for his “im-
measurable value to the athletic program in Dickson
County” by the creation of the Dr, B, J. Smith
Award, which will be given annually to recognize
the outstanding athlete at the county high school.

Nathan Siigarman, M.D., Kingston, has been hon-
ored as “Lion of the Year” for the Kingston Lions
Club.

Gus John Vlasis, M.D., Chattanooga, has been
elected Grand Master of the Grand Lodge of Ma-
sons, state of Tennessee.
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Chattanooga & Hamilton County
Medical Society

On May 3, 1977, Dr. Dick D. Briggs, Jr,, profes-

sor of medicine at the University of Alabama in

Birmingham, was the guest speaker at a meeting of
the Chattanooga & Hamilton County Medical Soci-

ety. Dr, Briggs spoke on the subject of “Pulmonary
Embolus.”

Nashville Academy of Medicine

One of the major objectives of the Academy for

1977 is to “reach out” and be more representative

of its membership. In an effort to accomplish this

end, the quarterly meetings of the Academy are being

held at various hospitals in Davidson County which
represent the great majority of the membership. The
March meeting was held at Nashville Memorial
Hospital in Madison; the May meeting was held at

the new Hubbard Hospital, adjacent to Meharry
Medical College; the September meeting will be held

at Baptist Hospital; and the November meeting will

be held at St. Thomas Hospital.

The May 10 meeting of the Academy at Hubbard
Hospital was focused on a matter of great immediate

concern to the medical profession, as well as the

public at large
—

“child abuse.” Studies aimed at the

detection and prevention of this disease were pre-

sented by three Academy members: Mahin Bayat-

pour, M.D., associate professor of pediatrics at Me-
harry Medical College and associate director of the

Child Development Center; Sandra Kirschner, M.D.,

associate professor of radiology at Vanderbilt Medi-

cal School; and James O’Neill, M.D., professor and

chairman of the Department of Pediatric Surgery at

Vanderbilt Hospital and surgeon-in-chief of Chil-

drens Hospital.

444

nolioncil neui/

From the AMA’s Office in Washington, D.C.

Carter Moves to Contain Medical Costs

The Congress has received its first major health
bill from the Carter Administration—a massive and
complicated program for limiting hospital revenues
to a 9% or 10% rise annually. Income from all in-

patients, private as well as federal beneficiaries,

would be affected.

Hospitals exceeding the allowable increase could
be socked with a penalty tax amounting to 150%
of the “overcharges,” Such offenders also would
have to reduce charges the following year.

Physicians’ offices were not affected by the pro-
posed legislation, though Health, Education and
Welfare Secretary Joseph Califano has indicated

this is under study.

The hospital plan received the fanfare of a White
House send-off, with a statement by President Carter

and White House briefings of affected groups and of

reporters. Contrary to some expectations. Carter did

not use the plan as the keystone of a major health

message to Congress, though he mentioned national

health insurance.

“Unrestrained health costs also restrict our ability

to plan necessary improvements in our health care

system,” Carter said. “I am determined, for example,

to phase in a workable program of national health

insurance. But with current inflation, the cost of any
national health insurance program the Administra-

tion and the Congress will develop, will double in

just five years.”

Congressional hearings are expected to open in a

few weeks on the hospital program. There’s no way
the proposal will get through Congress unscathed,

experts believe. The lawmakers have been pushing

to brake the costs of Medicare and Medicaid, but

a cost-control program involving an entire private

industry is a different matter. There is almost no
sentiment in Congress for a revival of wage-price

controls for the economy as a whole.

At the insistence of organized labor, the proposal

contains an exemption for hospital wage increases

which by itself would appear to blow the 9% re-

straint out of the water. A hospital could adjust up-

ward its permissible revenue by the amount of any

wage increase.

Inpatient revenues of the 6,000 acute-care hospi-

tals in this country are covered. Brand new hospi-

tals, federal hospitals, and hospitals controlled by

health maintenance organizations (HMDs) would

be exempt.

The legislation also imposes a limit on new capital

expenditures, fixing a national level for such expen-

ditures below that of recent years and allocating new
capital spending among the states by formula. With
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the assistance of local planning agencies, each state

would determine how the hospitals can make capital

expenditures.

States which operate cost containment programs
which are capable of meeting the federal criteria

could continue their own regulatory approaches.

President Carter said his program will save about

$2 billion in fiscal year 1978—starting next Octo-

ber. This would work out to over $650 million in

the federal budget, over $300 million in state and
local budgets, and almost $900 million in private

health insurance and payments by individuals. In

fiscal year 1980, total savings were put at $5.5 bil-

lion.

The American Hospital Association charged that

the control measure “would severely jeopardize the

provision of hospital care to the American public.”

Hospitals and physicians will unite in opposing it,

the AHA said.

“This proposal would not only prevent hospitals

from increasing services to patients, it would require

some to cut back existing services,” said J. Alexan-

der McMahon, president of the AHA, at a Washing-

ton, D.C. news conference.

“The real victims would be the sick and injured,

and for their sake, hospitals across the country will

unite to oppose this bill.”

McMahon said the Administration’s proposal is

“extremely complicated and would require a huge
bureaucracy to enforce it, further adding to hospital

costs.” He predicted flatly that Congress would reject

the plan.

American Medical Association Executive Vice-

President, James H. Sammons, M.D., said that while

he could not comment in detail on the President’s

proposal without study that “the medical profession

must be concerned about the impact that this con-

centration on expenditures will have on the quality

and availability of hospital care for the American
people.”

Walter J. McNerney, president of the Blue Cross

Association, said a program to limit the rate of

increase in revenues on any segment of the health

care industry, whether hospitals or other providers,

ought to be designed not only to moderate cost in-

creases but, equally important, to provide incentives

for more efficiency within the established revenue

restrictions.” He urged greater ffexibility.

Michael Bromberg, director of the Federation of

American Hospitals (FAH) said the proposal “is

unfair and arbitrary and it will not work. Not only
is it impossible to inhibit inflation by law, but there

is a real danger that by legislating a ceiling on hos-

pital costs, the Administration would be directing

hospitals to cut back on the quality of health care

delivery,” he said.

As Carter described his plan, “This legislation is

not a wage-price control program. It places no re-

strictions on the hospital’s ability to determine its

charges for any particular service. It places no limit

on the size of any wage demand or settlement. The

program establishes an overall limit on the rate of

increase in reimbursements, permitting doctors and

hospital administrators to allocate their own re-

sources efficiently, responding to local needs and

individual circumstances.”

The cost containment system is “intended to flow

directly into a long-term prospective reimbursement

system,” said Carter. Congress and the Administra-

tion are already at work on this long-range system,

he added.

Under the bill, the basic limit on increases in

total inpatient-care revenues would be set by a for-

mula reflecting general price trends in the economy
as a whole, plus an additional amount to accommo-
date some increase in intensity of patient services.

FTC Power Expansion Proposed

A crucial vote is coming soon on legislation to

arm the Federal Trade Commission with strong new
powers over business and to expand its authority

over non-profit groups including medical associa-

tions.

The full House Commerce Committee will be

taking up a bill approved recently by the Subcom-

mittee on Consumer Protection. The issue pits con-

sumer against business interests with important im-

plications for the medical community.

The FTC has been very active for more than a

year in the medical field, taking actions against

medical ethical advertising codes, relative value

scales, antitrust inquiries about possible resistance to

health maintenance organizations (HMOs), challeng-

ing the validity of professional accreditation, among
other moves.

Heretofore, the Agency has not had the power to

act against non-profit associations without contend-

ing that it is dealing with aspects that are essen-

tially commercial. The bill before the House Com-
merce Committees would for the first time make
non-profit, professional groups a clear responsibil-

ity of FTC.

The American Medical Association has urged that

non-profit organizations not be placed under FTC
control.

Testifying against the legislation (H.R. 3816), for-

mer Federal Communications Commissioner New-
ton Minow, speaking for the AMA, warned Con-

gress that an FTC battle could devastate non-profit

groups.

“A host of diverse organizations having little or

no impact on our economy would become subject

to the regulatory jurisdiction of the Commission if

this provision is adopted,” said Minow. “Organiza-

tions such as the Boy Scouts of America, the Demo-
cratic National Committee, the National Association

for the Advancement of Colored People or the

United Fund could suddenly find themselves targets

of an FTC investigation ...”

Under H.R. 3816, the FTC could seize the assets

and records of non-profit associations, and levy
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fines up to $5,000 per day. The AMA warned that

this extreme power was being granted, not to the

normal repository of such authority—the judiciary

—

but rather to a federal agency.

“The cumulative effect of the vast punitive powers
and resources of the FTC would cause all but the

most well-financed organizations to succumb to FTC
pressures and demands,” Minow said. “It is difficult

enough for large business corporations, which can
pass such costs on to their customers, to do battle

with the government. But for a not-for-profit chari-

table, scientific, or educational organization such a

battle can be totally devastating. The ends of jus-

tice are not served where vindication also means
bankruptcy.”

Mr. Minow also warned that charities subject to

such treatment would be hard-pressed and would
be forced to rechannel funds from humanitarian

directions to legal protection.

“Every dollar that the American Cancer Society

was required to spend on Federal Trade Commission
matters would be one less dollar for cancer re-

search.”

Focusing on the health sector, the AMA spokes-

man pointed out that many aspects of the health

field today don’t correspond to the free competition

model, which is the credo of the FTC. For example,

certificate of need requirements, placed on health

care facilities by the 1974 Health Planning Act pre-

vent unrestricted and competitive expansion by hos-

pitals.

“The Federal Trade Commission has gone on rec-

ord as opposing certificate of need laws as anti-

competitive,” said Minow. “If these health care insti-

tutions are brought within the jurisdiction of the

Commission, they will thus be faced with conflicting

governmental obligations.” Similarly, the maximum
allowable cost regulations mandated that costs for

drugs supplied under Medicare and Medicaid should

not be established by free market but rather by a

price fixed by the Department of Health, Education

and Welfare. The AMA spokesman claimed, “Ex-

tension of the FTC’s jurisdiction to organizations

governed by such conflicting policy and regulatory

programs would be inconsistent with previous ex-

pressions of congressional policy in this area.”

Minow cautioned that the proposed extension of

FTC authority would ultimately work against the

public interest.

“Professional societies are continually exhorted to

exercise more supervision and regulation over the

conduct of their members. The Commission, how-
ever, would release these individuals from the ethical

structures of professional associations and subject

the public to action based upon the unrestrained in-

genuity of individual professionals with only the

government able to guard against any excess.”

Fordham Quits HEW

The short and unhappy bureaucratic life of Chris-

topher Fordham, M.D., has been concluded in a
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policy dispute with HEW Secretary Joseph Califano.

Dr. Fordham, designated to be the assistant HEW
secretary for health, spent several weeks on the job

before deciding he had had enough. The physician

returned to the University of North Carolina where
he heads the medical school.

Dr. Fordham’s decision to leave rocked the Wash-
ington health establishment and the HEW Depart-

ment. Fordham concluded the assistant secretaryship

had been stripped of authority and that others in the

Department, especially Califano, would be calling

the shots on health-policy matters.

The nomination of Dr. Fordham was ready to go

to the Senate when he made his announcement in

a brief letter to Califano citing “deep personal rea-

sons.” The North Carolinian would have been the

final member of the HEW top command to be offi-

cially seated at the agency.

The delay in filling the spot, and the reason for

Dr. Fordham’s leaving, is caused by the downgrading

of the position as a result of the HEW reorganiza-

tion in which effective control over Medicare and

quality assurance has been taken from the health

branch of HEW and given to the new Health Care

Financing Administration (HCFA).

U.S. Getting Healthier

The nation’s health shows steady improvement,

according to a 25-year mortality survey by the Na-

tional Center for Health Statistics.

Since 1950 the death rate from stroke and heart

disease declined steadily in those aged 25 to 74 and

deaths from tuberculosis, once a leading cause, now
number 3,000 annually.

Dorothy Rice, the director of the Center, told the

Senate Health Subcommittee, “The spectacular de-

cline in death rates from heart disease may well

reflect improvement in medical care . . . there ap-

pears to have been no reduction in the incidence

of heart disease during this period of sharply declin-

ing mortality.”

The mortality rate from heart disease dropped

30% in those aged 45 to 74, with the biggest gains

coming in the last six years.

The death rate from stroke fell even more sharply

during this period—a 50% decline for the 45-64

age group and a 45% reduction for those 65 to 74.

The aging of the entire U.S. population is demon-

strated by the decline in the overall death rate. After

leveling off in the 1960s the death rate has steadily

declined in the 1970s and reached an all-time low in

1975 of 8.9 deaths per 1,000 population.

Lung cancer had the biggest jump in death rate,

doubling in men and going up four times in women
since 1950. The increase has offset declines in the

death rate from cancer of the stomach, rectum, cer-

vix, and uterus.

Infant mortality declined from 29.2 to 16.1 deaths

per 1,000 live births, but the United States still ranks

15th in infant mortality.
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“The total rate . . . masks persistent differences for

major population groups,” reports Mrs. Rice. The
death rate for black infants is 41% higher than for

whites, and for black infants the mortality rate dur-

ing the first four weeks of life (18.3 per 1,000 live

births) exceeds the death rate of white infants dur-

ing their entire first year of life (14.2).

Mrs. Rice attributes this to the high birth rate

among black teenagers with the attending lack of

adequate prenatal care.

Child Health Legislation Proposed

President Carter has sent an expanded child health

screening program to Congress.

The Child Health Assessment Program (CHAP)
will replace Medicaid’s Early and Periodic Screen-

ing, Diagnosis and Treatment Program (EPSDT)
for children. The CHAP legislation calls for new
spending of $180 million.

Under the bill, the average federal payment to the

states for health care provided to children would
rise from the current 55% to 75%.

Benefits would be extended to children under age

six whose family income level makes them eligible

for assistance but who do not meet additional state

eligibility requirements.

States would be encouraged to assure the avail-

ability of comprehensive health providers for low-

income children.

President Carter said the CHAP program is “ur-

gently needed to assure that more low-income chil-

dren receive regular, high-quality primary and pre-

ventive care.”

cinnouncemenl/

NATIONAL

1977

International College of Surgeons, U.S.

Section, New York

International Congress of Group
Psychotherapy, Sheraton Hotel, Phila-

delphia

National Medical Association, Bona-

venture Hotel, Los Angeles

American College of Surgeons, Big

Sky, Montana

American Rhinologic Society & Inter-

national Rhinologic Society, Kansas

City, Missouri

World Congress of Psychiatry, Hono-
lulu

_
V, J

June 28-

July 4

July 31-

Aug. 5

July 31-

Aug. 5

Aug. 11-13

Aug. 20

Aug. 28-

Sept. 3
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The continuing medical education accreditation

program of TMA has full approval by AMA's
Council on Medical Education. If the continuing

medical education program of your hospital or

medical society is accredited by TMA’s commit-
tee, you may receive for your attendance at its

functions Category I credit for the AMA Physi-

cian’s Recognition Award. If you wish informa-

tion as to how your hospital or society may re-

ceive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are ail educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

fN TENNESSEE

Pathology
Pediatrics

Psychiatry

Radiology
Renal Diseases

Rheumatology
Surgery
Cancer Chemotherapy
General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Thoracic & Cardiac
Urology

. . . William H. Hartmann, M.D,
David T. Karzon, M.D.
Marc H. Hollender, M.D.

A. Evert James, Jr., Sc.M., M.D.
H. Earl Oinn, M.D.

John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, MJ>.

James H. Elliott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

cedures, observing new surgical techniques, and
cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology
Cardiology
Chest Diseases

Clinical Pharmacology .

Dermatology
Diabetes
Endocrinology

Gastroenterology
Hematology
Infectious Diseases ....

Medicine
Neurology
Obstetrics & Gynecology
Oncology
Orthopedics

Samuel Marney, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Robert N. Buchanan, Jr., M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
Sanford B. Krantz, M.D.

ZeU A. McGee, M.D.
Grant W. Liddle, M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. GriflSn, M.D.

Continuing Education Schedule

Aug.-Sept.

Sept. 23-24

September

Oct. 17-22

Internal Medicine Intensive Review

(11 sessions), Paul E. Slaton, M.D.

Pediatric Cardiology: Seventh Annual
Pediatric Symposium, Thomas Graham,
M.D.

Annual Wm. F. Orr Lectureship in

Psychiatry, Marc Hollender, M.D.

Family Practice Intensive Review 1977,

Vanderbilt University School of Medi-

cine; Tennessee Academy of Family

Physicians, Paul E. Slaton, M.D.

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy

and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine
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evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

ALABAMA CHAPTER—AMERICAN
COLLEGE OF EMERGENCY PHYSICIANS

Update 77—Techniques in Emergency Medicine

Aug. 19-20, 1977—Kahler Plaza Hotel, Birmingham.

For information contact: Dr. John Hard, Chair-

man of Registration, P.O. Box 2564, Birmingham,
AL 35202.

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Ultrasound

Three ten-week courses in sonic medicine will be

offered at Bowman Gray School of Medicine on the

following dates: Sept. 12-Nov. 18, 1977; Jan. 2-

March 10, 1978; April 3-June 9, 1978. These
courses, designed to provide background, techniques,

experience, and knowledge to enable the individual

to set up both an ultrasound laboratory and training

program, will cover acoustics, instrumentation, scan-

ning and applications to obstetrics, gynecology, oph-
thalmology, adult and pediatric cardiology, the abdo-
men, the breast, radiation therapy, the urinary tract,

and the nervous system. Participants may attend the

entire course or only those portions of interest to

them.

For information contact: James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Regional Meetings, Postgraduate Courses

The ACP Regional Meetings, lasting one to four
days, are designed for practicing internists and phy-
sicians in related specialties.

The ACP Postgraduate Courses provide the op-
portunity for in-depth study in a wide range of
topics related to internal medicine and its sub-

specialties. Averaging three to five days, they are

directed toward practicing physicians and are pre-

sented in association with medical schools and other

teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American
Medical Association Advisory Committee on Con-
tinuing Medical Education. They fulfill Category 1

requirements for the AMA Physician’s Recognition

Award.
For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Special ACP-MKSAP Courses

The ACP will sponsor 23 courses, providing in-

tensive review of the entire spectrum of medicine,

over a five-day (30 hour) period. These courses

will differ from any ever presented in that they

complement self-learning activities (through the

ACP Medical Knowledge Self-Assessment Program
—IV) and will also serve to prepare physicians

for this fall’s American Board of Internal Medicine
recertification examination.

MKSAP Course Schedule

August

15-19 Atlanta, GA
Burlington, VT
New York, NY

22-26 Birmingham, AL
29-9/2 Baltimore, MD

Seattle, WA
September

7-11 Ann Arbor, MI
Richmond, VA
San Francisco, CA

14-18 Kansas City, MO
26-30 Cambridge, MA

Los Angeles, CA
Philadelphia, PA
Rochester, MN
Washington, DC

October

1-5 Montauk, LI, NY
3-7 Cincinnati, OH

Denver, CO
Houston, TX
Pittsburgh, PA

10-14 Chicago, IL

17-21 Cleveland, OH
New Orleans, LA

A catalog on the courses is available by writing:

Registrar, ACP-MKSAP Courses, ACP, 4200 Pine
St., Philadelphia, PA 19104.

AMERICAN COLLEGE OF
CHEST PHYSICIANS

Current Status and Controversies in Pacemaking

June 23-25, 1977—Hilton Head Inn, Hilton Head,
SC.

Designed for cardiologists, surgeons, and others

involved in the clinical use of cardiac pacemakers.
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this program’s objective is to increase the prac-

titioner’s technical understanding of pacing, in order

to enhance his clinical skill and his ability to analyze

and resolve problems encountered in diagnosing,

implanting, and follow-up with the pacemaker
patient.

For further information on ACCP programs con-

tact: Dale E. Brady, Director of CME, ACCP, 911
Busse Hwy., Park Ridge, IL 60068.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

Practice Management and Economic
Seminar Schedule

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Fla.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

June 13-

July 10 Evaluating Patients with Occlusive

Cerebral Vascular Disease, with Noble

J. David, M.D., chief of the Neurology

Service, Miami Veterans Administra-

tion Hospital.

Papilledema vs. Pseudopapilledema:

Recognition and Diagnostic Considera-

tions, with Richard E. Goldberg, M.D.,

director, and Larry E. Magargal,

M.D., co-director. Retinal Vascular

Unit, Wills Eye Hospital, Philadelphia,

and the Retina Unit of Holy Redeemer
Hospital, Meadowbrook, Pa.

The Beta Adrenergic Theory of Atopic

Disorders, with E. William Rosenberg,

M.D., associate dean. University of

Tennessee College of Medicine, Mem-
phis; and Andor Szentivanyi, M.D.,

chairman. Department of Pharmacol-

ogy, University of South Florida Col-

lege of Medicine, Tampa.
July 11-

August 7 Drugs and the Menopause Workshop,

with John Moyer, M.D., director of

professional and educational affairs,

Conemaugh Valley Memorial Hospital,

Johnstown, Pa.; Elizabeth Connell,

M.D., associate director of health

sciences. Rockefeller Foundation, New
York City, and consultant to FDA Ob-

stetrics and Gynecology Advisory Com-
mittee; Herbert Kupperman, M.D.,

Ph.D., director of endocrinology,

Lenox Hill Hospital, New York City;

Theodore King, M.D., Ph.D., chair-

man, Department of Obstetrics and

Gynecology, Johns Hopkins Medical

School, Baltimore, and chairman of

the FDA Obstetrics and Gynecology

Advisory Committee. This presentation

is part of the American Society for

Clinical Pharmacology and Therapeu-

tics’ Drug Spotlight program.

INSTITUTE FOR SEX RESEARCH
Eighth Annual Summer Program
In Human Sexuality

July 20-29, 1977—Indiana University, Bloomington.

Designed for individuals in the health professions

and related fields, this course includes lectures, panel

discussions, audiovisual materials, and attitude re-

assessment workshops covering sex behavior, socio-

sexual issues, and special sexual problem areas.

Contact: Institute for Sex Research—Summer Pro-

gram, 416 Morrison Hall, Indiana University,

Bloomington 47401.

BOWMAN GRAY
SCHOOL OF MEDICINE

Three Days of Advanced Ultrasound of the

Abdomen and Obstetrics

Aug. 25-27, 1977—Dutch Inn, Lake Buena Vista,

FL.

For information contact: James F. Martin, M.D.,

Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

AMERICAN CANCER SOCIETY
Second National Conference on

Human Values & Cancer

Sept. 7-9, 1977—The Palmer House, Chicago.

Attendance is open to all interested in understand-

ing the changing role the cancer patient is assuming

in our society due to the major advances achieved in

diagnosis and treatment during recent years. This

conference will explore the impact of cancer on the

patient, the family, and the professionals who treat

the patient, with emphasis on interpersonal rela-

tionships, rehabilitation, employability, insurability,

the patient’s right to know his diagnosis and prog-

nosis, his spiritual needs, and his hopes for dramatic

cures. Contact: American Cancer Society, Second
National Conference on Human Values & Cancer,

777 Third Ave., N.Y., NY 10017.

UNIVERSITY OF ILLINOIS

COLLEGE OF MEDICINE
Annual Otolaryngologic Assembly of 1977

Sept. 10-16, 1977—Eye and Ear Infirmary of the

University of Illinois Hospital, Chicago

This condensed basic and clinical program for

practicing otolaryngologists, presented by the Abra-

ham Lincoln School of Medicine, University of Illi-

nois at the Medical Center, is designed to bring cur-

rent information in medical and surgical otorhino-

laryngology to specialists. Contact: Otolaryngology,

1855 W. Taylor St., Chicago, IL 60612. LZZ7"
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THEREAREA
LOTOFPEOPLE

GETTINGBETWEEN
YOUANDYOUR

PAI1ENT.
Medicine today is in the spotlight, subjected to all

kinds of scrutiny. Your control over patient therapy is

being monitored, judged and occasionally abrogated,

sometimes by unknown third parties.

The worry is that in the wake of this focus, the rela-

tionship between you and your patient will be weakened,

without offsetting benefits. Consider three examples:

DrU^ substitution in most states, pharmacy laws,

regulations or professional custom stipulate that your

non-generic prescriptions be filled with the precise prod-

ucts you prescribe. But in the last five years, a dozen or

more State laws have been changed, permitting the phar-

macist in most cases to select a product of the same

generic drug to fill any prescription.

Ironically, this dilution of physician control has

taken place against a background of growing evidence

that purportedly equivalent drug products may be in-

equivalent, since neither present drug standards nor their

enforcement are optimal. In fact, the FDA itself says it

has not enforced the same standards for hundreds of

“follow-on” products that it had applied to the original

NDA approvals. Thus physician control over patient

therapy is being eroded with a risk that patients may be

exposed to drugs of uncertain quality.

The major advertised claim for substitution is reduced

prescription prices for consumers. Yet no documentation

of any significant savings has been produced.

MAC Maximum Allowable Cost, MAC for short, is

a Federal regulation designed to cut the Government’s

drug bill by setting price ceilings for drugs dispensed to

Medicare and Medicaid patients. Unless the prescriber

certifies on the prescription that a particular product is

medically necessary, the Government intends to pay only

for the cost of the lowest-priced, purportedly-equivalent.

generally-available product. The effect of the program
may be that elderly and indigent patients will be restricted

to products which someone in Washington believes are

priced right. Practicing doctors will have little to say about

administration of the program, since Government will

have absolute authority to make its choices stick.

The drug lag The future of drug and device re-

search depends upon a scientific and regulatory environ-

ment that encourages therapeutic innovations. The
American pharmaceutical industry annually is spending

more than $ 1 billion of its own funds and evaluating

more than 1,200 investigational compounds in clinical

research. Disease targets include cancer, atherosclerosis,

viruses and central nervous system disorders, among
others. But there is a major barrier to the flow of new
drugs to your patients : The cost of the research is more

than ten times what it was, per product, in 1962; and

whereas governmental clearance of new drug applica-

tions took six months then, it commonly consumes two

years now.

The FDA needs adequate time, of course, to consider

data. But it is equally clear that the present approval proc-

ess contributes to needless delay of needed therapy.

That’s why the increased efficiency of the drug approval

process is vital to all our futures.

If these issues concern you, we suggest that you make
your voice heard—among your colleagues and your repre-

sentatives in State legislatures and in Washington.

It could make a difference in your practice tomorrow.

1155 Fifteenth Street, N.W, Washington, D.C 20005



New Treatment Prevents Hyaline

Membrane Disease of Premature Infants

A new treatment to prevent hyaline membrane
disease is described in the April 25 issue of JAMA.
A research project at Roswell Park Memorial

Institute, Buffalo, N.Y., confirmed that administra-

tion of plasminogen within 60 minutes of birth

brings a substantial decrease in severe breathing

problems and in death from hyaline membrane dis-

ease in premature newborns.
The most common cause of death in both pre-

mature and full-term infants in the hours following

birth is respiratory difficulty. About half such af-

fected infants are found to have hyaline membrane
disease (HMD).

Statistical studies have shown that HMD and
respiratory distress is the underlying cause of death
in some 9,000 infants each year, approximately 20%
of all neonatal deaths.

Clara M. Ambrus, M.D., of Roswell Park Me-
morial Institute, and colleagues report on a study

involving 500 premature infants. Half were treated

within an hour of birth with plasminogen. Half re-

ceived a placebo.

In the 249 infants in the placebo group, 22 had
mild and 31 severe respiratory distress. Of the last

31, twenty died; 11 had HMD. In the plasminogen-

treated group of 251 infants, mild respiratory

distress developed in 19. This is the reverse of the

ratio observed in the placebo group. Dr. Ambrus
points out. Of the latter 19, six died.

Administration of plasminogen did not change

the overall occurrence of respiratory distress in

premature infants, but its use often converted a

potentially serious disease into a mild one of short

duration requiring minimal care.

Plasminogen is given in a single intravenous in-

jection shortly after birth. It can be administered

by the family physician, obstetrician, or pediatrician,

and a sophisticated intensive care unit is not re-

quired.

Mortality caused by HMD in the plasminogen

group was about one fourth that in the placebo

group.

Sexual Revolution Reflected in

Medical Practice in U.S.

The so-called sexual revolution of the past 10

to 15 years is real, America’s doctors report.

Two thirds of primary care physicians responding

to an American Medical Association poll declare

that the sexual revolution has been “markedly re-

flected” in their day-to-day office practice. The
doctors report an increase in requests for birth

control information, more requests for abortion

information, more incidence of venereal disease, and

456

more requests from patients for help with sexual

problems.

Some of the doctors report they are seeing more
sexually related infections and diseases. Many more
female patients are now taking the birth control

pill. More requests are being received for steriliza-

tion, and doctors are being asked about sex after

heart attacks. Teenagers are less reluctant to be

examined than in the past, and there are more
births to younger parents. More teenagers ask for

sexual counseling.

Almost half of the physicians in the poll say

that patients are asking for sexual counseling much
more frequently in recent years.

How competent are physicians in dealing with

sexual problems of their patients? Two out of three

report they do not believe their medical education

equipped them adequately. Doctors under 35 report

more training in sexual counseling, indicating that

medical schools have begun in recent years to devote

more time to the area. But 90% of the respondents

declare that medical schools should devote even
more time to sexual training.

AMA Proposes Increases in

Carter Health Budget

The American Medical Association has suggested

a series of increases in President Carter’s budget

proposals for various health programs.

In letters to congressional leaders, the AMA said

it was limiting its recommendations for additional

appropriations that would increase the President’s

budget to “those programs that have the greatest

promise for prevention and cost effectiveness to pa-

tients, because we realize that economic conditions

have put an exceptional strain on scarce federal

resources.”

The AMA said that much more than the amount

it has recommended was needed in some areas, but

emphasized its conviction that “no less than the

amounts recommended for these programs” should

be appropriated.

Since many of the programs emphasize preventive

care and are very cost effective, “they represent

the best use of scarce fiscal resources,” the AMA
said.

Among the AMA recommendations:

Maternal and Child Health—The AMA recom-

mends a $50 million increase over the President’s

budget figure of $345,424,000, providing a total of

$395,424,000. This additional amount would allow

the states to extend and improve health services

for mothers and children, as well as providing

additional services to crippled children.

Family Planning—^The AMA requests an increase

of $17 million over the President’s budget of

$123,165,000. This would provide a total of

$140,165,000, enabling this successful program to

expand provision of family planning services to

financially disadvantaged and high risk individuals.

National Health Services Corps—The AMA has

long supported the NHSC as an effective means of

delivering health care to shortage areas. To expand
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the scope of NHSC activities, they suggest that the

President’s request of $37,590,000 be increased by

$8 million. This provides a total amount of

$45,590,000.

Emergency Medical Service—The AMA recom-

mends that the President’s request of $33,625,000 be

increased by $15 million to $48,625,000. This addi-

tional amount would continue the effort to es-

tablish and improve emergency medical services

throughout the nation.

Immunization and Venereal Disease Programs—
The AMA requests an additional $8 million over

the President’s budget of $19 million. This pro-

vides a total of $27 million. This increase is needed

to control such diseases as measles, rubella, polio,

mumps, diphtheria, and tetanus. It would also

allow an increased capability for targeted immuni-

zation programs to stem increases in diseases in

disease outbreaks. For venereal disease, the AMA
recommends a $10 million increase over the $18

million requested by the President for a total amount
of $28 million. This increase would allow an ac-

celerated effort to stem the incidence of these highly

communicable diseases which are now at unac-

ceptable high levels.

Lead Based Paint Poisoning in Children—The
AMA recommends an increase of $2.5 million to

the President’s request of $8.5 million. This would
provide a total of $11 million. This increase would

allow additional assistance to communities in devel-

oping child screening and follow-up programs.

Occupational Health—The AMA suggests an

additional $7 million over the President’s request

of $49,177,000. This provides a total of $56,177,000

and this additional amount would provide funds for

basic research efforts to assure healthful and safe

working conditions.

Mental Health—^The AMA believes that the Presi-

dent’s request of $454,049,000 should be increased

by $60 million to a total of $514,049,000. This

additional amount would give the National Institute

of Mental Health an increased capability in its work
with the states and local communities to prevent

and treat mental disorders. We are pleased with

the high priority the President has placed on this

area of health care.

Alcoholism—The AMA feels the President’s re-

quests of $154,066,000 should be increased by $30
million to $184,066,000. This additional amount
would allow the National Institute of Alcohol Abuse
and Alcoholism to carry out a national program
aimed at accumulating and disseminating knowledge
to increase the level of awareness regarding the

risks and dangers associated with irresponsible drink-

ing and to increase the capacity of the states and

local communities to establish and sustain programs

of prevention, treatment and rehabilitation.

Health Professions Education—The AMA rec-

ommends an increase of $180 million to the Presi-

dent’s request of $544,619,000. This would provide

a total of $724,619,000. By increasing the funds for

health professions schools and student financing,

health care can be made increasingly available to

all segments of the population. It would assist in

alleviating the maldistribution of health professionals

by increasing the available supply of primary care

physicians and auxiliary health personnel.

National Institutes of Health—The AMA rec-

ommends an increase of $256 million to the Presi-

dent’s request of $2,567,371,000. This provides a

total of $2,823,371,000. This additional amount
would allow increases for those institutes that have
demonstrated progress in essential research into the

cause and treatment of disease. The budget as pro-

posed would be a step backward for necessary re-

search in cancer, heart, lung, child health and
human development, aging, dental, eye, and environ-

mental health services.

Programs for Older Americans—The AMA rec-

ommends an increase of $70 million to the Presi-

dent’s request of $423,450,000. This provides a total

budget of $493,450,000. This additional amount
would allow a continued emphasis on service pro-

grams that are aimed at securing and maintaining

independence and dignity for older Americans and
would improve care and services which can prevent

or delay institutionalization of the physically and
mentally impaired elderly.

Food and Drug Administration—The AMA rec-

ommends an increase of $30 million to the Presi-

dent’s request of $279,258,000 for a total amount
of $309,258,000. This additional amount would
allow the FDA to expand its activities to protect

the health and safety of the public.

Indian Health Service—The AMA urges that the

President’s request of $442 million be increased by

$27 million to a total of $469 million. This addi-

tional amount would allow for the recruiting, train-

ing and retention of skilled health professionals to

provide improved health care for Indians. It would
also permit the renovation and expansion of Indian

Health Service facilities which do not meet adequate

standards.

Clinical Center Study of Patients with

Locally Unresectable Carcinoma of the

Pancreas

The cooperation of physicians is requested in the

referral of patients with biopsy-proven locally un-

resectable adenocarcinoma (ductal, acinar, or un-

differentiated type) of the pancreas for studies

being conducted by the National Cancer Institute’s

Medicine Branch at the Clinical Center, National

Institutes of Health, Bethesda, Md.
Otherwise untreated patients without widespread

intra-abdominal or intra-hepatic disease who are

ambulatory and under 65 years of age are po-

tentially acceptable. The studies involve intensive

treatment with radiotherapy and chemotherapy.

Physicians interested in further details and in

having their patients considered for admission may
write or telephone: Attending Physician, Medicine

Branch, National Cancer Institute, Bldg. 10, Rm.
12N226, 9000 Rockville Pike, Bethesda, MD 20014;

Telephone (301) 496-4916. /~ ^
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How's That Again?

“Excuse me, Senator, but I’d like to ask you
about the proposed ceiling on hospital costs.”

“What’s that? Hospital costs? Yes sir, we’ve got

to do something. Why, it costs a fortune—I mean
literally a fortune—to spend a few days in the hospi-

tal now. Even rich men can’t afford to be sick now
days. Why, one of my constituents told me that one
of his friends . . . I’m sorry young man, I didn’t

catch your name—you from the press? What’s your

hometown?”
“No, sir. I’m not from the press. I’m from your

hometown and I am Doctor ...”

“Oh—a doctor! With the AMA boys—right? Well,

you can tell them we’re going to work closely with

them—shoulder-to-shoulder—in their efforts to stem

the tide of socialism, ride herd on those wild men
in HEW and . . .

”

“Senator, I’m afraid you didn’t understand. I’m

not from the AMA. I live and practice medicine in

your hometown. My name is Doctor . .
.”

“Wonderful. I think it’s marvelous that you doc-

tors will take time out of your busy lives to come
to Washington and help us keep things in line. You
know I wanted to be a doctor when I was a young

man. Would have been, too, if my daddy’s luck

hadn’t run out in ’29. Greatest profession there is.

Went to law school after the crash. It was closer to

home and a lot less expensive. So I had to settle for

second best. Only time in my life I ever did, though.

Don’t like to admit defeat. How long you been prac-

ticing medicine Doctor . . . what’s that name again?

Right there in my hometown eh? You related to old

Doc Harlow—his nephew?”
“No sir. Senator. I don’t know Doctor Harlow.

My name is . .
.”

“Well, of course you don’t. Old Doc Harlow
prob’ly died before you were bom. I’m glad to see

some younger doctors back home. Need more of

them like yourself; up-to-date, enthusiastic, vigor-

ous. Maybe if we get more of you around, we can

get you to make house calls again. What can I do for

you, doctor? Would you like to watch your Congress

in action this afternoon? Be glad to have Miss

Rainey show you around the chambers.”

“No, thanks. Senator. I wanted to ask you how
Congress is going to be able to limit the increase in

hospital costs to not more than 9% a year. If their

costs go up—social security, minimum wage, liability

insurance premiums, gas and electricity bills, well,

it just seems to me that ...”

“You see, doctor, our tasks are never simple.

Now you’ve put your finger on the very essence of

Reprinted from the Oklahoma State Medical Associ-

ation Journal (70:77, 1977).

the problem. It’s not going to be easy, but we’ll work
it out. Got a lot of good minds—really good minds

here in Washington and if we all work together we
can find a way to control those runaway hospital

costs. We’d been hoping the hospitals themselves

would find ways to economize. But it looks like

they’re just not getting the job done. They need
help and so do the sick folks back home. So, we’re

going to help them. We’re going to get the job done,

doctor. And of course, we are grateful for your
support.”

“But Senator—if health insurance reimbursements

continue to be reduced and the costs of operating

and staffing a hospital keep going up, the hospitals

will be forced to curtail their services to their pa-

tients as well as their communities. They’ll have no
choice. Some of them will be forced to shut down
altogether.”

“Well doctor, if they can’t find some way to

economize and increase their efficiency, maybe they

should shut down. After all, we all face the same
problems; inflation, inefficiency, fancy offices and
fancier equipment. Mark my word, doctor, if the

hospital people can’t manage with a 9% per year

increase in costs, we’ll show them how it’s done.

That’s what we’re here for. We’ve done it before.

Lots of times.”

“I suppose. Senator, you’re telling me that you’ve

failed only once in your efforts to control runaway
costs by reducing inefficiency and eliminating fancy

offices and fancier equipment and all that.”

“How’s that? Did I say we failed? When was that,

doctor?”

“When you just recently raised your own salaries

some 27%. And aren’t you soon to be awarded
another raise—of close to 9%—so that you can

keep up with the costs of living. Senator? Or have

I been misinformed?”

“Well, perhaps you don’t have all the facts. Doc-
tor .. . what’s that name again—Harlow?” MRJ

[IZZP

found out your accident policy covered
falling off the roof all right, but

not hitting the ground."
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A Perspective on Health
on the

Navajo Indian Reservation
HENRY WILLIAMS, M.D.

The Navajo Indian Reservation, home to the

largest Indian tribe in the United States, is spread

across a rugged southwestern region of desert,

mesas, and canyons. The Reservation is the size

of West Virginia, or larger than ten of our states;

yet its per capita income is less than a fourth

that of all U.S. residents, and life expectancy is

about 10% less than the rest of the population.

This report will describe some of the medical

problems currently facing the Navajo nation, and

attempts at solving these problems, as they have

evolved. Many of the observations here are based

on the writer’s experience as a general physician

serving in the Public Health Service at the Indian

Hospital in Shiprock, N.M. Generally speaking,

the way of life prevalent here is quite different

from that of most of our technological society.

In fact the Reservation may well be worthy of

consideration as what has been recently termed

a “Third World nation in our midst.

The earliest evidence of Navajo existence in the

Southwest dates around 1550. Navajo history is

marked by clashes with Spanish and American

explorers and soldiers. The climax to these events

came with the Long March in 1864, when the

Navajos were forced by the American Army
under Colonel Kit Carson temporarily to leave

their land. This exile, which included an attempt

to make the Navajos agriculturalists in strange

soil, proved to be a failure. In 1868 a treaty was

From the Indian Health Service Hospital, U.S. Public

Health Service, Department of Health, Education, and

Welfare, Shiprock, N.M, Dr, Williams is now with the

Department of Medicine, University of Minnesota Hos-

pitals, Minneapolis.

signed and the people were returned to their land.

The Reservation was established, with a right to

its own legislature and courts.

Medical care lagged, consisting of the efforts

of a few missionaries and government doctors,

until 1955 when the Public Health Service (now

under HEW) took over the medical program

from the Bureau of Indian Affairs. After this

change of hands there were new hospitals, health

centers, and clinics, as well as a few private pro-

grams such as the research-oriented clinic con-

ducted by Cornell University at Many Farms,

Ariz. More physicians and other personnel were

employed, largely on a short-term basis through

the commissioned corps or civil service, adminis-

tered by the Public Health Service. Many young

doctors came in the 1960s as an alternative to

the draft; since then the appeal of the Indian

Health Service has drawn more on a voluntary

basis. Medical care has continued to be provided

free of charge. But obstacles such as the language

barrier, a decentralized population, and lack of

education have made the rampant medical prob-

lems a continuing challenge.

The Reservation itself covers 25,000 square

miles, the greatest portion located in north-

eastern Arizona, the rest in northwestern New
Mexico and southern Utah. Its population is

around 140,000, yet the population growth is

2.5% per year, and the projected population by

the year 2000 is estimated at 300,000.

In spite of there being much land, most of it

is high desert and 70% is considered useless or

nearly so for farming and grazing. Shiprock, in
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the northeastern corner of the Reservation, bene-

fits from irrigation afforded by the San Juan

River; but much of the surrounding land is as

yet not arable. Reservation per capita income

is $900^ (national per capita income in the early

1970s: $3,680). Unemployment in 1974 was

40%, while in the same period Arizona’s un-

employment rate was 5.6%.^ Many of the so-

called unemployed herd sheep or engage in native

crafts such as weaving or silversmithing, but ex-

cept for a few their standard of living is gen-

erally low. Only 44% of homes have running

water and flush toilets, and 59% have elec-

tricity.^

The median educational level of adult Navajos

remains at the fifth grade,^ although this statistic

stands to improve considerably in the near future.

At any rate, basic education in nutrition and

other areas of health remains an unmet need.

Navajo Nation Ambulance

Lack of education is compounded by the rural

isolation in which so many families still live.

Transportation and distance are real problems

in medical care, for while many Navajos now
own pickup trucks, the majority of roads are

unpaved and many are impassable in winter or

after a rain. Failure to keep appointments is

thus understandably common, and many sick

patients come to the hospital much later than

is considered appropriate. Clinics have had to

adjust to doing routine follow-up care on a drop-

in basis, if at aU.

Language is another barrier to ideal medical

care. In most areas of the reservation over half

of the adult patients speak little or no English.

While interpreters are available, this still presents

476

Shiprock Family Practice Clinic—Reception Area

a problem in the physician-patient relationship.

Much may be lost in translation of complex

instructions or concepts, partly because of lack

of equivalence for certain terms in the Navajo

language, and patient rapport is often difficult

to develop. Also to be considered is the lack of

physician continuity, for the majority of phy-

sicians are in government service and spend only

two years on the Reservation. It is partly for

these reasons that the native medicine man, who
remains among his people and speaks their lan-

guage, commands more respect and is accorded

more curative powers.

The Navajo life-style is pastoral; the principal

on-reservation occupation is sheep-herding. Al-

though many now live in towns, traditionally

Navajos live in small family or clan units, scat-

tered across the Reservation in remote areas.

Even so, they are inextricably bound together

by a complex set of beliefs, legends, and cultural

practices. While many Navajos may profess a

degree of Christianity, most still uphold their

traditional religious beliefs, which are relatively

unconcerned with matters of morality and more
involved with mystical powers and healing. Tra-

ditional practices are directed toward the interests

of the individual, around whom communities are

organized and have their attention focused in

times of need. This aspect of reservation life

provides an intrinsic means of meeting medical

needs in various ways.

Healing the sick is in fact the central purpose

of a majority of Navajo religious ceremonies. A
Navajo’s central concern is to “walk in beauty,”

as one song expresses it, or to be in harmony

with the forces of nature.^ To be ill is to be out

of harmony and requires the invocation of time-

honored, complex ceremonies or “Sings” to make
things right again and the patient well. These
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Shiprock Hospital

rituals serve as community events for large groups

in which many of the participants come for the

social benefits, yet at the center there is always

a sick patient and a medicine man who conducts

the healing rites.

A large array of services is in fact available

to a Navajo who seeks relief from illness within

his own culture. He may seek merely sympto-

matic relief, and it is not uncommon for one

or more members of a clan to be familiar with

the various herbs known to be effective for

numerous complaints. Such a person is called

an herbalist, and may claim to be able to relieve

anything from snakebite to venereal disease.

Treatment received in such an informal way

as the mere administration of potions, however,

can only be considered symptomatic. When an

illness is serious or prolonged, the patient’s family

not infrequently seeks formal help from a medi-

cine man. Recently, for example, a young mother

in the Shiprock pediatric clinic hesitated when

hospitalization was recommended for her child.

Her reason was that prior hospitalizations had

not cured her infant’s recurrent diarrhea, and

she had planned to consult a “hand trembler”

so that a Sing could be performed.

Presumably she, like many others, had found

the white man’s medicine no better than that of

the herbalist. What she referred to were the tra-

ditional means of seeking an ultimate cure. She

sought first a diagnosis, which could be provided

by a hand trembler, or visionary capable of

invoking the cause of illness and thence the

means of cure. Such practitioners practice their

art by stargazing, staring, or trembling of the

hands in the presence of the patient. A mystical

aura is developed in the process, the answer to

the patient’s problem coming to the practitioner

as her hands tremble (the practitioner is often a

woman). She then states what has caused the

illness, and prescribes the type of ceremony

—

and which medicine man—is needed for cure.

Medicine men, or Singers as they are called

by the Navajo, are specialists. Each knows only

one or perhaps a few ceremonies, which differ

according to the type of illness or problem en-

countered. This is because of the time and intense

discipline required to master a Sing, which may
take up to five years of concentrated study.^

Each autumn in Shiprock it is traditional to hold

a Yeibichai ceremony, a widely publicized Sing

which lasts for nine days and nights. This is

conducted by a medicine man who fills the time

with seemingly interminable chants, songs, di-

rection of dances, construction of symbolic sand

paintings, and handling of fetishes in special

ways. All the attention is directed to one patient,

though there are many participants. Most cere-

monies are shorter than this one, but all are

filled with intricate detail. Most include social

gatherings and festivity. A medicine man may
be paid up to $500 for a single ceremony, or

the equivalent in livestock or jewelry. He is a

respected member of his community, much the

same as a family doctor or priest would be in

the Anglo world.

Navajos recognize mental and social distur-

bances as well as physical pain as signs of disease,

and there are ceremonies appropriate to each.

One type of ritual is conducted primarily for

disturbing dreams, for example.^ In areas such

as these, traditional ways have been observed

to be highly beneficial to the patient, and the

Anglo medical community has developed liaisons

which take advantage of what the medicine men
have to offer. Each hospital has at least one

trained mental health worker who, along with

physicians, may often refer patients with psycho-
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somatic or other psychiatric problems to native

medicine men.

Traditional Navajo medicine may in fact bene-

fit a wide range of ills, physical ailments included.

In the course of a formal ceremony a patient

finds intense psychological and spiritual support,

both from the Singer and from the community.

Traditional values and powers are invoked, and

a sense of security and well-being is attained.

Such a cultural tradition has undoubtedly been a

key to Navajo survival and identity.

In this cultural setting a young Anglo phy-

sician finds himself up against a degree of compe-

tition and unfamiliar attitudes. Yet Navajos now
are not without appreciation for the services

rendered by Western medicine, considering their

vast medical need. There is an element of com-

placency, engendered partly by the fact that medi-

cal care is provided free, and partly by the

traditional superiority of their native healers. But

attendance at clinics on the Reservation is high

and has risen significantly in recent years.

Annie Wauneka, a Navajo Tribal Council-

woman since 1951, has done much to promote

this change in attitude toward Anglo medicine.

Always active in health matters, Dr. Wauneka
has played a dynamic role in interpretation and

communication among her people. She under-

took an educational program in tuberculosis and

antisepsis, visiting hospitals and personally per-

suading patients to accept modern methods of

care. She helped produce a motion picture on

tuberculosis, initiated a glossary of Navajo-

English medical terms, and participated in radio

programs on medical topics in the Navajo lan-

guage. In 1963 she was one of three women
named by President Kennedy to receive the

Medal of Freedom.®

Today the Public Health Service operates

six Indian hospitals serving the Navajo Reserva-

tion, plus a system of ambulatory clinics which

are staffed by physicians full- or part-time. The

largest hospital, at Gallup, N.M., serves as a

referral center and has a number of specialists.

Certain patients such as neurosurgical cases are

transported by air to Albuquerque or Phoenix.

In addition to the government hospitals there is

a Tribal Health Program, which administers

various activities including training programs for

paramedical employees and emergency medical

technicians, and a new family practice clinic in
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Shiprock. Private sector offerings are scant, but

notable among them is a hospital at Ganado,

Ariz., founded by Presbyterian missionaries and

presently run by the Navajo Health Foundation.

The hospital at Shiprock has 75 beds, with

an occupancy rate of 60% to 70%. It serves a

population of 30,000, and in fiscal year 1976

there were 3,509 admissions (fourth highest

among Indian Health Service hospitals), about

70,000 outpatient visits, and 812 deliveries. There

are 20 physicians on the staff, about half spe-

cialists and the rest general medical officers.

Most of the doctors, dentists, nurses, and phar-

macists are non-Indian; there are a few Navajo

R.N.s and one Navajo physician. Dr. Taylor

McKenzie (only two Navajos have been trained

as physicians).

There is one operating room, shared by the

surgical and OB-GYN services, a two-bed re-

covery room, and a new intensive care unit, not

yet fully staffed. The clinical laboratory is very

busy and offers complete routine hematology,

chemistry, and microbiology services; but it is

plagued by a shortage of personnel, as is the

nursing service.

The types of medical problems seen here are

considerably different from those in most other

areas of the United States. Indian health care

in general has been said in recent years to lag

20 to 25 years behind the rest of the United

States, considering such statistics as a median

age of death for Navajos of 42.3, and a post-

neonatal infant mortality rate greater than twice

the national average (the overall infant mortality

rate is now only 1.2 times the national rate, how-

ever).^ The most common cause of death is

accidents, primarily motor vehicle accidents.

Tabulation of recent mortality figures for selected

noninfectious and infectious causes of death

serves to highlight the differences (Table).
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DISEASE SPECIFIC MORTALITY RATES OF SELECTED

CAUSES OF DEATH ON THE NAVAJO RESERVATION,

FISCAL YEAR 1974, AS COMPARED WITH THE GENERAL
U.S. POPULATION, ALL RACES CALENDAR YEAR 1973

(CY 70*).2
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Motor vehicle accidents 93.1 26.5

Non-motor vehicle accidents 69.8 28.7

Suicides 9.6 12.0

Homicides 16.4 9.8

Alcoholism 26.6 2.r

Gastroenteritis with

diarrheal disease 7.5 1.1

Tuberculosis, all forms 5.5 1.8

Meningitis 2.0 0.7

Septicemias 4.1 2.2

Other infective/ parasitic 4.1 2.3

* Latest published figures for specific diagnosis was 1970.

Alcoholism is considered by many to be the

number one health problem on the Reservation.^

At Shiprock in 1975 trauma accounted for over

60% of total surgical admissions, and alcohol

was known to be a factor in 46% of these.®

It is estimated that up to 40% of all Navajo

outpatient visits are alcohol-related.^ Patterns of

alcoholism are different from those in other seg-

ments of the U.S. population, and they vary

somewhat according to the degree of accultura-

tion to white society which an individual has

undergone. Models of treatment based on experi-

ence with non-Indian alcoholics are often un-

successful. As yet only a few rehabilitative cen-

ters have been established, and their services are

limited. Unfortunately most medical efforts con-

tinue to be focused on acute problems.

A few other diseases pertinent to the Navajo

are worthy of mention. Gallbladder disease has

been called the “Navajo burden,” and so it is

as the incidence is higher than in the general

population, and the course is often more virulent.

One study demonstrated super-saturated bile in

the hepatic ducts of Indians and postulated that

some derangement of liver metabolism may exist

in these patients.'^ Cholecystectomy was the most

frequently performed operation at Shiprock Hos-

pital in 1975. Subacute cholecystitis was the usual

condition with advanced scarring, adhesions, and

edema. Many patients typically delayed surgery

for long periods in spite of repeated episodes of

colic.

Heart disease, the leading cause of death in

the United States, is a lesser problem for the

Navajo. Navajo mortality from ischemic and

cerebrovascular disease combined is 0.43 per

1,000, whereas the U.S. rate for diseases of the

heart is 3.6 per 1,000 and for cerebrovascular

diseases 1.0 per 1,000.^ Rheumatic heart disease

is fairly common, reflecting a high incidence of

streptococcal disease, whereas coronary heart

disease is uncommon. Native medicine men are

apparently aware of some of these relative disease

incidences. One of the author’s patients who was

known to have valvular heart disease, after a

visit to a medicine man, could not be convinced

that the source of his problem was anything other

than his gallbladder.

Diabetes mellitus is common, but milder or

better tolerated than in the general population.

Juvenile diabetes is not seen, and ketoacidotic

coma is uncommon. Oral hypoglycemic agents

are often used rather than insulin. Tolerance of

blood sugars up to 600 mg% for long periods,

without acute complications, is common.®

Reports vary as to the relative incidence of

malignant tumors, but many malignancies have

an incidence comparable to that in the general

population, such as breast and lymphatic tumors.®

Colonic carcinoma is certainly uncommon, com-

prising only 14% of gastrointestinal tumors in

Navajos, contrasted with 45% in non-Indians.®

Various infectious diseases pose serious prob-

lems for Navajos, as noted in the Table. We
see what seems an inordinate number of cases

of childhood meningitis at Shiprock, as there is

a case on the ward more often than not. Many
of these develop complications. Pneumonia is

responsible for 6.2% of hospitalizations, and

63% of these occur in patients aged four or

younger. Gastroenteritis, in which shigeUa is

often the pathogen, is a very serious problem,

with 84% of hospitalizations in the less-than-

four age group. Malnutrition may be implicated

in many of these cases, and poor sanitation and

housing on the Reservation are certainly factors.

Other infections of notably high prevalence

include tuberculosis, otitis media, and venereal

disease. Navajos are also still occasionally sub-

ject to a few diseases peculiar to their geographic

area, including bubonic plague and coccidioido-

mycosis. Trachoma is stiff endemic; a 4% to

10% prevalence was noted in 1971, but recent

figures indicate this has considerably improved.

In spite of what may appear to some a bleak

medical setting, it is worthwhile to consider the
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progress that has been made. In the first 15

years since 1955, the Indian Health Service

noted that in Indians nationwide infant death

rates were down 48%, influenza and pneumonia

death rates were down 40%, and tuberculosis

death rates down 70%. Hospital admissions had

increased by 84%, and outpatient visits were

SVa times higher. Environmental health personnel

have constructed thousands of safe water and

waste disposal facilities.^*’

Much has been accomplished, yet much ob-

viously remains. Dr. Taylor McKenzie believes

that a crucial item needed is a medical school

for American Indians. This idea has grown out

of the facts that few Indians are admitted to

American medical schools, and few Indians who
have received professional educations have re-

turned to their reservations. An Indian medical

school, proposed to be located in the Navajo

area, would provide training in a cultural, eco-

nomic, and medical setting which would en-

courage graduates to remain with their own
people. The Indian Health Care Improvement

Act, signed by President Ford in October 1976

and authorizing over $1 billion in new Indian

health care funds, includes a one-year feasibility

study for the American Indian School of Medi-

cine. Also included in the bill are funds for a

large hospital addition in Shiprock.

The Navajo Health Authority was established

by the Tribe in 1972, “to develop health man-

power training programs appropriate to support

the development of the American Indian Medical

School and to meet the needs of the American

Indians in staffing their health care systems.

One of the most visible existing projects of the

Navajo Health Authority is the Family Practice

Residency program begun last year at Shiprock.

A building was placed adjacent to the hospital

for the new Family Practice Clinic, and the first

resident arrived in January 1976. Plans are being

made to expand the program, which will this

year begin training full-time residents affiliated

with the University of New Mexico.

Also of note is the NHA’s Office of Native

Healing Sciences, which was established to pro-

mote preservation and utilization of traditional

Navajo medicine. The office sponsors an on-

going effort to contact medicine men and enlist

their cooperation in such specific areas as the

treatment and rehabilitation of alcoholics.

The concept of a “Third World nation” within

the borders of the United States is ironic and

startling, yet the reality exists. Indian self-de-

termination as well as the Indian Health Service

have, however, made great strides in the past 20

years. Working on the Reservation is a fasci-

nating experience, and a rewarding one in an

area of such great medical need. /-" ^
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FRAUD AND ABUSE: A DISTINCTION
The words “fraud” and “abuse” are often used interchangeably in reporting problems

with persons and agencies providing service to Medicare and Medicaid patients. But there

is a distinction.

The term “fraud” is defined, for purposes of imposing penalties under the Social Security

Act, as the making (or causing to be made) of “any false statement or representation”

of a material fact “willfully, knowingly, and with intent to deceive.” As such, it is subject

to conviction of a misdemeanor and fines.

The term “abuse” may include fraud, but is not necessarily fraud.

The term “abuse” is defined as “a corrupt practice or custom; improper use or treatment;

or misuse.” The term “abuse” is commonly used to refer to overutilization of medical and

health services or the provision of services not considered medically necessary. The criminal

intent of “fraud” may be absent in such cases.

Less confusion in the public’s mind might occur if the terms were not used interchangeably.

Frank Campion, Director of Public Relations

American Medical Association
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The Allergy GAME.
(Goals., Assumptions., Methods, Ethies)

Part II

Premature Labeling

The medical director of a large, federally

contracted industry had some 6,000 persons

under his watchful care. He was concerned.

Prepaid health care plans had included allergy

diagnostic and treatment services. He wondered

if there might be some abuses here. Diverse ap-

proaches and expensive protocols, time lost from

employment for periodic shots for allergy pa-

tients, and frequent treatment failures had him

buffaloed. His consultant in allergy was asked to

keep one eye open, during the course of a year’s

monitoring of periodic physical examinees, for

unusual occurrences relative to the industry’s

employees having sought and/or obtained allergy

diagnosis and treatment.

Soon there came a particular patient, neither

pleased nor disgruntled with his allergy care.

He was on vaccine. Yes, he had seen a physician,

but only briefly, and only once. Indeed, his

allergy tests had been performed by a “para-

medical allergist,” and all further management

had been at the hands of this man. At least two

physician offices patronized the services of the

paramedical allergist; one of the offices em-

ployed him and, at least theoretically, supervised

him.

Gentle reader, let us pass quickly over the

cost in time and dollars, and proceed to the

heart of the matter: Was the patient allergic,

i.e., “atopic”? Was his vaccine appropriate?

These questions are not hard for us to answer

who are trained in accredited training programs,

who are current in our postdoctoral and con-

tinuing education, and who are periodically re-

assessed by updated Board exams in our sub-

specialty. Serum sent to a reputable lab for

assay of IgE immunoglobulin and for radio-

allergosorbent specific IgE antibody assay to the

supposed “allergens” detected in skin testing as

reported by the patient, revealed a low normal

level, not elevated levels, of IgE. (Meaning:

Reprint requests to Dr. Hornsby, 606 W. Main Ave.,

Knoxville, TN 37902.

ROBERT PRESTON HORNSBY, M.D.

probably not atopic to anything much.) The

RAST reports were even more to the point:

no atopic antibodies to any of the identified

constituents of the skin tests or vaccine. And
now, the clincher: at no charge to the patient,

repeat skin tests, performed under supervision

of a qualified allergist and interpreted by him,

were negative for all available commercial

aqueous extracts used in the diagnostic workups

for atopic disease.

Why, then, the impression of “allergy,” i.e.,

atopy, in the hands of the paramedical allergist?

Before answering this cogent query, let us look

further at available data from other persons

(patients) similarly handled by the paramedic in

that test-and-treat protocol. As luck would have

it, subsequently, in the course of the next three

years, came a total of five others into my practice.

I know of a sixth indirectly, from two next-of-

kin, one an R.N. present throughout the allergy

testing procedures done by the paramedic.

Of the five, none was found to have elevated

serum IgE or positive serum RAST and none

was found atopic by scratch testing. One of the

five had undiagnosed nasopharyngeal carcinoma,

as did the sixth. Diagnoses were made in other

hands than those which had referred to and

patronized the paramedic.

What went wrong?

Why the premature use of the “allergic” label

in these seven persons? We really do not know,

perhaps. Yet we know that part of the routine

used in the paramedic’s protocol is intradermal

testing. Since this is a commonly employed

modality, let us look very carefully at it, com-

paring it to the scratch test procedure, where

variables can be better controlled.

Concepts of Inflammation^

There are several interlocking systems of tissue

fluid and plasma proteins with enzyme activity,

all important in inflammation: those include skin

inflammatory responses to needling and to intra-

dermal solutions and their admixtures. We aller-
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gists hope to identify the atopic phenomenon
by our skin tests. With scratch tests and scratch

tests only, done atraumatically as to pressure and

without exposure of capillary bleeding, we can

do what we are trying to do. But there are five

other parallel systems whose activity can be

elicited by an intradermal test, and whose evi-

dence of same is seen as “wheal-and-fiare,” with

no meaning at all in terms of atopy. Here they

are:

1. Complement classical pathway, with ana-

phylatoxin from complement factors 3 and

5, activated.

2. Complement alternate pathway (prop-

erdin), activated by many bacterial ex-

tracts, and yeast cell wall soluble sub-

stances such as zymosan.

3. The fibrinolytic pathway.

4. The coagulation sequence.

5. The kinin-generating pathway.

For our purposes, a brief discussion of every

one of the above will have to do. Let us start

with what scratch tests do and how we arrange

positive and negative controls. Scratch tests are

simple and accurate. Intradermals are notj when
atopy is at issue.

Scratch Tests for Atopy

Many allergists have found it useful to in-

corporate in scratch test trays two negative con-

trols: a plain scratch, and an extracting solution

scratch (glycerine, phenol-saline). There are a

few people in whom the very scratch will

dermographically give a wheal/flare mimicking

(or even representing) a histamine wheal/flare.

Others “respond” to phenol-saline with wheal/

flare. In my experience, it is the very, very anx-

ious patients who are apt to be dermographic,

especially when masking their feelings, and these

will respond with visible skin lesion in the wake
of the scratching needle, however lightly applied.

I first added a phenol-saline control for com-

pleteness’ sake, not knowing what would result.

Only very rarely has this “negative” control been

met with wheal/flare, and no meaning can be

assigned at this time. However, it is an unproven

impression that these supersensitive skins include

those which also seem not to tolerate average

cosmetic abuse.

Positive controls used by many allergists in-

clude a histamine scratch test and a scratch with
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a histamine-liberator, such as Tween detergent,

or perhaps a narcotic (in this office we use dex-

tromethorphan hydrobromide). Patients failing

to respond to the positive controls are not suit-

able for interpretation of atopy—present or

absent. Weak responders must be interpreted with

caution. We have found Valium a common
“interfering drug” dampening the response to his-

tamine in scratch testing, not to mention the

antihistamines also interfering.

Properly performed, scratch tests are atrau-

matic; capillaries are not damaged; and there

seems less chance of activating any of the five

non-atopic pathways by which a wheal/flare may
arise when tissues are invaded, as by intradermal

needling (exposure to air, stainless steel, allergens

and antigens, foreign molarities or pH, and vaso-

active water-soluble substances).

“Nonspecific” Wheal/ Flare

1. Complement factor activation, classical

pathway, will occur when antigen: antibody

complexes are formed in tissue fluid and/or

plasma.^ Split products are formed when C’s and

C’s activated factor split products are formed

(anaphylatoxins). These in turn act via the his-

tamine pathway. Since antigenic substances are

being injected into immunocompetent hosts, and

since familiar antigens are present in most com-

mercial aqueous extracts of the airborne environ-

mental particulate world we contact and breathe,

i.e., dust, dander, molds, pollens, insect frag-

ments, mite material, algae, then complexes with

IgG, IgM, and other immunoglobulin classes of

antibodies will form in or near the bolus of

intradermal skin test extract. Test with sufficient

variety of commercial extracts, and there will be

“responses”; many of them “false,” not reflecting

atopy, but normal, expectable, humoral immunity

and the resulting complement factor activations.

Wheal/flares will result.

2. Activation of late-reacting complement fac-

tors will occur with many polysaccharide and

endotoxin substances, bypassing the early comple-

ment factors (C’1.4^2^3).^^® Anaphylatoxin is still

generated, immune adherence still occurs, phago-

cytosis, lysosomal enzyme release, chemotaxis,

and cytolysis as in activation of the classical path-

way. Either way, the late-reacting factors come

into play: C’s, and C’9. Read at 15 minutes,

more or less, the intradermal test may reveal a

wheal/flare.

3. & 4. The coagulation and fibrinolytic path-
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ways, too, must be considered as subject to in-

fluence by intradermal test procedures. This, even

though we are not accustomed to think about

intradermal needles as impinging on the vascular

compartment; yet they do so. Neither are we ac-

customed to think of intravascular and para-

vascular phenomena as focal. Usually, we think

in terms of a disseminated, widespread process.

Yet I submit that we should be ready to apply

what is known in the one area to what happens

in the other. To do so is to “keep the imagina-

tion in focus,” I think.

One needs only to recall the storage on plate-

let surfaces of vasoactive substances, and their

release when platelet surface-active events occur,

to see ways for wheal/flare to occur via this

pathway, too, during the course of intradermal

testing. Moreover, the classical and alternate

pathways for complement activation also overlap

and feed back mutually with the coagulation and

fibrinolytic pathways, on the one hand, and the

kinin-generating pathways, on the other. One can

envision a variety of permutations and combina-

tions, and even day-to-day variability according

to endogenous and exogenous influences, as by

drugs, hormones, etc.

5. Bradykinin, released by plasma trypsin and

kallikrein and perhaps other enzymes, vies with

histamine in the minds of students of the inflam-

matory process who seek for “a single mediator.”

Surely we would err if we forgot such plasma and

tissue fluid polypeptides, and if we failed to study

the relationships of these to intradermal skin test

extracts and intradermal needling.

Controversial? Yes.

And probably we have erred, in testing for

atopy, when departing from simple scratch and/

or prick test techniques. I prefer the scratch. I

really see no way to dependably “control” the

wheal/flare phenomenon when intradermal tests

are done; thus they only confuse me when I use

them with atopy in mind. I have no experience

with prick tests. Many trained allergists use them

effectively. Intradermal tests are quite useful, in

my experience, for assessing delayed immune
responses, provided that one checks first at six

hours to be sure that the maximal reactivity is

not already present (via humoral immunity and

complement)

.

Occasionally at national allergy meetings one

meets colleagues who have long ago stopped

using vaccine “hyposensitization” therapy alto-

gether. One wonders whether they departed in

some confusion, leaving the field to others, as it

were. One would like to know whether intra-

dermal test protocols contributed to their confu-

sion. Many actively practice allergy of the highest

quality otherwise; at least one is author of a uni-

versally well-regarded textbook, familiar to all

allergists and immunologists.

I stopped using intradermal tests for the above

reasons, early in my practice of allergy. In the

ensuing ten years, I have had no reason to regret

this decision, as regards the atopic workup. When
others elect to perform intradermals, it may be

for a variety of interesting reasons, about which

one can only speculate. Nonetheless, my specula-

tions follow:

1. This is how we did it back at my alma

mater.

2. It is much faster than scratch testing, for

both doctor and patient.

3. It is much more impressive for the patient,

and for the insurance carrier. It hurts.

4. The word “scratch” has a variety of pejora-

tive and negative connotations. We do not

charge as much for it, either.

5. It produces a vast number of wheals and

flares: something can be found “positive”

on nearly everybody. The more demons

identified and “exorcized” via vaccine treat-

ment, the better.

A Word on Extracts and Vaccines

Persons with normal reticuloendothelial clear-

ance mechanisms and essentially intact immune
responses tolerate a lot of portal-of-entry insult.

They tolerate a lot of intracutaneous insult, too,

without ill effect. And, wonderful to relate, if not

surprising, they tolerate a lot of subcutaneous

injection of aqueous extracts. (Unpredictable in

their responses to vaccine injection, in my experi-

ence, are sporadic users of drugs and alcohol.

In these I avoid vaccines.)

Vaccines appropriately designed, diluted, and

administered are highly useful in many of the

atopic disorders, particularly in those of the

upper airways and related tissues. They are also

very safe, in the hands of cooperative and intel-

ligent people. I think I have not seen many pa-

tients who did not fall into both happy categories.

In ten years of clinical allergy practice we have

taught a large number of patients and their par-

ents and spouses how to follow a home program

of vaccine injection buildup and maintenance

treatment. We have had some mild systemic re-
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actions, some treated in the office, and some in

the nearest emergency room. My staff and I can

recall fewer than ten such. Never has there been

a need for hospitalization because of the reaction;

there have been no fatalities.

Ethics in Allergy Practice

This policy has permitted us to encourage the

patient to invest his available medical care dollars

in environmental modification at home and/or at

work. Modification of life-style is not easy for

everyone, and when it is a real burden, there are

often underlying significant emotional stresses.

Helping the patients with these latter—often

paramount problems—takes time, skill, and en-

ergy. We believe that strategic counseling and

active listening are services physicians and other

health professionals are best capable of rendering

who design treatment programs based on such

real needs of their patients. Seen as persons who
want and need help from allergists, and not just

as grist for the mills of allergy labs, patients

can and should benefit from allergy services.

It is most unfortunate that third party, sickness

insurance carriers have not emphasized in paid

services the provision by physicians—including

allergists—of emotional support services rendered

according to specific emotional diagnoses."^ These

are very real, and are not “diagnoses by exclu-

sion.” This dreadful state should be remedied

by all of us who care for our patients. With

better balance in philosophy of insurance car-

riers and their decision-makers, and with better

general understanding of diagnostic and thera-

peutic nomenclature by both the insurance com-

panies and the physicians, we can afford to offer

appropriate professional care to troubled persons

who present themselves for care in our offices

for the practice of allergy.

Germ Theory Revisited

Finally, with less expensive and more perti-

nent skin testing and vaccine treatment programs,

available patient dollars can be invested in more

complete diagnostic studies to rule out portal-

of-entry infection. The symptoms of a Gram-
negative rod chronic nasopharyngitis are often

indistinguishable from those of atopy to a non-

living inhalant. Nasal eosinophilia can be caused

by contaminated, bacteria-rich nose drop and

eye drop solutions, as well as by a variety of
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contaminated contact lens rinse and soak solu-

tions, when there is bacterial allergy (as in nor-

mal persons we can expect and identify). Even
positive scratch tests for inhalant allergy may
mislead here.

Office bacteriology can be effective, inexpen-

sive, and a sine-qua-non of effective diagnosis

and treatment, even in allergy offices. A month
of mornings spent in the average hospital bacteri-

ology lab, under supervision, can equip any of us

to perform, or to supervise, outpatient bacteri-

ology in our offices, with cultures done at the

examining table, paired with stained smears. One
may ask whether that office is prepared to diag-

nose and treat allergic disorders which does not

have, or does not use, office bacteriology pro-

cedures, including examination under oil with the

microscope.

The following acute or chronic upper respira-

tory infections are diagnosable in the office and

do not respond to vaccines: Staph, aureus, Group
A beta Streptococcus, Gram-negative enterics,

Hemophilus spp.. Pneumococcus, Neisseria catar-

rhalis, and a variety of less common infections:

Herellea, Mimae polymorpha, Candida, atypical

diphtheroids, and classically pathogenic Neisseria

spp. Withholding appropriate antibiotics when
paired smears show impressive neutrophilia and

bacteria intracellularly and extracellularly can

certainly be called into question, in my opinion.

Likewise, skin infection, primary or secondary,

is impossible to diagnose without the timely office

bacteriology, and equally impossible to treat

definitively.

Ethics in Medicine

Perhaps we may summarize by saying that our

ethics must be held both high, to be visible, and

reasonable, to be achieved. We must try con-

sistently to improve our diagnostic understanding

and techniques, and likewise our treatments. We
must give the patient his best buy: the best care

available, with most pertinent investment of his

dollars spent according to individual need, and

not as determined by habit (his or ours); or by

the emphasis, carrot-and-stick, of the insurance

companies; by neighbors, referring physicians, or

by momentary, unspoken fears, hates, desires

and fantasies.

We must learn to communicate better with

ourselves, our colleagues in the law and in the

sickness insurance business, and in lay circles,

particularly with politicians and educators, with
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the press, and with all other news media. And
above all, we must insist that our practical,

patient-centered experiences be made clear to

medical school, postdoctoral, and recertification

medical decision-makers. To fail to do these

things is to make a mockery of our chosen pro-

fession, and to become prostitutes, selling ques-

tionable services to the strongest bidders, r ^
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THE SHARON STATEMENT

IN THIS TIME of moral and political crisis, it is the responsibility of the youth of America

to affirm certain eternal truths.

WE, as young conservatives, believe:

THAT foremost among the transcendent values is the individual’s use of his God-given

free will, whence derives his right to be free from the restrictions of arbitrary force;

THAT liberty is indivisible, and that political freedom cannot long exist without economic

freedom;

THAT the purposes of government are to protect these freedoms through the preservation

of internal order, the provision of national defense, and the administration of justice;

THAT when government ventures beyond these rightful functions; it accumulates power

which tends to diminish order and liberty;

THAT the Constitution of the United States is the best arrangement yet devised for em-

powering government to fulfill its proper role, while restraining it from the concentration and

abuse of power;

THAT the genius of the Constitution—the division of powers—is summed up in the clause

which reserves primacy to the several states, or to the people, in those spheres not specifically

delegated to the Federal Government;

THAT the market economy, allocating resources by the free play of supply and demand,

is the single economic system compatible with the requirements of personal freedom and

constitutional government, and that it is at the same time the most productive supplier

of human needs;

THAT when government interferes with the work of the market economy, it tends to reduce

the moral and physical strength of the nation; that when it takes from one man to bestow

on another, it diminishes the incentive of the first, the integrity of the second, and the moral

autonomy of both;

THAT we will be free only so long as the national sovereignty of the United States is secure;

that history shows periods of freedom are rare, and can exist only when free citizens con-

certedly defend their rights against all enemies;

THAT the forces of International Communism are, at present, the greatest single threat

to these liberties;

THAT the United States should stress victory over, rather than coexistence with, this

menace; and

THAT American foreign policy must be judged by this criterion: does it serve the just

interests of the United States?

Adopted by Young Americans for Freedom

in Conference at Sharon, Conn., Sept. 9-11, 1960.
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MR. ALEXANDER: Thank you for the invi-

tation. Dale told you what Floyd and I do, twice

a week; we appear on WSM on “Viewpoint.”

Those of you from the Middle Tennessee area

who watch WSM television’s evening news will

know what this format usually is. It will go some-

thing like this: Floyd will state his side of things,

then I will give the responsible point of view after

that. Now those of you outside the Middle Ten-

nessee viewing area, I think you ought to know
how this all came about.

About a year and a half ago, I had the honor

of being the Republican nominee for governor in

the best Republican year from the Democrats’

point of view since 1932. After I was not elected,

I put my tail between my legs and went home
and was discovered by Floyd and WSM a few

months later and asked to do this show. I was

highly complimented. Floyd had been a political

analyst on this station for six or seven years and

they wanted to try this little short two-minute

observation on news about twice a week. So they

did a great hoopla about it, put up billboards with

our pictures on them, ran promotional advertise-

ments, did all sorts of things, and put us on. We
invited letters and comments and a few letters

would pour in—about one a month. The first

month, the letter was favorable. Then there was

another letter that came in. It said, “Dear WSM:
We’ve watched your station for many, many

Delivered at the Annual Meeting of the Tennessee

Medical Association, IMPACT Breakfast, Nashville,

April 15, 1977.

Mr. Lamar Alexander, 36, the Republican nominee
for governor of Tennessee in 1974, is a native East

Tennessean and a graduate of Vanderbilt University

and New York University Law School. He is a partner

in the 16-member law firm of Dearborn and Ewing
and was founder of the Tennessee Council on Crime
and Delinquency. In 1974, Time magazine selected Mr.
Alexander as one of the 200 men and women under
age 45 destined for leadership in America.

Mr. Floyd Kephart, 34, was born in Georgia and
educated at Middle Tennessee State University and
Georgetown University. Recognized as an expert in

governmental budgeting, he worked as a research as-

sistant in President Kennedy’s administration and served

as executive director of the State Fiscal Review Com-
mittee. He served as director of political affairs of WSM,
Inc., from 1970 to 1973 and was NBC’s southern con-

sultant for the 1972 Democratic and Republican con-

ventions. Mr. Kephart is president of Capital Develop-

ment Corporation.
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LAMAR ALEXANDER and FLOYD KEPHART

years. It has been our favorite station. We have

seen this thing you put on called “Viewpoint”

with Mr. Kephart and Mr. Alexander. We have

never liked Mr. Kephart. But more important,

if any of us had cared anything about Mr. Alex-

ander’s point of view at all, we would have

elected him governor.” So, I have been appro-

priately put down and we have been doing the

program ever since.

What we thought we would do today is kind

of difficult for us. As Floyd said last night when
we were talking about it, we kind of have a two-

minute fail-safe system. That is all they allow us

on our little program and we can tell all we
know in two minutes. Most people in pubhc af-

fairs can say all they know in 30 seconds and

usually do. So, we may stop after two minutes.

We have got two areas we want briefly to touch

on: One is Jimmy Carter, our President; the sec-

ond one is state government. Floyd is going to

begin that one. After that, if there is any time left,

if any of you want to tell either of us off or ask

a question, feel free to do it.

As a general proposition, I don’t have any

broad basis for criticism of Carter as a President

of the United States. Now, that is a pretty simple

statement, but I mean it. It kind of goes back to

a view I have that there ought to be one President

at a time; that it is a little silly to expect any

President to come in and within 70, 80, or 90

days, which is about all President Carter has had,

do anything. He shouldn’t have even claimed to

do anything because everybody who is around

him knows that he can’t do anything in 70 or 80

days.

And, lastly, I think it is wrong to try to second

guess what he is doing in foreign affairs and eco-

nomic affairs yet, because it is a period of test-

ing, a period of settlement, a period of newness,

and what may appear to be a wrong move, or

an ill-considered move or a bad move, may be a

genius stroke; and what may appear to be a wise

move, may be the dumbest move in the last 40

years. I think we ought to reserve the option to

praise or condemn either.

I had the opportunity to spend about 60 days

earlier this year working with the 38 Repubhcan

senators who are now in Washington. My impres-
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sion is really contrary to what most people think

of Washington. I was impressed and inspired, not

just because the senators I was working with

were Republican, but because I had a strong feel-

ing that the caliber of senators was very high

—

higher than I had remembered and higher than

I had imagined.

When I say that Carter doesn’t deserve criti-

cism as a President yet, I don’t mean that no

one should disagree with him. He has done some
things that I don’t agree with. The recent blow-up

of the SALT talks, for example, was something

I am not sure about.

I noticed James Reston called George Ken-

nan who is 77 years old, and announced the

other day after the SALT talks broke down that

the Carter White House had shown more clumsi-

ness in dealing with the Russians than anybody

since 1945. Well, I’m not sure that is true. It

may be true. If it is, we are headed probably for

a disastrous four years. But maybe he is just

trying a new tact.

On the other hand, when he appointed a con-

scientious objector as head of the CIA, which

didn’t succeed, it was a bad move. So what! You
make a few mistakes. The tax rebate was an abso-

lutely ridiculous idea. The idea of a government

$70 or $80 billion in debt, going out and borrow-

ing another $10 billion and sending it back to

taxpayers at $50 a whack takes for granted that

everybody in the country doesn’t have any sense

at all. I think everybody understood that it made
no sense and, as a result, yesterday. Carter grace-

fully backed out of it. What he should be for

instead is a permanent tax reduction all across

the board. That is the position of the 38 Republi-

can senators, all of them, and I think that made
them send back the bill.

Symbolism. I don’t even have a lot of criticism

for symbolism yet. It is smart to say in Washing-

ton that people are looking forward to the Carter

Presidency, that is to say, it hasn’t started yet.

A good argument could be made for that. The
symbolism does get in the way of things from

time to time. For example. Carter wanted to cut

down the size of the White House staff and said,

at the same time, that every congressman should

call him when he had a problem. Well, what he

apparently didn’t know is that they all will and

did. You go up to see your congressman, and if

you are the head of IMPACT and you have a

problem, and the President has said the congress-

man can call him, he will call the President and

say, “I’ve got Dr. Teague right here and he has

got a problem.”

Well, that didn’t work for very long and it

showed really a sort of naivete about the way
the structure works. Having said all that I will

stop and let Floyd comment. But I do want to

say this—that is a rosy picture I’ve made of a

new President and I did it on purpose. But, I

think there are some major vulnerabilities. It is

not very useful to say much about them because

we don’t yet know what is really happening. I

will list them without commenting on them. I

think they are the energy problem, how he deals

with it this month; taxes, i.e., is he going to be

for a permanent tax reduction or is he going to

keep adding to grossness of the federal deficit?;

the federal budget; national defense. There is all

this talk about human rights, which is very hard

to disagree with. But is Carter going to produce

a military conflict of some sort as a result? Is it

a shrewd move or is it just fumbling around in

foreign policy? Has he promised too much when

he says that at the end of four years, we wiU

balance the budget and have 4% inflation and

4% unemployment at once? Has he got too many
rookies in the White House? That was a problem

that President Nixon and President Kennedy both

had and paid because of it. And, then the ques-

tion that is greatest—The people who really don’t

want him to succeed ask in Washington, which I

don’t ask now but which is a valid question, and

may be the worst vulnerability—Does he really

know anything about what he is doing?

MR. KEPHART: Well, as usual it is good for

Lamar and me to be out among people. I’m kind

of interested in what he is saying. He is not

interested in what I think. I’m not interested in

what I say, so I’m certainly not interested in

what he says. This is kind of a unique thing for

us, because for over a year we wouldn’t appear

in a public forum and express our viewpoint. The

reason was that Lamar spends so much time

practicing law trying to get good at it, that he

doesn’t have the time to travel around the state

and I don’t have the money. We have kind of

avoided meetings such as these and then Lamar
called and he said, “The TMA wants us to come

down and do our thing before the IMPACT
Breakfast.” I said that I would be glad to do it,

but I’ll be like Flip Wilson at a Ku Klux Klan

rally. So, I decided that I would do this anyway.

First of all, because I get up early in the morning

and there is nothing for me to do until about

JULY, 1977 487



IMPACT 1977

nine o’clock. Second of all, because it is always

a joy to come out and talk a little bit about

politics.

Last night Lamar and I were chatting on the

phone about the areas we were going to try to

focus in on. Although we had done this about

three weeks ago, we had forgotten what we had
agreed to do. I began thinking how politicians

and doctors are alike. I decided after thinking

about it that really politicians and doctors are

very similar. The difference is, the doctor says,

when you go in for an examination, “Drop your

pants and bend over.” The politician doesn’t

give you any warning at all.

I agree with what Lamar said about President

Carter. I agree that we don’t know much about

what he is going to do or when he is going to

do it. I think that is perhaps good. The reason

I think it is good is that we all kind of knew what

Nixon was going to do and what Johnson was

going to do before they did it, and we closed our

eyes and we said, “I don’t think that it will really

happen if they get elected,” i.e., the White House
will change the man. Instead, we elected Lyndon
Johnson by a tremendous landslide in 1964 and

in 1972 we elected Richard Nixon by the largest

landslide in American history and, at the time,

I think all of us who work in public affairs knew
the caliber of people becoming President of the

United States. The White House really didn’t

change the people; the people changed the White

House. Now we have President Carter. Yesterday

morning the “Today” show had on three of the

major political cartoonists in America. The major

criticism the cartoonists made of Jimmy Carter

was that he was the same kind of President as

he was a candidate. And I don’t think that is criti-

cism so much as a compliment. If we can really

see a fellow as a candidate and say he is going

to be that kind of a public official once elected,

then that is what the campaign is about. When
we have a candidate who tries to put on one face

while running for office and then after he gets

elected does something else, then I am really

opposed to that. Lamar was not that kind of a

candidate. We all knew what kind of a governor

he would make and, unfortunately, timing is one

of those things which is a great equalizer in char-

acter. The strange thing is that Jimmy Carter got

elected and is still doing what he said he was

going to do during the election. I think he has
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taken on a tremendous responsibility in the sense

that he has made a lot of promises in vague

terms to the American people, some of which I

think are impossible to fulfill. I think he is going

to try to do it and in trying will make a series

of mistakes. I think there are going to be mis-

takes in programs, objectives, and ways to imple-

ment those programs instead of mistakes of con-

fidence and trust, which brings me to the point

of the first 60 or 70 days in office.

Obviously, you can’t cure inflation or unem-

ployment or balance the budget in 90 or 100

days, a year, or maybe even a term. You have

got to make a beginning. You have a much more
difficult chore when you have people like me run-

ning around talking about what they are doing

and trying to find things I can criticize instead

of trying to be constructive. You also have a real

problem in that you must establish a basis of

trust and confidence in your administration and

in yourself because of the shambles which were

left from the last administration. Fortunately, I

think, it has probably been about 40 years or so

since those American voters have had to face

that in terms of a new President taking office.

And, unfortunately, the media that Lamar and I

play with have so much of an impact now on

what takes place in your mind and your home and

the way you see things, that weren’t there after

the Harding administration, for example.

So, Carter is under the microscope and he is

going to be dissected, trisected, and bisected. The

question is whether or not he is going to be able

to survive to implement his programs with the

Congress. The Congress is going to be very diffi-

cult for him to deal with, primarily because it is

Democratic. I have often said that the only thing

worse than being a Republican going before a

Democratic Congress is being a Democrat going

before a Democratic Congress. The reason is that

all those senators and congressmen think they

are President. They have not been told yet that

the President is only one man. They all think

they are President. They run their offices and

their lives like they are President. So he is going

to have to compete with that, and in the end, I

believe Congress will win and with the record of

Congress the past few years, at least the past

eight years, I would say that means defeat for the

American political system unless something really

changes. So I think the Carter years are yet to

be decided and possibly won’t be decided until

1980. I think that from a political standpoint, if
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you really want to know what his failures are just

wait until 1978 and the election and see if history

repeats itself—if the party in power loses its seats

in Congress. That is going to be the test at the

end of the political campaign.

In terms of state government, to start this little

segment off before we throw it open to questions

and answers, four years ago—a little longer than

that now—1970—Winfield Dunn became the

first Republican governor elected in 50 years in

Tennessee, and after his administration was over,

all of the political pundants said it would be 50

more years before a Republican became gov-

ernor. Lamar happened to be on the end of that

statement instead of the beginning of it. But now,

after the Blanton administration, everybody says

it is going to be 50 years before the Democrats

get back in. And, in Andy Griffith’s words

“That’s how time passes.”

The first problem Blanton had on taking office

was really major. The governor took office and

inherited perhaps the greatest fiscal disaster the

state has had. Dunn outspent the ability of the

state to pay more than any other governor. He
doubled the budget in four years. That is what

I call “Republican conservative financing.” Gov-

ernor Blanton took office then, and there was

absolutely no way to increase programs, expand

programs, or start new programs. Priority had to

be totally on the budget. That has been accom-

plished. It has been accomplished to the detri-

ment of many state programs. But it was a thing

that had to be done and it is also a thing that is

going to have to be done during the next four

years. The truth of the matter is that the state

of Tennessee is almost in the same fiscal condi-

tion as the social security system. It is almost

bankrupt and the only salvation is we have laws

that say we can’t have deficit financing. It is

unfortunate that we really do have deficit financ-

ing in the floating of bonds. The state of Tennes-

see has decided to become the largest real estate

agent in the country. And it has built massive

buildings, all of which I think should have been

financed privately and not financed with state

bonds. If I were governor, I would sell them and

then lease them back and take the money and

retire the bonds. The governor is going to have

to continue to sit on the expenditures of the

state.

The second major problem that the governor

has had is one of not being attuned to what was

really needed outside the Capitol area. He was

the governor almost to the extent that Nixon was

the President in that he ignored what was going

on out in the various departments. And an ad-

ministrator, which the governor is, can’t do that.

The state is now a $2.5 billion corporation an-

nually. You know, you can’t just leave that to

one catfish fryer from Adamsville. You can’t run

a state that way.

So, we have got to establish those priorities

and try to fulfill them. The governor has been

kind of oblivious to that. He has taken all the

criticism and strife to the extent that he has ig-

nored it. It is fine for the governor to ignore it,

but that means the administrative process suffers

until the end of his term.

That brings me to my final point in state gov-

ernment. That is that I am a strong advocate of

the governor’s being able to succeed himself be-

cause I think it is wrong for those of us who vote

not to be able to either approve or disapprove

the past four years. I think that is what voting is

all about, that is what the election system is all

about—to decide whether we affirm or disagree

with what has gone on. We should take that stand

and, hopefully, the people will then allow the

governor to serve eight years, instead of four.

My personal feeling is that we ought to take all

lids off of it. If we like what he is doing, then he

ought to be able to stay in there. If not, we ought

to throw him out. It is just that simple. I think

Lamar will agree as he faces his next race, per-

haps in 1978 against the next Democratic nomi-

nee, whether it is Jake Butcher, Richard Fulton,

or whomever it might be. By the way, we didn’t

bill this properly. This is a preview of next year’s

race for governor. In any event, the Democrats

are going to have to follow the Blanton adminis-

tration’s record, to a large degree, much as Lamar

inherited Winfield Dunn’s record, so it is going

to be a two-edged sword. The question is going

to be who is going to be governor? Lamar . . .

MR. ALEXANDER: Thank you, Floyd. Floyd

and I disagree a lot but he says so many things

better than I can say them about the Blanton

administration. We will kind of leave it at that.

On the things I agree with him about, there

are these: 1) I agree with him that there ought

to be at least a two-term opportunity for anybody

who serves as governor; and 2) I agree that there

ought to be a referendum on whether the people

would prefer a continuation of Governor Blan-

ton’s administration or not. I would like to see

that referendum occur.
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I do disagree with him on a point. A lot of

propaganda was used in the 1974 general election

very successfully by the Democrats and probably

wasn’t as successfully answered by the Republi-

cans and by those who were defenders of the

period between 1970 and 1974 in state govern-

ment. It should have been better answered, but

it is always harder to answer than to attack.

Floyd says that under Governor Dunn the state

went into some terrible fiscal condition. Well,

that is just a lot of nonsense, a lot of political

rhetoric. Floyd is a fiscal expert and is free to

make those comments. But his point was that

the annual state budget went from $1 billion to

$2 billion. Governor Blanton has been in two

years and it is already up to $2.8 billion and by

the time he is out it will be well over $3 billion.

The way I calculate the difference between spend-

ing $2 billion and $1 billion is $1 billion. The
difference between $3 billion and $2 billion is

$1 billion. That is the same. So, if it was fiscally

irresponsible for somebody who was trying to

install new programs to spend another $1 billion,

then it is even worse for somebody who is not

trying to do anything to spend an extra $ 1 billion.

I think the point ought to be made that when
Governor Dunn began his term, the state of

Tennessee did not have a single accredited mental

health institution. The lowest paid judges in the

country were in Tennessee. And, I wouldn’t give

all that credit to Governor Dunn for the improve-

ment of it because you know he didn’t appropri-

ate, the General Assembly did and they are

Democrats. I have always thought that the bi-

partisan progress we made in Tennessee in terms

of mental health over the last four or five years,

in education and in our judicial system should be

equally shared by the Democrats and Republi-

cans. If the Democrats hadn’t passed the $2 bil-

lion in the General Assembly and the Republican

governor didn’t believe in it, none of it would

have happened.

There is a larger point that I would make about

state government and I will make it quickly. The

strongest feeling I had earlier this year in Wash-

ington, where I hadn’t been really in seven years,

was one I hadn’t expected. It was the feeling that

we read about and hear about and suspect that

the power, creativity, jobs, money, opportunities,

good life, whatever you call it, is moving toward

the Southeast and that the centers of influence in
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America, centers of jobs, centers of creativity and

influence in the Northeast and other parts of the

country are waning, are having problems. There

is no question that has happened. There is no

question at all. And the great political fight in

America, in Washington, is going to be dividing

up the pie in a different way over the next 20

or 30 years than we ever have before. The great

significant importance to this state is that, more

than any other time since the Civil War and prob-

ably in our entire history, we should not have to

talk about being 48th, 49th or 50th in terms of

our economic resources. I am not just talking

about well-paid lawyers, well-paid doctors, and

well-paid media ^ commentators. I am talking

about people in this state who are proud of their

state and never have complained much about it

but who have basically for 180 years, had a

smaller share of the economic pie than people

who live in most states of America. They are

going to have a shot at doing better. The guy

making $8,000 or $10,000 will make $12,000.

There are a lot of opportunities for young Ten-

nesseans growing up. They won’t have to go to

Detroit. They can go to Memphis or Obion

County or Carter County or Blount County or

places that are industrializing and providing many

more good new jobs.

Now, I say all of that about the state because

that is the issue and the opportunity in Tennessee.

That, I beheve, is going to dominate politics in

Tennessee for the next five or ten years. The ques-

tion will be who, which party, which set of legis-

lators, which governor, will provide the leadership

to help the most Tennesseans get a larger share

of that pie in America that is going to make their

family’s fife better. And, instead of having just

a hollow political ring, which I’m afraid it has

had for 180 years, it is going to be real. It is

going to make elections in 1978, in particular,

very, very important.

Questions and Answers

DR. ROY TYRER: After a person has been

in 8 or 12 years they would build up a politi-

cal machine and you couldn’t get them out of

office.

MR. KEPHART: I think that was true in the

1920s, 30s and 40s. I don’t think it has been

true since 1960 and the reason is television. In

the past, political machines disseminated the in-

formation to the counties about what was going
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on in state government. The political machine had

gotten things done, the political machine covered

up news leaks and the political machine got the

vote out. Now that is no longer the case. The pub-

lic official can try to set up an organization in

the county, can try to set up an organization that

will get him elected. The truth of the matter is

that we know so much more about public offi-

cials and 35,000 state employees or whoever can-

not be united like they used to be. I know when

I was on the Hill, in the early 60s, Governor

Clement rolled out the organization. In 1962 for

example, when I first got back from Washington,

we could put 100,000 people in any city we

wanted to, anytime we wanted to. The evolution

for that was that by 1964 this had changed to

the extent that in the senatorial race, against Ross

Bass, Clement did well in that year to draw

40,000 in Lebanon, which was a hot bed of

Clementism. You couldn’t do it. Television had

matured. These little things called remote cam-

eras had gone in and investigations had started

occurring and the organization started disseminat-

ing and no one has tried to establish an organiza-

tion in this state any harder than Governor Blan-

ton has and I would bet you odds today that it

would be very difficult for him to use that to get

elected. f- ^

PRAYER

How easy for me to live with You, O Lord!

How easy for me to believe in You!

When my mind parts in bewilderment

or falters,

when the most intelligent people see no further

than this day’s end

and do not know what must be done tomorrow,

You grant me the serene certitude

that You exist and that You will take care

that not all the paths of good be closed.

Atop the ridge of earthly fame,

I look back in wonder at the path

which I alone could never have found,

a wondrous path through despair to this point

from which I, too, could transmit to mankind

a reflection of Your rays.

And as much as I must still reflect

You will give me.

But as much as I cannot take up

You will have already assigned to others.

Alexander Solzhenytsin
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Adult Respiratory Distress Syndrome

CHARLES E. KOSSMANN, M.D., Editor

Kenneth B. King, M.D.:

The patient was a 24-year-old black male who was
well until four days before admission when he developed

a nonproductive cough without rhinorrhea, sore throat,

or fever. The dry cough continued until the day before

admission when he developed fever, hemoptysis, and
shortness of breath.

The past history disclosed no previous pulmonary
disease. One brother died at age 39 years from a heart

attack. The patient smoked one package of cigarettes

per day for the preceding two years.

On examination the temperature was 101 F rectally,

the pulse rate 122 beats per minute, respiratory rate

58 per minute and the blood pressure 140/82 mm Hg.
He was a young obese male in considerable respiratory

distress. Examination of the lungs revealed diffuse, fine

inspiratory rales and generalized expiratory wheezes.

Other than the tachycardia, examination of the heart

was negative, as was the remainder of the physical

examination.

Fig. 1. Roentgenogram of chest on admission to the

emergency room with acute respiratory distress

syndrome. There are diffuse, bilateral infiltrates

(edema) with heart size just within normal

limits.

City of Memphis Hospital Case No. 203372
Presented Aug. 11, 1976
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Laboratory data revealed a hematocrit of 50 ml/dl,

a white blood cell count of 12,300/mm® with 21 band
forms, 58 segmented forms, 10 lymphocytes, and 11

monocytes in every 100 cells. There were 11 platelets

per oil immersion field. Urinalysis was normal. Serum
bicarbonate was 21 mEq/1. Admission arterial pH was
7.32 with a Pa02 of 24 torr and a PaCOa of 46 ton*.

Oxygen saturation (calculated) was 37%.
The electrocardiogram revealed no acute abnormali-

ties. Roentgenogram of the chest showed bilateral dif-

fuse infiltrates (Fig. 1). The sputum appeared to be
clotted blood, on which the Gram stain revealed rare
Gram-positive diplococci, Gram-positive cocci in chains,

and white blood cells. The stain for acid fast organisms
was negative. Cold agglutinins were absent. The PPD
skin test was negative; immunologic competence was
demonstrated by a positive SK-SD skin test.

The initial impression was acute respiratory failure

of either infectious or cardiac origin.

The patient was admitted to the intensive care unit

and was begun on 40% oxygen by mask with improve-
ment in arterial blood gases as follows: pH 7.41, PO2

60 torr, PCO2 61 torr. A Swan-Ganz catheter was in-

serted; the pulmonary occlusion (wedge) pressure was
1 2 mm Hg. This ruled out left ventricular failure as a

cause of the respiratory failure. The following medica-
tions were then begun: erythromycin 500 mg IV every

six hours to cover the Gram-positive organisms seen in

the sputum and the possibility that the etiologic agent

might be Mycoplasma pneumoniae; aminophylline 75

mg/hr by continuous intravenous infusion; methylpredni-

solone 250 mg IV every six hours for eight doses. De-
spite the extreme tachypnea the patient did not become
fatigued and did not require intubation. Arterial PO2

remained above 60 torr on 40% to 50% oxygen admin-
istered by an ordinary mask. Hemoptysis ceased in 48
hours and rales in the lungs cleared 72 hours after

admission.

The patient was transferred from the intensive care

unit on the fourth hospital day when marked clearing

of the pulmonary edema had occurred and was dis-

charged after nine hospital days with a normal chest

x-ray and arterial blood gases.

Viral serologic studies subsequently revealed that the

acute and convalescent sera were both anticomplemen-
tary.

WILLIAM I. MARIENCHECK, M.D.:

The case is one of viral pneumonia causing an

acute adult respiratory distress syndrome

(ARDS). Documentation of a viral etiology of

the pneumonia is lacking, although the clinical

picture is compatible with it. The patient’s life-

threatening problem when he entered the hos-
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pital was hypoxemia, the major disturbance in all

patients with ARDS. The hypoxemia was con-

trolled and the primary process subsequently

abated.

Definition

How is adult respiratory distress syndrome de-

fined? There is some controversy in this regard.^

Some believe that we now have enough sophisti-

cation in diagnosing and managing patients with

disease states causing acute hypoxemia to stop

using the term ARDS. We have been directed to

label the basic entities etiologically, e.g., viral

pneumonia with severe hypoxemia or acute res-

piratory insufficiency, rather than using the catch-

all term ARDS. Many patients, however, present

with profound hypoxemia for which a cause is not

apparent or for which multiple factors may be

identified, any one of which might produce hy-

poxemia. Thus most clinicians feel the term is

still a useful one. Regardless of the initial or

underlying insult the treatment for the resulting

syndrome is similar.

ARDS was initially recognized during the

Vietnamese conflict in battle casualties suffering

extensive hemorrhage or trauma often requiring

massive blood transfusions. These young men
developed severe hypoxemia and ultimately died

of respiratory failure. The terms “shock lung,”

“Da Nang Lung,” and many other synonyms

came into usage. In 1967 Ashbaugh, Petty, et aP

at the University of Colorado published 12 case

studies of patients with physiologic and patho-

logic findings similar to the type seen in battle

casualties. Their patients did not necessarily have

extensive trauma or shock; they had developed

life-threatening respiratory distress with no previ-

ous pulmonary disease after a variety of non-

pulmonary or unrelated pulmonary insults. All

these patients, regardless of the initial causative

insult, appeared with marked dyspnea and tachy-

pnea as did our patient (respiratory rate, 58

beats per minute). Their patients had cyanosis

or severe hypoxemia, not greatly altered by oxy-

gen administration. Their lungs were “stiff,” with

reduced vital capacity and poor compliance.

Lastly, the patients all had diffuse pulmonary al-

veolar infiltrates as revealed by thoracic x-rays.

These findings—tachypnea, dyspnea, increased

respiratory effort with low pulmonary compli-

ance, refractory cyanosis and diffuse bilateral

pulmonary infiltrates—may complicate a variety

of clinical settings.^ These conditions include

hemorrhagic, septic, or cardiogenic shock; mas-

sive pulmonary or body trauma, as in the Viet-

nam experience; virulent and diffuse viral pneu-

monia; and drug ingestion, including aspirin,

opiates, and barbiturates. Aspiration of gastric

acid and hemorrhagic pancreatitis can be associ-

ated with the same type of syndrome. (The list

of conditions associated with the ARDS is grow-

ing daily.) Respiratory distress following cardio-

pulmonary bypass where probably microemboli

or circulatory overload has ensued can also cause

(or create a reasonable facsimile of) the adult

respiratory distress syndrome. High altitude pul-

monary edema is probably yet another form.

Fig. 2. Roentgenogram of chest of patient with non-
cardiac pulmonary edema from aspirin over-

dosage. The fluffy edema, air bronchograms,
and normal heart size are to be noted.

Figure 2 is a chest x-ray of a patient who
developed ARDS from overdosage with aspirin.

The x-ray is typical of ARDS. The fluffy shadows

are “alveolar.” Air bronchograms are apparent.

The heart size, even on this portable film, is nor-

mal. This patient has what we would describe as

pulmonary edema, probably noncardiogenic.

When discordant heart (normal size) and lung

findings (pulmonary edema) on chest radiograph

are matched up with a history, in this specific

case of drug ingestion, we come up with the diag-

nosis of drug overdosage or sensitivity associated

with ARDS.
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Pathology

No pathognomonic pulmonary lesion is seen in

the various types of ARDS.^ The basic findings

on H and E stain of necropsied or biopsied mate-

rial consist of three components: edema, “con-

gestive” atelectasis, and pulmonary hemorrhage.

There are a few exceptions in which a specific

etiologic diagnosis can be made on the basis of

the histology (e.g., fat globules in fat embolism

or organisms in an extensive bacterial or fungal

process). Terminally, hyaline membranes and

pulmonary fibrosis may appear, caused either by
the basic process or resulting from oxygen tox-

icity. The usual pathology reminded Petty and

Ashbaugh so much of what is seen in the neo-

natal respiratory distress syndrome that they

called the state the adult respiratory distress syn-

drome. In recent years we have come to find that

neonatal respiratory distress syndrome pathologi-

cally and pathogenetically is probably quite dif-

ferent from ARDS but some similarities do exist.^

Hypoxemia—The Common Denominator

The major clinical problem posed by respira-

tory distress, whether it is ARDS or respiratory

insufficiency in a patient with chronic lung dis-

ease, is generally hypoxemia. This patient pre-

sented with a PO2 of 24 torr. A PO2 of 100 torr

or so is normal. Hypoxemia is usually defined as

an arterial PO2 of less than 70 torr. Depending

upon factors such as color of skin, hemoglobin

level, and cardiac output, cyanosis usually ap-

pears in patients when the PO2 falls to less than

60 torr. Hypoxic tissue damage occurs when the

arterial PO2 is 50 torr or less. Death may occur

within minutes when the arterial PO2 drops

acutely to 20 torr or less. This patient had severe

hypoxemia and I am surprised he responded as

well as he did to the relatively low concentration

of oxygen administered. Given this clinical pre-

sentation I would have contemplated endotracheal

intubation immediately upon admission.

Management in View of the

Pathologic Physiology

The treatment of adult respiratory distress syn-

drome regardless of cause is fairly well stereo-

typed and has been reviewed recently.® Therapy

is primarily symptomatic and centers around lung

dehydration, measures to check “alveolar-capil-

lary leak,” and attempts to prevent or reverse

atelectasis. The primary or causative disease if

recognized must be treated aggressively.
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Lung dehydration is achieved with diuretics

and restricted fluids. We try to hmit total fluid

intake to less than 1,500 or 2,000 ml/day. Swan-
Ganz catheter measurements of pulmonary artery

and wedge pressures are helpful information in

guiding fluid administration as was done in this

particular patient. The patients usually have nor-

mal pulmonary vascular pressures. When shock

exists and left ventricular function is not im-

paired, or if fluid loading is thought essential to

patient survival the necessity for pulmonary

hemodynamic monitoring becomes absolute.'^

The use of corticosteroids is deemed essential

by some clinicians but is felt to be adjunctive

therapy by most clinical investigators.® We tend

to use a high dose methylprednisolone regimen

early in patients who seem to be worsening in

clinical and gas exchange parameters. Cortico-

steroid mechanisms of action in this condition are

still undefined, but an ameliorative effect on vas-

cular permeability and leukocyte and platelet

stickiness has been demonstrated in experimental

ARDS models. Whether the corticosteroid actions

are operative and beneficial in ARDS patients is

not known.

The patient’s major problem is hypoxemia, and

if he stays severely hypoxic he will die. Hypox-

emia in the ARDS is certainly different from

that seen in the patient with chronic obstructive

pulmonary disease (COPD). The latter often re-

sponds well to two liters of oxygen per minute,

recovers and is discharged ordinarily after six

days of bronchial hygiene. In contrast, the ARDS
patient needs high inspired oxygen concentration

or mechanical ventilation for survival. The physi-

ologic mechanisms in the two groups of patients

are different. In the COPD, ventilation-perfusion

relationships are altered, resulting in hypoxemia.

Hypoxemia from ventilation-perfusion imbalance

responds well to low concentrations of inhaled

oxygen.

The major mechanism in ARDS is an intra-

pulmonic shunt. ^ Pulmonary shunts are areas in

the lung in which there is no ventilation but per-

fusion persists. Venous blood perfuses a lung

segment or region but is not arterialized by expo-

sure to alveolar gas; it subsequently empties into

the left atrium, mixing with arteriahzed blood

and, depending on the magnitude of “shunt,”

causing some degree of hypoxemia. Raising the

inspired oxygen concentration when large shunts

are present does not improve arterial oxygen con-

tent. Patients with ARDS have shunting because
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of the extensive atelectasis, edema, congestion,

and hemorrhage which prevent the development

of satisfactory oxygen concentrations in gas ex-

change zones of the lung. The shunts persist until

that airway or air zone is cleared out or until

blood supply to that particular zone ceases.

As stated, ventilation-perfusion mismatches

respond to low concentration oxygen and ulti-

mately do well. This patient did have some shunt-

ing, however, and continued in respiratory dis-

tress for 96 hours.

In the typical ARDS the presence of shunt

requires a different approach in correcting oxy-

gen lack. Additional modalities of therapy are

usually necessary in this individual to keep him

alive since 100% oxygen itself, if used for pro-

longed periods of time, is deleterious and causes

a worsening of the basic pulmonary morbidity.

We use high concentrations (50% -60%) of oxy-

gen and if unsuccessful in relieving hypoxemia

place the patient on a mechanical respirator as an

alternative to using oxygen concentrations in ex-

cess of 60% for any extended period of time.

Oxygenation of a patient with ARDS is rarely

accomplished with devices which dehver low con-

centrations of oxygen. These include nasal can-

nulae, venturi mask, or conventional face masks.

These delivery modes cannot achieve inspired

oxygen concentrations much greater than 45%.
Occasionally, achieving very high O2 concentra-

tions with a non-rebreathing type mask (with

reservoir bag) will suffice and eliminate or delay

the need for mechanical ventilation. The inspired

oxygen concentration with these masks may be

as high as 85%.

Most often patients with ARDS require

mechanical ventilation with manipulations of the

same machine to overcome the altered physio-

logic state of the ventilated lung. In order to

achieve adequate oxygenation many of these

patients initially need 100% oxygen. They also

need a technique to open and keep open or splint

the atelectatic airways and alveoli that are pro-

ducing physiologic shunts. The most successful

method that has been devised (largely by trial

and error by Petty and his group) is called posi-

tive end-expiratory pressure (PEEP).^'® PEEP
prevents airway pressures, and hence alveolar

pressures, from falling to zero, as happens with

passive expiration on a ventilator. The patient is

ventilated in such a manner as to maintain an

end-expiratory positive pressure of from 3 cm
to 20 cm of water. By applying a positive pres-

sure to the airways the lungs are splinted in a

partially distended state which does not permit

total collapse of airways and alveoh. This results

in an increase in the functional residual capacity

(FRC) or increased gas content of the lung at

end expiration and allows ventilation to previ-

ously collapsed lung zones. Hence shunting is

eliminated or reduced and arterial oxygen ten-

sion improves. Reduction in inspired oxygen con-

centration can then be accomplished.

Prognosis

The mortality from this condition from all

causes is very high—around 50%. This mortality

rate depends in part on the initiating insult. Some
causes (e.g., cardiogenic shock) are almost uni-

formly fatal, while others (e.g., vascular overload

following cardiopulmonary bypass) have a more

favorable outcome. The best prognostic indices

we have seem to be related to the magnitude and

duration of the shunt. Patients requiring 100%
oxygen with a persistent alveolar to arterial oxy-

gen gradient of 500 torr for more than 48 hours

rarely survive regardless of the initial cause of

the injury. In general, the longer the patient re-

quires high concentrations of oxygen to eliminate

or alleviate his hypoxemia, the poorer will be his

chances of survival.

In summary, a very important pathophysiologic

feature of ARDS is alveolar and airway collapse

(with reduction in functional residual capacity),

atelectasis, and shunting. These phenomena may
be treated by use of PEEP. By increasing func-

tional residual capacity, which PEEP does, a re-

duction in interstitial alveolar edema, an improve-

ment of atelectasis, and a reduction in the effec-

tive shunt with relief of hypoxemia may be

achieved.

In the last analysis, what is ARDS? Is it a

useful concept? I believe we should continue to

use the term to denote clinical respiratory distress

after a pulmonary insult, either direct or vicari-

ous, which results in progressive pulmonary infil-

tration and profound hypoxemia. It is a useful

clinical concept now but will doubtless be re-

placed by more specific terms (e.g., noncardiac

pulmonary edema) as we begin to unravel the

mysteries of alveolar-capillary integrity, r ^
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W. BARTON CAMPBELL, M.D., Co-Director

A 47-year-old man entered Saint Thomas Hospital

with severe epigastric and hypochondrial pain of 24
hours' duration. He had no history of cardiac disease.

Physical examination disclosed the blood pressure to be
136/80. There were no rubs, murmurs, or gallops audi-

ble. He had had no previous electrocardiograms. The
following electrocardiogram was obtained (Figs. 1

and 2).

Fig. 1

excitation differs from bundle branch block, how-

ever, in that the PJ interval is not notably pro-

longed. As this patient does not have paroxysmal

tachycardia he would not properly be considered

to have Wolff-Parkinson-White syndrome.^

The type of pre-excitation noted in this electro-

cardiogram suggests the anomalous excitation oc-

Fig. 2

Discussion

The tracing shows early superior forces result-

ing in Q waves in III and AVF. This electro-

cardiogram, however, does not represent inferior

infarction. The PR interval in lead I, AVL and

the lateral precordial leads is quite short and

measures 100 msec in I and AVL. The slurring

of the initial portion of the QRS complex (delta

wave) in conjunction with the short PR interval

is pathognomonic of pre-excitation. Note that the

QRS duration is 0.12 sec. It was this observation

that initially led Wolff, Parkinson and White to

describe this as a type of bundle branch block.

It has been subsequently pointed out that pre-

From the Department of Cardiology, Saint Thomas
Hospital, Box 380, Nashville, TN 37202.

curs in the right ventricle (Type B of Rosen-

baum).^ The ST-T changes noted in this tracing

are characteristically present in pre-excitation.

The ST forces are usually opposite in direction

to the major QRS and delta forces. (Note ST
segment elevation with an upright T in VI with

negative delta wave and QRS deflection in VI.)

The patient from whom this electrocardiogram

was obtained was found to have pancreatitis.

There was no elevation of cardiac enzymes. The

electrocardiogram remains unchanged. crzzp
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Ampicillin-Resistant Hemophilus Influenzae Meningitis

CHURKU MOHAN REDDY, M.D., FRANK E. THOMAS, M.D., SABURO HARA, M.D.

Ampicillin has been widely recognized as the

drug of choice for the treatment of Hemophilus

influenzae meningitis in children.^ Administration

of antibiotics in the usual outpatient dosages sel-

dom interferes with the diagnosis of H. influ-

enzae} Recently however, several reports of

meningitis due to ampicillin-resistant strains of

type b H. influenzae have been reported.^'^° At
least one report of disease due to these strains

has been reported in Tennessee.®

This communication describes an additional

Tennessee case of an infant with partially treated

meningitis due to H. influenzae type b from which

an ampicillin-resistant strain was recovered.

Therapeutic modifications are thus suggested

when meningitis due to Hemophilus is suspected

in this geographic area.

Case Report

A 3-month-old black male infant, the product of

32 weeks’ gestation with a normal delivery, was admit-

ted to Hubbard Hospital of Meharry Medical College

on Nov. 19, 1976. Admitting complaints included a

four-day history of irritability, anorexia, and fever. In

addition, a grand mal type of seizure was noted two
days prior to admission. The neonatal course of this

infant has been complicated by hyperbilirubinemia

requiring phototherapy.

At the time of admission, the infant was noted to be

irritable with a temperature of 39.2 C. Ankle-clonus was
present but the anterior fontanel was flat.

The admission lumbar puncture revealed a cloudy
cerebrospinal fluid with 840 WBC/mm3, which showed
73% polymorpho nuclear forms. The protein was 147
mg/ 100 ml and a CSF glucose of 40 mg/ 100 ml with

a concomitant serum glucose of 114 mg/100 ml. The
Gram stain revealed Gram-negative pleomorphic rods.

The peripheral WBC count was 21,500/mm3 with

segmented neutrophils 44%, lymphocytes 56%.
Four days before admission, the patient received

ampicillin 250 mg/kg/day orally. On admission, the

From the Department of Pediatrics (Drs. Reddy and
Hara) and Division of Infectious Diseases, Department
of Internal Medicine (Dr. Thomas), Meharry Medical
College, Nashville.

Reprint requests and correspondence to Department
of Pediatrics, Meharry Medical College, Nashville, TN
37208 (Dr. Reddy).

infant was started on intravenous ampicillin at a dose
of 400 mg/kg/day. Subsequently cultures of the blood
and cerebrospinal fluid grew H. influenzae type b con-
firmed by the Tennessee Department of Public Health
Laboratories. Disc sensitivity testing on chocolate agar
showed resistance to ampicillin. The tests were repeated
for confirmation with identical results.

During this time the child remained febrile and
showed little improvement. At the receipt of the sen-

sitivity data the infant was promptly switched to chlor-

amphenicol at a dose of 100 mg/kg/day given intra-

venously at six hourly intervals for a period of 14 days.

Temperature returned to normal within 24 hours after

the initiation of therapy with chloramphenicol. After
an initial seizure on the day of admission, no further

seizure activity occurred. Hyperreflexia resolved by the

1 1th hospital day.

Spinal fluid obtained on the 7th and 13th hospital

days showed decreasing WBC counts and protein con-
centration. The CSF glucose rose to normal levels and
cultures remained sterile as did post chloramphenicol
blood cultures. The infant was discharged after a three-

week hospital stay in a satisfactory condition.

Discussion

Ampicillin has been the drug of choice for the

treatment of H. influenzae infections in children.^

However, recent reports of ampicillin-resistant

strains has evoked considerations of altering the

therapeutic regimen when H. Influenzae meningitis

is encountered.

The case reported herein is an addition to those

recorded in the literature in which ampicillin-

resistant strains were described.^"® Furthermore,

relapses have occurred with ampicillin-sensitive

strain whereas this has not occurred with chlor-

amphenicol even in the face of low cerebrospinal

fluid concentrations.^^

The ampicillin resistance encountered thus far

has been in part on the basis of B-lactamase ac-

tivity.^® Other reasons for ampicillin failure

against H. influenzae meningitis have been im-

proper routes of administration,^^ inadequate

cerebrospinal fluid concentration of the anti-

biotic,^®’^® sequestration of organisms in an area

not penetrated by the drug^^’^'^ and complicating

factors such as ventriculitis, brain abscess, and

JULY, 1977 497



hydrocephalus.^'^ None of these factors were ap-

parently operative in this case although drug

levels were not done. Sensitivity testing by disc

method revealed ampicillin resistance. The pitfalls

of these methods as opposed to dilution tech-

niques are recognized. However, when one uses

chocolatized agar with preparation of the inoc-

ulum with enriched media ampicillin resistance

is significant.^®

Consequently, the Committee on Infectious

Diseases of the American Academy of Pediatrics

has recommended ampicillin 400/mg/kg, and

chloramphenicol 100 mg/kg/24 hr for the ini-

tial management of children with documented or

suspected severe infection due to H. influenzae

type b. Later, when sensitivity results are avail-

able, the unneeded drug can be deleted from the

regimen.

We certainly concur with this recommendation,

and our experience and that of others indicates

ampicillin plus chloramphenicol should be the

initial regimen in the management of severe in-

fections due to H. influenzae type b including

meningitis, epiglottitis, and sepsis in this geo-

graphic area, r ^
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The Use of Radionuclide Cisternography

In the Evaluation of Dilated Cerebral Ventricles

PEGGY A. DOMSTAD, M.D.

The recent introduction of computerized tomo-

graphic scanning of the head with concomitant

estimation of ventricular size has lead to renewed

interest in the radionuclide cisternogram. This

study, still frequently referred to as “RISA scan,”

monitors the circulation of tracer material from

the lumbar intrathecal space to the convexity of

the cerebral hemispheres. The pattern of cerebro-

spinal fluid circulation and the rapidity of tracer

clearance allows assessment of the physiologic

significance of dilated cerebral ventricles. The

following case illustrates its usefulness:

This 44-year-old female was admitted to the hospital

because of constant headache and psychiatric problems.

A computerized tomographic scan of the head showed
dilated lateral ventricles. A radionuclide cisternogram

showed rapid clearance of tracer material with little or

no entry into the lateral ventricles and no evidence of

intraventricular stasis (Figs. 1 and 2).

Fig. 1

In the normal individual, tracer material, in-

jected via lumbar puncture, rises into the basal

cisterns and sylvian fissures during the first six

hours after injection. Transient reflux into the

lateral ventricles may occur, and may persist at

24 hours post injection. The material leaves the

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, TN 37203.

Fig. 2

lateral ventricles and by 48 hours post injection

is distributed over the convexities of the cerebral

hemispheres. Normal persons may show even

more rapid tracer clearance, as seen in the pre-

ceding case. Retention of tracer material in the

lateral ventricles at 48 hours post injection is

indicative of normal pressure hydrocephalus.

Modifications of this study have been made in

recent years rendering it more reliable and quite

safe. The first agent widely used for cisternogra-

phy was radioiodinated serum albumin, also

known as “RISA.” The use of this material oc-

casionally resulted in aseptic meningitis. Most

institutions have discontinued the use of RISA
and now use either Indium-111 DTPA or

Ytterbium- 169 DTPA. These radiopharma-

ceuticals yield very satisfactory images and ad-

verse reactions are rare.

The radionuclide cisternogram is useful when
rigidly interpreted by well-established criteria.

It helps clarify the status of individuals suspected

of having normal pressure hydrocephalus and

aids in predicting the probable outcome of a

surgical shunt procedure. r ^
References furnished upon request.
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TmA K-rai| of the month

VICTOR GONCHARENKO, M.D., A. JAMES GERLOCK, JR.,

M.D., LEIF EKELUND, M.D.

A 5y2-year-old male patient presented with

the chief complaint of fever and cough. The P-A
chest him shown below was obtained. What is

your diagnosis?

1. Pneumonia

2. Bronchogenic cyst

3. Abscess

4. Pulmonary sequestration

Fig. 1. Mass in the right lower lung field with an air-

fluid level.

Discussion:

Pulmonary sequestration is a congenital mass

of aberrant pulmonary tissue that has no normal

connection with the bronchial tree or the pul-

monary arteries. The mass of aberrant pulmonary

tissue is supplied by an anomalous artery arising

from the aorta. Its venous drainage is either into

From the Department of Radiology & Radiological

Sciences, Vanderbilt University Hospital, Nashville.

TN. 37232.
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Fig. 2. Selective angiography of the main artery feeding

the sequestration. This artery arises from the

descending thoracic aorta.

the azygos system, the pulmonary veins, or the

inferior vena cava.

Pulmonary sequestration can be either intra-

lobar or extralobar. The intralobar sequestration

is found within the lung, usually located in the

posterior basal segment of the left lower lobe. No
pleural covering surrounds the surface of the

intralobar sequestered pulmonary segment. The

bronchi within the sequestered lung segment do

not communicate with the bronchi of the sur-

rounding normal lung. Since there is no pleural

covering surrounding the intralobar sequestered

pulmonary segment, air may enter this segment

from the normal surrounding lung through the

pores of Kohn.

Extralobar sequestration is rare and completely

enclosed in a pleural covering of its own. The

extralobar type of pulmonary sequestration may
be found between the lower lobe and the dia-

phragm, within the diaphragm, or in the upper

Continued on page 502
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Hypertension and the Sympathetic Nervous System

DAVID ROBERTSON, M.D.

The lay public has long been convinced that

there is a close relationship between a nervous

temperament and hypertension. With the rapid

acceleration in our understanding of events at

the neuronal level in the 1950s, great strides

were made in treatment of hypertension by agents

acting on the sympathetic nervous system. How-
ever, efforts tO' incriminate the autonomic nervous

system as the cause of hypertension were un-

successful.

Interest in the sympathetic nervous system

and its contribution to essential hypertension has

been rekindled in the past five years. This is due

to improved techniques for measuring catechol-

amines and their metabolites and the recognition

of the importance of categorizing essential hyper-

tensive patients on the basis of their renin status.

Patients with persistently low plasma renin

activity appeared clinically to have a volume-

dependent hypertension while the normal and

high-renin essential hypertensive patients include

a group with certain charactertistics suggestive of

increased sympathetic nervous activity.

In the borderline hypertensive patients, the

“adrenergic” appearance may be even more

striking: these subjects frequently have a raised

cardiac output, an increased resting pulse, an

increased ratio of stroke volume to central blood

volume with an overall reduced blood volume,

or a central redistribution of a normal blood

volume. All these hemodynamic characteristics

are consistent with increased sympathetic nervous

function.

Norepinephrine is the principal neurotransmit-

ter of the sympathetic nervous system. While neu-

rons possess a norepinephrine pump to reclaim the

neurotransmitter that remains in the synaptic

cleft following discharge, small amounts of the

norepinephrine are metabolized or lost into the

blood stream from which they are ultimately

From the Division of Clinical Pharmacology, Van-
derbilt University Hospital, Nashville, TN 37232.

excreted in the urine. In circumstances of in-

creased sympathetic nervous activity in normal

subjects (exercise, pain, sodium depletion, upright

posture), that increased activity is reflected in

greater blood levels of norepinephrine. Hence
raised serum norepinephrine and urinary nor-

metanephrine and norepinephrine are markers of

sympathetic nervous activity. There is now evi-

dence that some subjects with normal or high

plasma renin levels have increased serum nor-

epinephrine and urinary catecholamine levels,

while some subjects with low plasma renin ac-

tivity have reduced serum catecholamines.

Another approach to the evaluation of sympa-

thetic function has been through measuring serum

and urinary cyclic AMP. Although it is uncertain

how exactly urinary cyclic AMP excretion re-

flects beta adrenergic activity, they are known to

be correlated. In the upright posture cyclic AMP
excretion is abnormally raised in patients with

borderline hypertension. Furthermore the plasma

cyclic AMP response to insulin-induced hypo-

glycemia is increased in high-renin essential hy-

pertensive subjects but reduced in subjects with

low plasma renin activities.

High-renin essential hypertensive patients

lower their pressures in response to lower doses of

propranolol better than do subjects with low-renin

activities. In addition, the same therapeutic spec-

trum has been documented with the alpha-block-

ing agents phentolamine and phenoxybenzamine.

The differential response to these drugs shown

by these patient subgroups is perhaps the strong-

est evidence to date that high-renin essential

hypertensive patients have excess sympathetic

nervous function.

Studies indicate tyramine, which raised blood

pressure indirectly by displacing norepinephrine

from the nerve ending, produces a greater pressor

response in high-renin than in low-renin essential

hypertensive subjects. Since the pressor response

to norepinephrine is similar in both groups, the
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differential tyramine response is interpreted to

mean that stores of releasable norepinephrine are

greater in high-renin than in low-renin subjects.

Finally there are suggestions that some patients

with high-renin essential hypertension have cer-

tain psychological characteristics such as sup-

pressed hostility which may or may not be re-

ffected in sympathetic nervous function. Elucida-

tion of the psychological components in hyper-

tension, which have so long been suspected by

the lay public, must await more definitive psy-

chometric testing.

The therapeutic implications of the accumulat-

ing data on sympathetic function and hyperten-

sion are readily apparent. While the diuretics

remain the first line drugs in low-renin essential

hypertensive subjects, propranolol or another

drug acting through the sympathetic nervous sys-

tem would appear to be more effective in the

patient with high-renin essential hypertension.

X-Ray of the Month . .

.

Continued from page 500

portion of the abdomen. This type of pulmonary

sequestration then differs from the intralobar type

in that it has its own pleural sheath and is located

outside the lung parenchyma.

The blood supply to both the intralobar and

extralobar sequestered segment can arise from

the thoracic or the abdominal aorta. The patient

presented here had three arteries supplying the

sequestration. Figure 2 shows a selective angio-

gram of the main feeding artery supplying the

lesion.

The roentgen procedures used in the diagnosis

of these lesions consist of (1) plain film views

of the chest, (2) tomography, (3) bronchog-

raphy, and (4) thoracic and abdominal aortog-

raphy. The plain film examination of the chest

will either show the lesion to be a solid mass or

a cystic air-filled density, usually located in the

U.T. Grand Rounds . .

.

Continued from page 495

3. Petty, XL, Ashbaugh, DG: The adult respiratory distress

syndrome. Chest 60:213, 1971.

4. Lamy, M, et al: Pathologic features and mechanisms of

hypoxemia in adult respiratory distress syndrome. Am Rev Resp
Dis 114:267, 1976.

5. Farrell, PM, Avery, ME: State of the art: hyaline membrane
disease, Am Rev Resp Dis 111:657, 1975.

6. SoUiday, NH, et al: ARDS—Clinical conference in pul-
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VOLUME AND ADRENERGIC PARAMETERS IN

ESSENTIAL HYPERTENSION

Characteristic of

Hypertension

Low-Renin

Patients

High-Renin

Patients

Plasma renin activity

(definition)
t

Propranolol-responsive + +++

Phenoxybenzamine-
responsive

+ +++

Phentolamine-responsive + +++

Serum norepinephrine N or ^ N or-^

Diuretic responsive +++ +

Pressor response to

tyramine
+ ++

Pressor response to +++ +++
norepinephrine

base of the lung. Bronchography will show that

the bronchi of the surrounding normal lung do

not communicate with the sequestered pulmonary

segment. Thoracic and abdominal aortography

will establish the diagnosis by demonstrating one

or more anomalous arteries arising from the aorta

and supplying the sequestered segment.

Aortography is also valuable in delineating the

arterial blood supply to the sequestered segments

before surgery is performed so that the anomalous

vessels may be more easily identified and ligated

during the surgical procedure.

Pulmonary sequestration is not uncommon,

and with today’s radiographic procedures, a di-

agnosis is suggested and confirmed with regu-

larity. zrz::^

References furnished upon request.
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Pulmonary sequestration

monary disease from Northwestern University, McGaw Medical
Center. Chest 69:207, 1976.

7. Swan, HJC: The role of hemodynamic monitoring in the
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Is Lobular Carcinoma

Of Breast Always Estrogen Dependent?

JOSEPH J. SANNELLA, M.D.

Determination of estrogen-binding receptor

should now be routine in every breast cancer

removed. Receptor negative cases rarely respond

to endocrine therapy but regression can be ex-

pected in approximately 65% of those with re-

ceptors. The therapist can be guided by the re-

sults of estrogen receptor assay (ERA) should

metastatic disease develop at a later date.

There are many patients who have not had

ERA performed on their primary tumor. It is

entirely possible that a metastatic lesion might

appear which is either too small for accurate

analysis or relatively inaccessible to removal. In

such cases, if the primary tumor had histological

characteristics of lobular carcinoma, endocrine

therapy would seem to be indicated since greater

than 90% of lobular carcinomas are positive for

estrogen receptors. This recommendation is based

on the two sets of data presented in the Table.

The paper by Rosen, et al^ prompted an exami-

nation of our own series.

ERA POSITIVITY (%)

Rosen’s Series Author’s Series

(333 cases) (89 cases)

All breast cancers 54.4 54.7

Duct cell carcinoma 54.7 54.2

Lobular carcinoma 92.3 100

Medullary 25 50

Colloid 40 -

Tubular 0 50

Mixed ductal & lobular - 50

From Clinical Laboratories of Nashville, 2525 Park
Plaza, Nashville, TN 37203.

The two series are comparable in several re-

spects. Both studies use the dextran-charcoal

Scatchard plot method for assaying estrogen re-

ceptors. The incidence of pure lobular carcinoma

is about the same. This probably means that the

histologic criteria applied are at least similar.

The percent positivity in ductal carcinomas is

almost identical. The differences noted in medul-

lary, colloid and tubular carcinomas undoubtedly

result from the small number of cases involved

in both series.

In our material, 15 cases were either recurrent

or metastatic breast lesions. The ERA positivity

in this group was 46.7%. This is less than the

rate (56.3%) in primary lesions and parallels the

experience of Savlov, et al.^ It appears that me-
tastases may lose estrogen receptor. No case has

been reported where a metastatic lesion acquires

estrogen receptors.

Researchers are examining other characteristics

of breast cancer that may further improve therapy

of metastatic disease. Progesterone receptor as-

says will soon become as standard a tool as

ERA. Additionally, enzyme profiles on the cancer

tissue seem to indicate that a good response to

present modes of combination chemotherapy can

be expected if the tissue is rich in glycol5rtic

enzymes such as lactic dehydrogenase, isocitrate

dehydrogenase, glucose phosphate isomerase, glu-

cose-6-phosphate dehydrogenase and 6-phospho-

gluconate dehydrogenase.

REFERENCES

1. Rosen, PP, et al: Cancer Research 35:3187-3194, 1975.

2. Savlov, ED, et al: Cancer 39:539-541, 1977.
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A Departmental Report

To the President's Commission on Mental Health

Over the past several years, increased public

awareness on the plight of Tennessee’s mentally

ill and mentally retarded and the generosity of

legislatures and administrations have enabled the

Department of Mental Health and Mental Re-

tardation (DMHMR) to make significant prog-

ress in the development of resources.

Nevertheless, many gaps in the service delivery

systems have been identified. Some are caused

by a deficiency of funds, and others by federal

guidelines which are too strict to permit flexi-

bility in their implementation.

On May 25, 1977, Mrs. Rosalynn Carter

and the President’s Commission on Mental

Health held public hearings in Nashville. The

following is a summation of remarks presented

to that group by DMHMR Commissioner Harold

W. Jordan, M.D. Also included are proposals as

set forth in various position papers provided to

the Commission.

Mental Health

The Community Mental Health Center Act

(Public Law 94-63) requires that Tennessee

implement a program of deinstitutionalization.

We need federal assistance if we are to develop

alternative resources and recruit additional man-

power to staff new programs. Transitional half-

way houses, quality assurance programs, pre-

screening, and aftercare are all essential if our

large institutions are to be reduced to the desired

census.

Recent federal emphasis on depopulation has

had many positive effects. It has also created

problems for the individuals involved, for the

state, and for the community. There are not

enough community resources—especially live-in

resources—at present to meet the needs of indi-

viduals in transit from the institution to the

community.

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville.
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One group of citizens especially affected by

deinstitutionalization are the elderly. If the Geri-

atric Services Section of DMHMR is to develop

comprehensive services additional funding will

be required. We have many elderly citizens who
are suffering from emotional insecurity, loneli-

ness, and neglect.

Progress has been made in gaining public

awareness and in planning mental health needs

of the elderly at the community level, but addi-

tional funding could enable us to effect the qual-

ity of care which should be the right of all.

The issue of living environments is particularly

distressing. In Tennessee, over 6,500 elderly peo-

ple now reside in a variety of unlicensed facilities

—halfway homes, boarding homes, and foster

homes. There is a tremendous need for licensure

legislation for these supportive shelter facilities.

Special community programs for adolescents

are too few. We do not have sufficient funds to

develop the necessary support facilities for young

men and women with mental problems. Many do

not require complete institutionalization but can-

not be maintained in their homes.

The problem of identification of preschool

children with developmental problems is one of

much importance. DMHMR requests additional

support in order that these young children can

be identified and placed in suitable treatment

programs.

Abuse of alcohol and other drugs affects more
people in the United States than any other mental

health problem. We need more research into the

causes and means of preventing alcoholism and

other drug abuse so that our professionals and

paraprofessionals will be better equipped to treat

the patient and reduce the incidence rate.

The forensic group is a special patient cate-

gory. Financial support is required if we are to

develop new and better treatment techniques in

the area of legal and clinical forensic issues.
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Mental Retardation

The mental retardation field has traditionally

been influenced by trends in mental health. This

has not always been good. The mental health

model often prevented our retarded citizens from

receiving appropriate training on a developmental

model.

We know the mentally retarded often require

a lifetime support system which is different from

the short-term system designed for the mentally

ill. We therefore submit a request that the Presi-

dent’s Commission pay particular attention to the

unique needs of the mentally retarded. We also

hope they will define the responsibilities and

alignments between the President’s Commission

on Mental Health and the President’s Commis-
sion on Mental Retardation.

At present, a considerable sum of federal

Medicaid dollars is being allocated for the pur-

pose of maintaining large public and private

institutions for the mentally retarded. In Ten-

nessee, we are concerned that a state institutional

system which becomes dependent on such funds

finds it difficult to transfer those persons who
are capable of functioning in a community resi-

dential facility to the community.

We propose that a new federal program be

developed to provide community-based resi-

dential services including group homes, sheltered

apartment programs, etc. We feel that such a

program, if administered appropriately, will be

more cost efficient and will provide better ser-

vices to more people without necessarily increas-

ing funding levels.

There are many individuals in residence in

our ICF/MR facilities who do not require that

level of care. Many could and should be served

in smaller, less sophisticated programs which can

provide appropriate habilitative services through

challenge-oriented community-based program-

ming.

In providing community-based residential

alternatives to institutionalization, most states

have experienced considerable difficulty with re-

gard to the fire safety issue. Since it is the in-

herent goal of community-based programs to

provide the most normal, home-like residence

possible, it is unreasonable to expect such fa-

cilities to meet the same expensive construction

requirements that large institutions must meet.

Obviously, the most severely handicapped, or

multiply handicapped, who are incapable of self-

preservation require the safest environment pos-

sible. However, most developmentally disabled

individuals possess varying degrees of self-pres-

ervation capabilities and should not be denied the

challenges of community living.

We suggest that the National Fire Protection

Association add to the life safety code several

categories under the “resident occupanices” sec-

tion that deal specifically with special congregate

living situations for the developmentally disabled.

The enactment of the Housing Act of 1974

brought great hope to those of us interested in

providing housing for the mentally retarded in

Tennessee. Its language spoke of congregate

housing, 202 financing, rent supplements for

existing housing, and other programs which could

benefit the developmentally disabled.

Unfortunately, these good feelings didn’t last,

for we soon realized that implementation of the

law would take a long time. We soon learned

that there is not sufficient expertise in the area

of residential services for the developmentally

disabled. The legislation seemed applicable only

to the mildly handicapped. We recommend the

establishment of housing programs specifically

for the developmentally disabled rather than try-

ing to modify existing programs.

We also recommend that a division be created

within the Department of Housing and Urban

Development which will have more knowledge

about residential programs for the developmen-

tally disabled. Such a division can work with

state agencies in developing and implementing

a state housing plan. r ^

Dollars Today-
Doctors Tomorrow

American Medical Association

Education and Research Foundation
535 North Dearborn Street, Chicago 10, Illinois
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COST — Continued
Last month I wrote about the “rapid rising cost of health care.” Now I

want to mention the cost item that has been the most rapidly rising cost of

all for almost every citizen, taxpayer, i.e., the increased cost of government.

It is difficult for us to comprehend the astronomical figures that are used in

talking about government spending (how much is just $1 billion?), but we
are acutely aware of continually rising amounts that we are required to pay

in taxes.

Rarely can we as citizens completely redirect our government or even

turn its course significantly, but we do have that opportunity in Tennessee

this year in the constitutional convention. I believe that the delegates to the

1977 constitutional convention can and should draft a constitutional amend-

ment to limit government spending in Tennessee.

In a representative government, we recognize that in the process of

governing, all majorities are but groups of minorities temporarily banded

together to support the other’s interest and to receive a similar support for

its interest.

It seems that all interests basically devolve to the proposition of “more

money” and government has become a tool for facilitating transfers from

those who “have” to those who “want” in the blind mistaken belief that

such action is the way to improve the lot of those who “want.” Transfers

never have and never will achieve lasting improvement in individual citizen

status, for such action is merely slicing the pie differently rather than creating

a larger pie. Government’s proper role should be to encourage a climate

in which a bigger pie can be created and in which all are assured equal

economic opportunity, rather than guaranteeing benefits for some.

We Tennesseans believe in representative government, but we also believe

that we have the inalienable constitutional right to instruct our represen-

tatives in all matters—including the level of taxes imposed on us. A consti-

tutional amendment to limit government spending in Tennessee should

include several basic elements:

(1) Government spending should rise no faster than does the

citizens’ prosperity.

(2) Provisions should be made for controlled exceptions and

flexibility so as not to interfere with the provision of necessary

services.

(3) It should address no specific tax, but rather should state

that government’s share of the citizens’ prosperity shall be fixed at

a reasonable level.

I encourage you to support such an amendment to the Tennessee Consti-

tution; to ask others to join the effort, and to personally contact your

delegate to the convention, urging his support.

If successful in the convention in 1977, you can have on your ballot

in 1978, for your approval, an amendment to limit spending and thereby

limit taxes in Tennessee. We could then hope that this progressive idea

might catch on in other states and eventually be carried on to the federal

level.

The Tennessee Constitution declares “all power is inherent in the people”;

it is now your prerogative to exercise that power.

Sincerely,

ji. ^J
PRESIDENT
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Independence Forever!

On July 4, 1826, as our country was wildly

celebrating the 50th anniversary of the signing

of the Declaration of Independence, Thomas

Jefferson, 83, and John Adams, almost 91,

quietly died within four hours of each other.

Shortly before his death Adams was asked for

a toast for the day, to which the old Yankee

whispered, in what were almost his last intel-

ligible words, “Independence forever!”

The first anniversary of that signing was a

jubilant day. Things were happening. A month

earlier the Stars and Stripes were born in Con-

gress, and during the summer four famous Euro-

pean officers would enter during its service, the

Marquis de Lafayette of France, Baron Johann

de Kalb and Baron Friedrich Wilhelm von Steu-

ben of Germany, and Thaddeus Kosciuszko of

Poland. The fall of the year would see Lord

Howe occupy Philadelphia, but General Bur-

goyne would outrun his supply line and would

surrender at Saratoga, New York, a real shot in

the arm for the young Continental Army. Articles

of Confederation would be signed in the Congress

on November 15, though they would not be

finally ratified by the individual states until 1781.

The winter would see France recognize our

independence and she would enter into a Franco-

American alliance, even as Washington’s shrink-

ing army languished at Valley Forge, desperately

short of food, clothing, and military supplies.

The war at sea was even more successful. John

Paul Jones took the war to the British Isles, and

the French fleet forced the British to evacuate

Philadelphia.

Five long years of war lay ahead on July 4,

1777, and it was at great cost to our forebears

that independence was won and has been sus-

tained for two centuries. Inroads have been made

into that independence over the years, starting

almost as soon as our nation was born. Most of

the breaches healed with time, but the question

we must continually ask ourselves is, “How good

is our stewardship of our costly heritage?”

Major incursions are being made almost daily

into our individual and corporate freedom. Per-

haps some are necessary. Certainly the satisfac-

tion of our every whim is not a part of freedom,

as responsibility, to which true freedom must be

firmly linked, requires a bridling of desires, with-

out which license and not liberty reigns. But for

nearly the entire half-century just past, the fed-

eral government has been fiddling with economic

controls, as with the aid of a very liberal Supreme

Court it has slowly rewritten much of the Consti-

tution, and has arrogated to itself functions which

the Constitution’s designers considered properly

left to the several states.

We carry elsewhere in this Journal what I

consider to be a proper statement for this par-

ticular issue. Entitled the “Sharon Statement,”

it was drafted in 1960 by the Young Americans

for Freedom. It is primarily a free-market docu-
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ment, which in this era of Keynesian philosophy

is in some disrepute, and with which some of you

may have a measure of quarrel, though in fact

free market economists are gaining in stature

—

barely. But it is the last four statements which

I wish presently to examine in some detail.

We will be free only so long as the national

sovereignty of the Unted States is secure; history

shows periods of freedom are rare, and can exist

only when free citizens concertedly defend their

rights against all enemies;

In the name of freedom of speech, freedom

of the press, and civil liberty, national security

has been severely weakened in the wake of Water-

gate. It is undoubtedly true that police powers,

at both federal and local levels, have been abused,

but this is neither new nor is it confined to this

nation. There have been sufficient checks in the

past to insure against a police state, but these

checks have now been exercised to the point that

our police system is being rendered progressively

less effective as federal agents and local police

become first frustrated in the pursuit of their

duties, and finally demoralized. A recent Time
article indicated the Mafia and the underworld

generally are ranging virtually unchecked because

of the compromising of necessary police powers

of investigation and law enforcement. In our zeal

to protect our freedom from police incursions

we are surrendering it to the Mob. Is it a fair

trade? Does it serve our national sovereignty if

foreign agents can operate unhindered?

The forces of International Communism are, at

present, the greatest single threat to these liberties;

Those who understand this best are those who
have lived or who still live as dissidents in a re-

pressive society. There no liberty exists. There

is no freedom of speech, as witness the ample

evidence of writers Alexander Solzhenitsyn and

Andrei Amalrik, astrophysicist Kronid Lyubar-

sky, nuclear physicist Andrei Sakharov, and many
others. There is no freedom of movement except

for those high in the party. Fear is everywhere.

What is good for the Soviet citizens is good

for the world. That was the message of Marx
and Lenin. The revolution is exportable—witness

Cuba, Angola, and now Italy, Zaire. Soon the

world. It is their one aim.

The United States should stress victory over,

rather than coexistence with, this menace.

Marxism demands the violent overthrow of

all governments which are not populist, and that

means anarchy. Even the tyrannical, despotic.

cruel, repressive socialist regimes of the so-called

communist countries are considered simply a

temporary pragmatic means to the end of pure

communism. There are many who consider the

communist line to have softened, but periodically

one of the Soviet or Chinese leaders makes a

statement which clearly reveals their intent, which

is to “bury us.” It is inconceivable to men like

Solzhenitsyn and Sakharov that we can be taken

in by the words of men who consider lying in

the service of communism a virtue. While it may
be necessary to coexist temporarily, it must be

the coexistence of a mongoose with a rattlesnake.

Coexistence cannot be peaceful.

I am not rattling a sabre, nor am I even sug-

gesting military conflict as any solution at all.

What I am suggesting is that “detente” is a dan-

gerous game when one of the players is totally

amoral and dedicated to deceit and, despite dis-

claimers, to the destruction of the other. The

only help must come from freedom seekers with-

in, which is difficult when dissidents are system-

atically removed from the system, by either

death or exile. I am further suggesting that no

solution at all is within our power except as we
aid those within the system who are attempting

to change it, the professed and publicized lack

of concern for them on the part of our ambas-

sador to the United Nations notwithstanding. In

our cowardice we have since the Bay of Pigs

refused to give them aid and comfort, bowing

to the accusations of the Soviets that we are inter-

fering in their internal affairs—as if they did not

daily interfere in ours. We cannot play any role

at all in their lives from a position of weakness.

Perhaps all the talk of human rights is after all

only rhetoric.

American foreign policy must be judged by this

criterion: does it serve the just interests of the

United States?

On the face of it this might be judged the

epitome of chauvinistic parochialism, and yet it

just might be the most important statement of

the document, not only for ourselves but for all

lovers of freedom over the world. The fust in-

terests of the United States are that all the peo-

ples of the world be free.

In spite of our faults, statements from indi-

viduals in many countries indicate that they and

theirs look to the United States of America as

the last bastion of freedom in the world. They

feel if freedom in this country fails, there is truly
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no hope. That is a great compliment, but it is

also a dreadful responsibility.

Alexander Solzhenitsyn said, “We are slaves

from birth. We are born slaves. I am not young

anymore, and 1 myself was born a slave; this

is even more true of those who are younger. We
are slaves, but we are striving for freedom. You,

however, were born free. If so, then why do you

help our slave owners?”

God forbid that the struggle for freedom from

all sorts of bondage ever cease, in the Soviet

Union, in China, or anywhere else where oppres-

sion exists, even, sadly, in our own country. We
were born free at great cost. Should we then

hold our freedom lightly?

Most of all, should we help those who enslave

others? Short term, it may seem in our national

interest to do so. Long term, it bears in it the

seeds of our own destruction.

It cannot be said better than by that dying old

Yankee from Massachusetts, “Independence

forever!”

And not just for ourselves.

J.B.T.

On Making the Scene

The American Medical Association has be-

come a multi-million dollar corporation with

175,000 members and nearly 200 professional

and lay employees, the chief executive officer

(CEO) of which is the executive vice-president

(EVP). The problems of the CEO are legion, as

he is charged by the Board of Trustees with as-

sembling the proper expertise both to defend

American medicine against incursions from ex-

ternal sources, such as big government, labor,

business, and what have you, and to provide a

proper climate for the practice of medicine at

its best. This takes a lot of doing.

If there is a single voice of American medicine,

it is that of Jim Sammons, the executive vice-

president. He accedes to the position, however,

only because he has the responsibility of being

the funnel into which all the information, internal

and external, is poured. But because of the com-

plexities of the problems facing medicine, no

single individual can speak authoritatively on

every subject, so councils and staff have been

assembled to provide that expertise. Staff is an-

swerable to the EVP, who is answerable to the

Board, and who in turn is answerable to the

House of Delegates, which consists of your

representatives.
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Having said all this by way of explanation, I

wish to say that it in no way detracts from the

honor and glory of the presidency. Though the

EVP, for reasons which 1 hope you appreciate,

may be the voice of American medicine, the

president, by virtue of his election by the House

of Delegates, is the leader of the majority of the

physicians in this country. His job is not easy,

and can be thankless. It is his duty to stand as

a buffer between his 175,000 constituents and

those who are charged with the day to day op-

eration of the Association.

There has been for several years now a move

to employ a full-time president. The present

House spoke clearly and virtually unanimously

that it wished to have its own officers; president,

president-elect, and immediate past-president. In

lieu of a permanent president, the Association’s

chief operating officer will continue, at least for

the time being, to be known as the EVP.

Tennessee has just been honored by the elec-

tion of Tom Nesbitt as president-elect of the

AMA. If all goes well, he will on his inauguration

become the eighth Tennessee physician to hold

this office.

I think you need to know the esteem in which

Tom is held by the House, which he has served

as a most effective speaker for the past five years.

Such was his popularity and unassailable position

that he ran unopposed. The nominating speech

(carried under Medical News in Tennessee) by

Dr. John Burkhart of Knoxville, chairman of

the Tennessee Delegation, was greeted by a stand-

ing ovation of the House. Seconding speeches,

which are limited by House action to simple

expressions of support, came from every dele-

gation, and the announcement that he was elected

by unanimous ballot was greeted by a second

standing ovation. At his presentation of his lovely

family, the House and gallery rose a third time.

Upon his inauguration as 133rd president of

the American Medical Association, which will

occur in St. Louis on June 21, 1978, Tom will

receive in these pages the fitting tribute which to

publish now would make that event an anti-

climax. For now, the editor joins every physician

and staff member of the TMA in congratulating

Tom, in wishing him every continued success, and

in breathing a prayer for his continued well-being,

along with that of his family, and for ourselves,

his supporters and constituents, as we face a

rapidly changing society.

J.B.T.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Ballad of East and West: Reprise

We’re always talking about our honor and our

American way of doing things, and we have never

kept a single promise or a single treaty we ever

made with the Indians. We make him a treaty

and say, this land is yours now as long as the

grass shall grow and the waters shall flow. Then

a white man comes and says, look, that whole

country over there, that’s too good to let those

damn Indians have. Our treatment of the Indian

has been one of the greatest scandals that’s ever

been known.

Col. Tim McCoy

Somewhere between 50 thousand and 2 million

years ago man appeared on this planet, the exact

time depending mostly on what one likes to con-

sider his forebears. This also affects the geo-

graphic location, whether in Africa or the Middle

East. It is likely the particular ancestors of most

of us spread westward over Europe from the

Indus Valley in waves beginning in about the

third millenium BC. By about 800 BC the Celts

inhabited most of Mid-Europe, having displaced

earlier inhabitants, but they themselves were

pushed finally to the far corners of the British

Isles, first by the Romans and then by the Saxons,

who were in turn either destroyed, pushed out,

or partially absorbed by the Huns and the Nor-

mans, respectively. Indo-European man has been

constantly pushing westward, scouting for new

territory.

The land mass of our planet appears originally

to have existed as a single continent, which for

various reasons split apart, and the fragments

have been moving away from each other at the

rate of a few centimeters a year for the past few

hundred million years or so. Sometime before

Asia and North America finally separated, prob-

ably about 15,000 years ago, men who shared

a common ancestry with the Mongols came across

the land bridge where the Bering Straits now are,

and began populating the Western Hemisphere.

New infusions ceased when the continents sepa-

rated, but the movement to the south and east

continued. There are indications that man was in

Tennessee as much as 11,000 years ago. Wave
after wave pushed out, overran, or destroyed the

previous ones. It was inevitable that as soon as

man conquered the oceans the eastward and west-

ward movements should meet. Man being what

he is, and considering his previous history, that

meeting would predictably not be peaceful. It

wasn’t.

“In fourteen hundred and ninety-two Columbus
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sailed the ocean blue.” Although the Phoenicians

circumnavigated the globe (and incidentally origi-

nated the fiction that the world is flat, in order

to protect their trade routes), and the Vikings

apparently reached our northern coast from

Greenland as early as AD 800, they had little

or no impact on history in this hemisphere, and

the coming of Columbus initiated the clash be-

tween East and West.

Though it is unclear whether Columbus was

searching for new lands or for a trade route to

Asia, he steadfastly maintained until his death

that he had sailed along the coast of Asia, and

that the islands he had discovered were the

Indies. He called the inhabitants Indians, and

Indians they still are.

A succession of adventurers, fortune hunters,

explorers, churchmen and blackguards, first from

Spain and later from England and France,

flooded into this new world, doing what men
of similar ealling had been doing not only for

centuries but for millenia. They fought, killed,

and stole from the Indians, but they were not

exclusive in their warfare, as they did the same
to each other. Their feelings about the Indians

were mixed. The more sensitive among them were

overcome by the beauty and magnificence of the

cities of Mexico and the areas to the south, but

they were equally revolted by the extent and

barbarity of human sacrifice in their religious

observances. Being products of the Inquisition,

the Spaniard could conclude only that the Indians

were less than human, and could be killed with

impunity. Only a few voices were raised in

opposition, and they went unheeded, or indeed

unheard.

From the first, Indian leaders were taken to

Europe by various of the explorers, where they

were entertained first as curiosities and later as

the nobility that in spite of the rough edges they

demonstrated themselves to be. A lot of period

writing, both in England and on the European

continent, concerns itself with the “noble savage,”

and the colonists were often roundly criticized

for their treatment of the Indians. Relationships,

though, were in fact generally pretty good be-

tween the white invaders and the Indians away
from the leading edge of civilization. White scouts

lived peaceably among the Indians, and whole

Indian villages and tribes existed peaeeably with-

in the colonies—until they began to get in the

way of the westward push. A good local example
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—and there are many others—are the Cherokees,

who were dispossessed and evicted from Georgia

because their white neighbors wanted—and laid

claim to^—their land. The resulting “Trail of

Tears” to Oklahoma is a familiar sad story.

Another is the “Long March” of the Navajos

in 1864. They were a reenactment of a drama

which had occurred repeatedly since the coming

of man. This is not to excuse it, but only to

observe that the veneer of civilization is thin

indeed.

“The Great White Father in Washington spoke

with forked tongue” over and over, pushing the

Indians westward onto smaller and smaller reser-

vations. A paternalistic relationship developed, in

which the Indian, no longer required to make
his own way, and indeed often if not usually

deprived of the means for doing so, treated as a

“child of nature,” and even considered incapable

of doing for himself, began to dissolve in alcohol

and disease. Those who would and could escaped

into the white man’s world. Many refused to take

that route, and others were refused the oppor-

tunity.

One of the responsibilities which the Great

White Father (Big Brother?) assumed was health

care of the Indian. His record in fulfilling that

obligation has not been creditable. As early as

1789 the new government began to concern itself

with the health of the Indians, but this consisted

largely of vaccination against smallpox of tribes

situated near military installations. In 1832 a

Bureau of Indian Affairs was created in the War
Department for that purpose. Early treaties, be-

ginning in that same year, sometimes made men-

tion of medical services, but after the Bureau was

transferred to the Department of the Interior in

1849, all treaties contained a promise of medical

care. This resulted in the formation of a corps

of civilian employees, and by 1900 there were

83 full-time physicians in the Bureau’s Indian

Medical Service. Federal construction of hospitals

and infirmaries began in the 1880s, but it was

not until 1911 that funds were specifically desig-

nated for that purpose.

In 1926 the U.S. Public Health Service began

detailing commissioned medical personnel to cer-

tain positions in the Bureau because of increasing

dissatisfaction over the Bureau’s handling of the

health program, especially the failure of their

facilities to meet minimum acceptable standards

and failure to provide financing for salaries ade-
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quate for sufficient personnel. Suggestions were

made as early as 1919 that this program be

transferred to the Public Health Service. The
movement was revived in the 1930s, and the

transfer was finally accomplished by legislation

enacted in 1955.

Indian Health Service care is limited to Indians

living on or near reservations and in Alaska,

where it includes Eskimos and Aleuts. It involves

some 490,000 out of the 827,000 individuals

who in the 1970 census identified themselves as

belonging to one of those groups. Most of the

approximately 260 Indian tribes in the United

States live west of the Mississippi, for the most

part scattered throughout geographically remote

areas which are often almost inaccessible because

of lack of roads, rough terrain, and harsh climate.

They have largely retained their tribal identity,

customs, and beliefs and are often both physically

and socially isolated from other tribes and from

American society in general, resulting in a stan-

dard of living at the poverty level, with sub-

standard housing, sanitation, and general re-

sources.

The failure of the Indian Health Service to

meet the health needs of the Indians is traceable

not to a lack of devotion on the part of the

medical officers who have served there so much
as to the vastness of the areas, which are often

thinly populated by peoples speaking a variety

of languages, with varied beliefs and customs,

served with inadequate facilities, which are the

result of half-hearted financial commitment by the

agency. This lack is traceable directly to the

Congress and has to derive from the relatively

weak political clout enjoyed by the Indians. This

is in no small part due to the fact that “Indians”

are no more homogeneous as a group than are

“Caucasians.” The various tribes were at war for

centuries before the coming of the white man,

and until very recently have considered each

other as just as much an enemy.

Two years ago a graduate of Vanderbilt Medi-

cal School, at the completion of a year of resi-

dency in internal medicine, joined the Indian

Health Service and was assigned to the hospital

at Shiprock, New Mexico, near the eastern edge

of the Navajo reservation. I asked him to write

an article for the Journal about what he found

there. It appears in this issue, with the approval

of the Navajo Tribal Council, and besides

being fascinating reading, its message merits your

attention.
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Indian health has improved a great deal since

the foundation of the IHS in 1955, but it still

has a long way to go. It shares the problems of

rural medicine generally, but has also some prob-

lems peculiar to itself, among which are lack of

education, lack of communication, and depen-

dence on tribal customs and traditions. Alcohol-

ism is a severe problem, and thus far treatment

has concerned itself largely with the acute phase

only. Tribal medicine men often work in concert

with Anglo physicians, being particularly valuable

allies in mental health, and serve as a stabilizing

influence in Indian culture, an advantage Indians

have over other disadvantaged groups.

In spite of improvements under the Public

Health Service, and in contrast to the relatively

good conditions in the Navajo nation, more than

half of the health care facilities among the In-

dians generally are still woefully inadequate and

fail to meet Joint Commission minimum standard.

Moreover, staffing ratios of health care personnel

to population on reservations is extremely low

as compared to the national ratio.

It is hard for us to accept the fact that we
have a “third world” within our own borders,

because with acceptance comes the responsibility

for action. It is true the Navajo nation is far from

us, but the Southeastern tribes, which have re-

cently banded together to fight bureaucracy and

to fight for rights guaranteed them by solemn

treaty, share some of the same problems. Though

the distances are not as great, many of them are

as isolated as their Navajo cousins. Poverty is a

general problem, as is substandard housing. Iso-

lation can for various reasons occur even in the

most crowded conditions, and indeed an AMA
survey indicates that the needs of non-reservation

Indians are often much greater than those on

reservations, because they tend to live in urban

slums or on small, poor “rancheros.”

The AMA has had a well-documented and

long-standing interest in Indian health and over

the years has made many recomendations, which

have largely not been followed because of lack

of funding by the Congress. In 1973 the AMA
Council on Medical Services made, among others,

the following recommendations (abridged):

1. That Indians be recognized as full-fledged

citizens of the United States, with all the rights

and privileges pertaining thereto;

2. That federal, state and local governments

give attention to the health care needs of the

Indians, with adequate federal monetary support;

3. That Indian cultural and religious beliefs

be respected and that the medicine man be rec-

ognized by the AMA as an integral and culturally

necessary individual in delivering health care to

Indians;

4. That the AMA and state and local medical

societies establish liaison with Indian professional

groups and tribal councils, and that they

5. Recommend programs for recruitment and

training of Indians in health careers at all levels,

and urge their expansion;

6. That the AMA support inclusion of Indians

in established medical training programs in

numbers sufficient to meet their needs;

7. That the AMA utilize its resources to create

a better awareness among physicians and other

health providers of the special problems and needs

of Indians and that emphasis be placed on the

need for additional health professionals to work
among the Indians; and

8. That the AMA support the concept of

Indian self-determination as the strength of suc-

cessful Indian programs.

When Caesar, after a long and bitter siege,

finally conquered the starving massed Celtic

armies of Gaul under Vercingetorix, he took

their leader in chains to Rome, imprisoned him,

and after six years had him strangled. Gaul be-

came Roman. The citizens of the villages adopted

Roman dress, Roman names, and Roman cus-

toms, and shaped the language into French. Life

went on in the villages pretty much as it always

had. They were essentially a rural people, and

derived their livelihood from the soil. Rome
brought a higher technology, more permanence

of buildings, and their ways of life melded to-

gether to form the French. The same process oc-

curred as the Saxons, Romans, and Normans
became the English.

In the other direction, the Tartars, Mongols

and others rode into China, and were absorbed.

It became well known that everything entering

China ultimately became Chinese.

East is east and West is west. It was relatively

easy for Western peoples to take on new Western

cultures, and for Eastern cultures to absorb

others. But Kipling knew whereof he spoke about

the meeting of East and West. Going to the east,

Alexander, the Crusaders, Britain, and most re-

cently the Soviet Union knocked heads with the

East, and mostly came out second best, because

the East, like the ameba, simply encircles and

digests what comes in. Even the vaunted British

Empire ultimately crumbled.
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If the Indians had not already decimated each

other by internecine warfare prior to the coming

of the white man, the story might have been quite

different. But the highly technological and organ-

ized “civilized” West met a disorganized, “un-

civilized,” nearly stone age East, and over-

whelmed it. Because we were civilized, the Great

White Father promised to take care of the Indian

for “as long as the rivers run and the grass is

green” in exchange for his lands.

Talk is cheap, as the Indian found to his sor-

row, and treaties are made to be broken. In addi-

tion to losing his land, he was robbed by pater-

nalism of his initiative and his opportunity.

We do not need to engage in handwringing re-

morse nor to feel impelled to bear the guilt of

our forebears, as some of our bleeding hearts are

wont to do. We obviously cannot return the land

to the Indians, though we must not on the other

hand commit further rape. What we can do is to

return to them their dignity and their self-respect.

Restored opportunity will restore initiative. It is

not the most we can do. It is the least.

J.B.T.

Atlas Shrugged

A number of years ago Ayn Rand wrote a

book which she entitled A tlas Shrugged to suggest

that like the book’s main characters. Atlas no

longer found the world worth supporting, so he

simply dumped it off his shoulders. Although its

philosophy is often questionable, and though its

ending is rather contrived, it is a most fascinating

book, and I must confess that, having just read a

news item on “child pornography,” Ms. Rand’s

thesis has a lot to recommend it.

A Civil Liberties Union attorney commented

that of course those who sexually exploit children

in violation of the law should be prosecuted, but

that (also “of course”) those who publish the

products of that exploitation must be protected

from prosecution under the First Amendment’s

provision for freedom of speech and freedom of

the press inasmuch as “they have violated no

law.” If they haven’t, they should have.

Miss Anita Bryant, once runner-up for the

title of “Miss Am erica” and now a popular singer

and a Miami housewife and mother, is currently

being vilified by various and sundry, among

them “activist actress” Jane Fonda, of Viet Cong

fame, who says Miss Bryant is “not well” and

is “fanning the flames of fear” in attempting to
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protect the children of Miami from open exposure

to and exploitation by homosexuals. Miss Bryant,

says Miss Fonda, “represents a kind of mentality

which should have been swept away by the civil

rights movement.” Having been freed by the civil

rights movement from the fear of being jailed for

their deviant sexual practices, homosexual ac-

tivists now feel threatened because they cannot

flaunt their practices and recruit children, through

the schools and youth organizations, into their

ranks.

The newspaper item following the one report-

ing Miss Fonda’s outburst was a report of a na-

tional poll of 1,000 youngsters, grades one

through 12, as to who they would most like to

be. The winner among the girls was Farrah

Fawcett-Majors, whose fame derives to no small

extent from her nipples, publicly displayed on

several million large posters worldwide. The boys’

first choice was Lee Majors, Ms. Fawcett-Majors’

husband, because, as one sixth grader put it, “I’d

sure like to come home to her every night.”

(So there, Jane Fonda.)

Does anyone get the idea our society is sexu-

ally oriented? And why do you think Adam ate

the apple in the first place? He didn’t pick it.

Sex is one thing. Exploitation of sex is another,

and has always gone on. But it is picking up

speed in this country. In San Francisco you can

buy pornography on any street corner from news-

paper racks. Sir Rupert Murdock, Australian

publisher and entrepreneur and now owner of

many U.S. newspapers, has made many a defunct

rag into a profitable one by publishing nudes on

page 3. The publisher of the Nashville Banner

says Nashville is not ready for that (yet), but a

letter to the editor in the same edition decried

the fact that Nashville’s reading and viewing

material is being bowdlerized and suppressed, so

it may be only a matter of time.

Sex is one thing, and exploitation of sex is

another. But deviant sex and its exploitation are

something else again. I concede that what goes

on between consenting adults behind closed doors

is nobody else’s business as long as it affects no-

body else. In answer to those who will say (and

have said) that homosexuality is not deviant but

a variation of the norm I shall only say it is

deviant, and their saying it is not does not in fact

mean it is not. It is not normal and it never has

been normal, in any society of man or any lower

order.
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A noted columnist said he had previously re-

frained from writing on this controversial subject

because though his feelings were dead set against

homosexuality, his reason told him homosexuals

should have equal rights, (including the right to

adopt children?). Those “feelings” were once

called conscience, which was good, before they

came to be ignored as inhibitions, which are bad.

He said he was not much good at quoting the

Bible, but he liked the part about doing unto

others. That passage must be taken totally out of

context to understand it to mean everyone should

be allowed to do everything he wishes, for in fact

the Bible says, “There is a way which seemeth

right to a man, the end whereof is death.”

I am aware that there are those even in the

church who say the sin of Sodom (for which the

deviation was named) was not homosexuality

but lack of charity (which the Bible does in fact

say was a sin of Sodom. But it had that in com-

mon with a lot of other cities which were around

then and which are still around to this day.) But

then if the church is to ordain homosexuals into

the gospel ministry, as some already have, it

must explain away Sodom’s sodomy. The Bible’s

account in Genesis 18-19 is right explicit, though,

and explaining it away takes some doing.

The homosexual activists claim their defeat in

Miami to be simply a brief setback, as the issue

has served to unite the homosexual community

worldwide, and bring them out into the open.

They say ultimate victory is assured. Perhaps so.

Certainly it has been only a few years since even

the term was taboo.

Maybe society will choke at last on child por-

nography, though I have no faith in its ability

to do so, long term. Today’s thrills are tomor-

row’s boredom, and if the adrenalin is to keep

flowing, new horizons must always be in view.

We have seen it in violence, as TV and the

movies become progressively more gory. We are

seeing it in sex. The limit is what the law allows,

and the law will ultimately allow whatever society

demands. Society is falling apart; but what we
are really seeing is only symptomatic of a world

without God.

God shrugged, and only Noah and his family

survived. That’s once. He shrugged again, and

out of all Sodom and Gomorrah only Lot and

his daughters made it. That’s twice. And then . . .

J.B.T.

Abortions in Tennessee

To the Editor:

I write to call attention to two important aspects

of the timely and important article, “Abortions in

Tennessee—1975” by Alan R. Hinman, M.D.
Tennessee law (TCA 39-301) does not permit

third trimester abortions “only to save the life of

the mother” as stated by Dr. Hinman, but when
“necessary to preserve the life or health of the

mother” (emphasis applied). The Supreme Court
in its 1973 decisions on abortion defined “health”

in such a broad sense that abortion-on-demand dur-

ing the third trimester is a legal reality. Indeed, the

unborn child is less protected in all the United

States than in any nation on earth.

Table 1 in the article indicates that at least 1,751

abortions were performed in 1975 on non-Tennessee

residents. Tennessee law (TCA 39-301) clearly

states that abortion performed on women not “bona
fide” residents of Tennessee will be punishable by a

prison term of five to ten years in the penitentiary

and by a fine of five thousand dollars.

There is a continuing need for reports such as Dr.

Hinman’s and I hope that the above noted facts

will not “chill” or otherwise deter publication of

abortion statistics.

Robert P. N. Shearin, M.D.
Suite 901, 6005 Park Ave.
Memphis, TN 38138

Lippes Loop
To the Editor:

We found “X-ray of the Month” by A. James
Gerlock, Jr., M.D., in the April 1977 issue of the

Journal of the Tennessee Medical Association an

interesting presentation of the widened loop sign as

presumptive evidence of uterine perforation by a

Lippes Loop into the peritoneal cavity. Although
this sign provides an important diagnostic lead, the

distance between the bulbous tip and the second

curve of the device might be misleading in women
with a large uterine cavity or in women in early

pregnancy with the lUD still in place. Dr. Gerlock

does point out that an ultrasonogram or a hysterosal-

pingogram can confirm the extra-uterine location of

an lUD that has perforated the uterus.

In addition to these useful measures other diagnos-

tic procedures have been proposed. por example,

if a second lUD of a different configuration is in-

serted into the uterus, anteroposterior and lateral

x-rays of the pelvis will show whether the original

lUD is also in the endometrial cavity. Sounding or

probing the uterus is less specific than x-rays but

may be useful in retrieving lUD tails not visible in
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the cervical os. A metal sound can be left in the

uterus as a marker while two-dimensional x-rays

are taken. Alternatively, a hysteroscope can be used

to visualize the endometrial cavity.

Finally, we should also like to point out that the

designer of the Lippes Loop is Dr. Jack Lippes,

not Lippe as implied by the spelling of “Lippe’s

loop” in the article and in reference 4.

Carl W. Tyler, Jr., M.D., Director

Family Planning Evaluation Division

Bureau of Epidemiology
David A. Grimes, M.D.
Abortion Surveillance Branch
Eamily Planning Evaluation Division

Bureau of Epidemiology
Center for Disease Control, DHEW
Atlanta, Ga. 30333
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tories in family planning, 1976, Emory University School of

Medicine, Atlanta, Ga., p. 81.

2. Tatum, HJ: Clinical aspects of intrauterine contraception:

Circumspection 1976. Fertil Steril 28:3-28, 1977.

Don R. Hornsby, age 65. Died May 31, 1977.

Graduate of University of Tennessee School of

Medicine. Member of Chattanooga & Hamilton

County Medical Society.

Walter W. Robinson, age 82. Died May 17, 1977.

Graduate of University of Virginia School of Medi-

cine. Member of Memphis and Shelby County Medi-

cal Society.

Frank T. Rogers, age 69. Died May 5, 1977. Gradu-

ate of University of Maryland School of Medicine.

Member of Knoxville Academy of Medicine.

fieui fflcmbcf/

The Journal takes this opportunity to welcome

these new members to the Tennessee Medical Asso-

ciation.

BRADLEY COUNTY MEDICAL SOCIETY
John W. Chambers, M.D., Cleveland

Allan Chastain, M.D., Cleveland

Sandra Elam, M.D., Cleveland

William F. Johnson, M.D., Cleveland

Samuel G. Meredith, J/., M.D., Cleveland

Clayton Lee Myers, M.D., Cleveland

CHATTANOOGA & HAMILTON COUNTY
MEDICAL SOCIETY
Harold E. Messinger, M.D., Collegedale

George C. Vassey, M.D., Rossville, Ga.

Kinsman E. Wright, Jr., M.D., Chattanooga

FRANKLIN COUNTY MEDICAL SOCIETY
Russell J. Leonard, M.D., Sewanee
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NASHVILLE ACADEMY OF MEDICINE
John B. Clark, Jr., M.D., Nashville

Richard W. Feldman, M.D., Nashville

James K. Hitchman, M.D., Nashville

Rose Marie Robertson, M.D., Nashville

NORTHWEST TENNESSEE ACADEMY OF
MEDICINE
Robert Wyatt Algee, Jr., M.D., Dyersburg

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
Timothy D. Gowder, M.D., Oak Ridge

Kenneth F. Luckmann, M.D., Oak Ridge

RUTHERFORD COUNTY MEDICAL SOCIETY
Henry K. Butler, Jr., M.D., Murfreesboro

James W. Garner, Jr., M.D., Murfreesboro

Robeit L. Kendall, M.D., Murfreesboro

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
Harold A. Sims, M.D., Bristol

Joan T. Williams, M.D., Bristol

SUMNER COUNTY MEDICAL SOCIETY
Jack W. Carey, Jr., M.D., Gallatin

John McNulty, M.D., Portland

l>ei/oncil ficui/

The following physicians have been certified as

Diplomates of the American Board of Family Prac-

tice and were inadvertently omitted from the listing

in the May issue of the Journal: Hobart Beale,

M.D., Martin; Boyd Phagan Davidson, M.D.,

Lawrenceburg; Robert Glenn Dennis, M.D., Johnson

City; R. Winn Henderson, M.D., Knoxville.

Charles B. Beck, M.D., Madison, has been elected

medical staff president of the Nashville Memorial

Hospital.

Robert L Bourne, Jr., M.D., Camden, has received

the Silver Beaver Award from the West Tennessee

Boy Scout Council in recognition of his being an

outstanding supporter of scouting in that com-
munity.

Winston P. Caine, Jr., M.D., Chattanooga, has been

appointed to serve a four-year term on the Chatta-

nooga-Hamilton County Air Pollution Control

Board.

Clifton R. Cleaveland, M.D., Chattanooga, has been

elected president of the Chattanooga Heart Associ-

ation. Robert Myers, M.D., Chattanooga, was elected

vice-president of the association.

Hector Howard, M.D., Memphis, has been named
president of the Tennessee Heart Association for

1977-78. James H. High, M.D., Nashville, has been

named president-elect of the association.

T. James Humphreys, M.D., Jackson, has been in-

stalled as president of the West Tennessee Heart
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Association. Thomas Ellis, M.D., Jackson, was in-

stalled as first vice-president of the association.

H. A. Oxman, M.D., and R. F. Yatteau, M.D., both

of Knoxville, were honored at the annual meeting

of the Tennessee Heart Association for their efforts

at organizing the association’s Public Town Meeting,

which is held each year to help inform Knoxville

citizens of important new advances in the treatment

and prevention of heart disease.

J. B. Sams, M.D., Morristown, was elected chief of

staff of the Morristown-Hamblen Hospital.

Robert S. Sanders, M.D., Murfreesboro, director of

the public health district comprising Rutherford and

Winston counties, was named a distinguished alum-

nus of Castle Heights Military Academy.

Glen C. Slmlts, M.D., Newport, has been elected

chairman of the Newport City Board of Education.

George M. Stevens III, M.D., Oak Ridge, was

elected vice-president of the Tennessee State Ortho-

pedic Society.

William Shannon Stoney, M.D., Nashville, was

awarded the honorary degree of doctor of science

from the University of the South.

fflcclicol neui/
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Nesbitt Named AMA President-Elect

The American Medical Association has elected

Tom E. Nesbitt, M.D., Nashville urologist, as its

president-elect for 1977-78. Dr. Nesbitt, who has

served as speaker of the AMA’s House of Delegates

since 1973, was elected at the Association’s annual

meeting held in San Francisco, June 18-23. He will

be installed as the Association’s 133rd president

June 21, 1978, at the annual meeting to be held

in St. Louis.

THE NOMINATING SPEECH OF DR. NESBITT
BY JOHN BURKHART, M.D., OF KNOXVILLE,
CHAIRMAN OF THE TENNESSEE DELEGA-
TION, FOLLOWS;

Mr. Speaker, Members of the House of Delegates,

Ladies and Gentlemen:

It is my distinct honor, speaking for the Ten-
nessee Delegation and on behalf of the Tennessee
Medical Association, to place before you the nomi-
nation of the next president-elect of the American
Medical Association. Insofar as I know at this

moment this will be the only nomination for that

high office which leads automatically to the highest

office in American medicine, the office of presi-

dent of the American Medical Association. This
fact in itself is a more eloquent testimony to the

qualities, capabilities, and caliber of this physician
leader than any I can give. But the dignity, prestige,

and demands of the office require some description

of the one who is being nominated to fill it.

For five years he has served this House of Dele-

gates as its speaker and has done so with a calm,

cool equanimity and patient fairness that has been
a pleasure to observe. He has led the House through
some of its more difficult times, not always with

perfection, but as near to it as it is possible for a

perfectionist to be. His duty has been to guide, not

to pressure, to assist, not to hinder, to smooth, not
to roughen, and this role has been faithfully

performed.

In his position as vice-speaker and speaker he
has been an ex-officio member of the Board of

Trustees, without vote but with the privilege of

entering into its deliberations. This he has done with

intelligence and candor and he has been an integral

voice in the development and shaping of Board
decisions. He has expounded the philosophy, policy,

and principles of the American Medical Association

in many and varied forums, both lay and medical,

and has done so with knowledge, conviction, and
clarity.

His past experience and present qualities make
him the ideal person to follow the next president

of the American Medical Association and to take

over the reins of leadership a year hence. My only

regret in nominating him for this office is that his

election to it will break up one of the best speaker-

vice-speaker teams this House of Delegates has had
since I have been a member of it, some 12 years

now. But this is change, and these offices will be

filled by capable persons as time moves on, so that

it is really with no regret at all but is with elated

sense of the privilege which it is that I place before

this House the nomination of one who has served

American medicine for many years and can and

will serve it for many more, one who deserves the

trust and faith he has earned and will continue to

merit, one who can and will join the parade of

distinguished presidents of the American Medical

Association. Mr. Speaker, for the office of president-

elect I nominate Dr. Tom Nesbitt of Tennessee.
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Physicians Who Served As
Doctor-of-the-Day--1977

The Doctor-of-the-Day program, sponsored

by the Tennessee Medical Association and the

Tennessee Hospital Association, affords physi-

cians the opportunity to become more aware
of the workings of the legislature while pro-

viding treatment to the legislators and their

staff. The Doctors-of-the-Day usually serve

Tuesday through Thursday during the working
session of the General Assembly. The Tennes-

see Medical Association recognizes the follow-

ing physicians who served during the first ses-

sion of the 90th General Assembly.

P. B. Vasuedo Mark Judge

Nashville Oak Ridge

H. P. Whittle Jack S. Kaley

Charleston Erin

Paul Wittke L. B. Shumake
Knoxville Memphis

Norman Henderson Joseph W. Graves

Lawrenceburg Chattanooga

George Mayfield, Jr. Sam Barnes

Columbia Cookeville

Don Jackson R. S. Lowe
Clarksville Clarksville

Thurman L. Pedigo David H. Turner

McMinnville Chattanooga

John Hodges James W. Hays
Memphis Nashville

Charles Jordan Duane C. Budd
Cookeville Johnson City

Warren Hayes Telford A. Lowry
Springfield Sweetwater

Roy Money George Liebermann
Nashville Madison

Howard Thomas Victor Braren

Savannah Nashville

John W. Lamb O. K. Smith

Nashville Martin

D. L. McCroskey Jerry Maynard
Maryville Lebanon

James A_. Moore H. L. Neuenschwander

Memphis Knoxville

Leon Reuhland Edward Welles

Woodbury Dresden

Richard J. Lombardo Arch Y. Smith

Millington Signal Mountain

E. P. Muncy Arden Butler

Jefferson City Ripley

O. S. Luton
Clarksville

pfOQram/ and neui/ of
incclkol /ocielie/
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Chattanooga & Hamilton County

Medical Society

Medical Society Hosts TV Show—On Thursday,

May 19, the Communications and Public Service

Committee of the Chattanooga & Hamilton County
Medical Society, Inc., aired a TV show. Call the

Doctor, on Channel 3 TV.
C. Robert Clark, M.D., served as moderator for

the show; William K. Dwyer, M.D., screened in-

coming questions addressed to the panelists. Other

participants were Molly E. Seal, M.D. (“Eye In-

juries”); Paul E. Hawkins, M.D. (“Snake Bites”);

Ronald L. Molloy, M.D. (“Summertime Acci-

dents”); and James W. Hedden, M.D. (“Dog &
Insect Bites”)

.

The Medical Society hopes that this adventure on
television will be an interesting and informative

public relations service to the community. The next

Call the Doctor program is tentatively scheduled for

September. Clifton R. Cleaveland is chairman of the

Communications and Public Service Committee.

Maury County Medical Society

The Maury County Medical Society met at the

Holiday Inn, June 7, 1977, with Tom Young, M.D.,

presiding. Thirty physicians attended the meeting.

Robert Oldham, M.D., director of the Division of

Oncology, Vanderbilt University, spoke on “Recent

Advances in the Treatment of Oat Cell Carcinoma

of the Lung and Patient Selection for Adjuvant

Chemotherapy.”

Nashville Academy of Medicine

CME Consortium Sought—The Nashville Acad-

emy of Medicine has proposed the creation of a

consortium of local hospitals in an effort to develop

accredited Continuing Medical Education (CME)
programs on site at hospitals where physicians main-

tain staff privileges. This proposal has been met with

tentative approval by most area hospitals and is

planned for implementation by the fall. In effect,

the plan would designate the Academy as the center

for administering and evaluating CME programs in

cooperation with local hospitals. It would permit the

Academy to seek AMA accreditation via TMA
which would enable the Academy to designate Cate-

gory 1 credit toward the AMA Physician’s Recog-

nition Award for CME activities meeting the appro-

priate criteria. At present no local hospital (exclud-

ing the medical schools) may authorize Category 1

credit. The proposal would also provide for the

establishment of a CME headquarters in the Acad-

emy building and the employment of a full-time

program coordinator under the direction of the

Academy’s CME Committee which would be ap-
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pointed and represented by all participating hospi-

tals.

Medical Town Meeting—The first Medical Town
Meeting, a reinstatement of the old Health Forum,
will be held on Tuesday, July 12, at 7:30 p.m. in

the WDCN-TV (Channel 8) studios, formerly the

Central High School auditorium. Sponsored by the

Academy and Nashville Banner, the meeting will be

open to the public and will feature a discussion on
“Heart Disease” by a physician panel chaired by
Crawford Adams, M.D. The meeting will be pub-

licized by the Banner and televised (live, full cover-

age) by Channel 8. Stay tuned for more info.

Special Brochures which explain the many rea-

sons for the increase in medical costs over the past

seven years will be published by the Academy and
distributed to the membership this month. Every
member is asked to make these brochures available

to patients in their waiting rooms and other ac-

cessible areas.

nciHoncil new/

From the AMA’s Office in Washington, D.C.

Feds Seek Lid for Hospital Costs

The House has moved swiftly to consider the

Administration’s sweeping Hospital Cost Contain-

ment program that has drawn the wrath of hospi-

tals and physicians.

Joint hearings by the health subcommittees of

the House Ways and Means and House Commerce
Committees are in progress. Devising a bill, how-
ever, will take a long time and it could look much
different than what the Administration is asking.

Rep. Paul Rogers (D-Fla.), chairman of the Com-
merce Health Subcommittee, said in introducing the

Administration’s bill that “we must proceed with

care in this area.” The influential lawmaker ques-

tioned whether “any system for controlling the in-

creases in costs of hospital care will work over the

long run unless ... an incentive system is present”

to encourage hospitals to hold down increases.

Rep. Dan Rostenkowski (D-Ill.), chairman of the

Ways and Means Health Panel who also dropped
the bill in the hopper, told the House that “I am
sure there will be serious objections raised to the

President’s proposal. Some will argue that a cost

containment program applying only to hospitals un-

fairly singles them out and will do harm to the

quality and availability of necessary care.”

The House hearings so far have met an almost

solid block of opposition from health providers as

well as tepid endorsement from labor.

Even more foreboding from the Administration’s

standpoint is the fact that no member of the health

subcommittees of the House Ways and Means and
House Commerce Committees took the role of all-

out champion of the Administration proposal during
the three days of joint hearings. Some lawmakers

directed criticism at hospitals and physicians in con-

nection with the inflation in health care costs, but

none of the congressmen seemed enamored of the

Administration’s scheme for dealing with the prob-

lem.

The AMA told the subcommittees the legislation

singles out one segment in the economy for the im-

position of special controls by limiting inpatient

revenues of most hospitals to approximately a 9%
increase annually. This is similar to the “opprobri-

ous retention” of the “now discredited” wage-price

controls to the health field in Phase IV of the eco-

nomic stabilization program while removing con-

trols from the rest of the economy, said Raymond
T. Holden, M.D., chairman of the AMA Board of

Trustees.

“The AMA is concerned over the impact that

this legislation would have on the quality and avail-

ability of hospital care for the American people,”

said Dr. Holden. “It seems inescapable to us that

the ‘cap’ on spending will result in second-rate care,

and some care may simply become unavailable for

many people.”

The American Hospital Association, the Federa-

tion of American Hospitals, the American Protestant

Hospital Association, the Catholic Hospital Associ-

ation, and the Association of American Medical

Colleges were among other health organizations that

weighed against the Administration plan. The

Health Insurance Association of America gave

“somewhat qualified support” with many reserva-

tions. The Blue Cross Association proposed a na-

tional moratorium on new plant capital expenditures,

but “we seriously question” whether the cap plan

would be “effective or equitable.”

Thrust of the testimony of the AFL-CIO and the

United Auto Workers was that the wage increase

“pass through” was inadequate and that a better

approach would be to adopt the labor-backed na-

tional health insurance plan—the Health Security

Act.

There was no immediate indication of how soon

the joint subcommittees would begin work on legis-

lation. Their calendars are chock full of other major

business writing such a complicated bill and reaching

a consensus will be a lengthy process.

The chairman of the AMA’s Council on Legisla-

tion, Edgar T. Beddingfield, Jr., M.D., summed up

the Association’s criticism of the Administration bill

by declaring the plan “does not support incentives

for efficiency, perpetuates inefficiency in hospital

care, creates a rigid program which in the long run

would be unresponsive to improving quality of hos-

pital care, discourages increased access to care,

and penalizes institutions which seek to respond to

increased community health needs.”

Costs in the health sector of the economy do not

always react with costs in general, the physician

explained. The health care sector is labor intensive,

technologically highly sophisticated, and staffed by

highly trained and educated people.

The revenue “cap” plus the proposed new capital

expenditure limitation ‘’would be quite detrimental
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to individual hospitals which seek to remain in the

mainstream of modem medical treatment and care,”

said Dr. Beddingfield.

The AMA officials urged Congress to postpone
any action until the AMA-convened National Com-
mission on the Cost of Medical Care submits its

report next January. Drs. Holden and Beddingfield

agreed with Rostenkowski that the problem of rising

costs is serious, but contended that the Administra-
tion bill would compromise the quality of patient

care.

Senate Hearings Start on

Cost Containment

Somewhat battered by its treatment in the House,
the Administration moved its “cap” proposal to the

more friendly environs of he Senate Human Re-
sources Subcommittee on Health headed by Sen.

Edward Kennedy (D-Mass.).

At the outset of Senate hearings on the Adminis-
tration’s principal health proposal of the year, Ken-
nedy said the Administration’s bill “is not perfect

—

but it is a starting point.” Declaring he has a num-
ber of reservations about it, Kennedy nevertheless

said “a transitional cost control program is needed:
A program that is administratively simple, doesn’t

create a new bureaucracy, and will result in signifi-

cant savings.”

The Massachusetts senator put in his customary
plug for labor’s Health Security Act as “the only
viable solution to the health care crisis in America,”
but he noted that this bill would require “a substan-

tial lead time to implement.”

The ranking Republican member of the subcom-
mittee, Sen. Richard Schweiker (R-Pa.), said “our
job is to decide if the Administration’s temporary
adjustment is a better approach than any number
of long-range overhauls already pending before the

Congress.” He said “I still have some basic questions
about the wisdom and the practicality of this ap-

proach.”

Sen. Kennedy picked Georgetown University Hos-
pital (Washington, D.C.) as an appropriate if off-

beat site for the first Senate hearings on the contro-

versial “cap” program.

Though the University proved a gracious host for

Kennedy’s health subcommittee, and hospital per-

sonnel were excited about the presence of big-name
senators and Administration officials, the chief ad-

ministrator of the hospital took the opportunity to

tell Kennedy some of the facts of life about running

a hospital and why the Administration plan would
be burdensome.

Kennedy had noted in opening the hearing at the

hospital auditorium that “I have counted on this

hospital many times in the past when my own family

so desperately needed medical care.”

Charles O’Brien, GU hospital administrator, told

the subcommittee as one of its witnesses that the

impact of the proposed cost-containment legislation

“will be to freeze at the current state the develop-

ments or expansion of new treatment courses.”

“The program is administratively unworkable and

entirely too complex to be equitably applied,”

O’Brien testified.

Joseph Califano. Secretary of HEW, said the

hospital system is “obese.” What the Administration

is asking of hospitals, Califano testified, “is that

instead of having five pieces of chocolate cream pie

for dessert they try to hold it to one.”

Califano offered few new details but insisted that

hospital cost controls cannot await national health

insurance.

The American Hospital Association renewed its

strong opposition to the Administration’s plan. AHA
Senior Vice-President Leo Gehrig, M.D., said “this

bill is inequitable in design, wrong in concept, and
impossible to administer. We believe that its enact-

ment would seriously jeopardize the present and
future ability of hospitals to provide quality care

to the American people.”

According to Gehrig, “these controls are wrong
because they would operate through a formula that

continuously screws down increases in hospital in-

patient revenues so that in the future they would be

limited to a rate about equal to the rate of general

inflation. Such an approach would eliminate all

ability to incorporate improvements in care and fail

even to keep up with the known rate of inflation in

the hospital market basket.

AMA spokesmen Jere W. Annis, M.D., and Wil-

liam C. Felch, M.D., in testimony before the Sen-

ate subcommittee also attacked the Administration’s

“cap” proposal (dubbed the “9% solution” by Capi-

tol Hill wags) with arguments basically similar to

those used earlier before the House subcommittees.

Talmadge Renews Drive for

Medicare Amendment

The chief rival to the Administration’s bill is the

so-called Talmadge measure drafted by the Senate

Finance Subcommittee on Health headed by Sen.

Herman Talmadge (D-Ga.). This bill, which was

brought up for hearings last year, institutes a pros-

pective reimbursement system for hospitals for

Medicare and Medicaid with classification by type

of institution and by region and includes many in-

centive and punitive provisions aimed at costcutting.

Significantly, the bill was introduced in the House

recently by Rep. Paul Rogers (D-Fla.), chairman of

the House Commerce Health Subcommittee. Rep.

Dan Rostenkowski (D-Ill.) head of the Ways and

Means Health Panel, hasn’t said which way he’s

leaning.

Introducing his long-awaited Medicare-Medicaid

measure. Sen. Talmadge told the Senate of his “un-

certainty over the wisdom of a cap on hospital reve-

nues”—thus raising what many believe to be a storm

warning.

Talmadge, influential chairman of the Senate

Finance Subcommittee on Health, insisted his com-

prehensive bill was not a rival of the Administra-

tion’s. But the questions he raised about the Admin-

istration’s legislation made clear that the 9% cap
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plan on all hospital revenues faces tough sledding

in the Senate. The plan, Talmadge said, could “cause

such chaos within the hospital field as to cancel the

dubious savings involved.”

Nineteen senators from both parties cosponsored

the Talmadge measure. They included Sen. Russell

Long (D-La.), chairman of the full Finance Com-
mittee.

Of the four major health subcommittees in Con-
gress, only the Finance Subcommittee has not sched-

uled hearings to date on the Administration cap pro-

posal which embraces all hospital functions, not just

those involved with federal aid programs.

“Second Opinion” Law Called Unnecessary

The AMA has told the House Commerce Sub-

committee on Oversight and Investigations that a

second opinion “is just that and nothing more—an

opinion which is, by definition, subjective and it

can never be anything other than that,” asserted

James H. Sammons, M.D., AMA Executive Vice-

President.

The subcommittee, headed by Rep. John Moss
(D-Calif.), has engaged in a running controversy

with medical groups since it issued a report a year

ago implying there are many thousands of deaths

due to unnecessary surgery. The issue has stirred

calls on Capitol Hill for required second opinions

and suggestions for establishing criteria for deter-

mining under Medicare and Medicaid the necessity

of surgical procedures and which should be elec-

tive.

Dr. Sammons said “such an approach is contrary

to sound medical practice.”

“It is not the disease which determines whether
the procedure is an emergency but rather the condi-

tion of the patient and the time and circumstances

under which the patient is seen by the physician,”

said Dr. Sammons. The AMA official said an ap-

proach based on disease categories with hard and
fast rules which allow for no variation “is not

medically sound or in the best interest of the pa-

tient.”

The AMA supports efforts to control costs “that

do not sacrifice the interests of the patient to the

interest of some abstract cost-benefit ratio,” Dr.

Sammons testified.

Dr. Sammons’ appearance before the subcommit-
tee was delayed for a week because of a dispute

over the timing of delivery of AMA testimony to

the subcommittee. Despite strong words that have
been exchanged between Subcommittee Chairman
Moss and the AMA over the unnecessary surgery

issue, Moss did not level any broadside charges at

Dr. Sammons’ testimony. However, Reps. Anthony
Moffett, (D-Conn.), Henry Waxman, (D-Calif.),

and Andrew Maguire, (D-N.J.), had sharply critical

remarks about the AMA.
Much of the debate centered on the frequency of

hysterectomies in this country. Waxman asked if it

is “a fad operation”? Moffett said the AMA had dis-

played “callousness, chauvinism and insensibility”

to surgery on women. Maguire shouted that there

is “something wrong” because the AMA “fails to

address the issue” of people dying unnecessarily from
surgery.

Dr. Sammons vehemently denied the charges. The
AMA has no desire to protect the guilty and the

incompetent, he asserted. The question of what is

necessary or unnecessary, what is wrong, must be

decided at the peer review level. Dr. Sammons said.

“I am certain in my own mind that there is surgery

performed every day that I would not personally

agree with, but that is true of all aspects of every

profession,” said the AMA official. The number of

such cases would be very small, he stressed.

Too Much Surgery?

A dash of scholarly cold water was thrown on

the flaring dispute in Congress over whether there is

too much surgery performed in this country.

A news conference was held in Washington, D.C.

by the Office of Health Policy Information at the

Harvard School of Public Health to introduce a new
book. Costs, Risks and Benefits of Surgery. One of

the studies in the book said that present costs and

risks of surgery “appear to be equal, or nearly equal

to benefits.”

Elective hysterectomy, a subject which has drawn

much fire from members of the House Commerce
Subcommittee on Investigations, raises the question

of quality-of-life benefits, the book states. “It can-

not be assumed that easy answers can be provided,”

it adds. “The individual patient may consider that

the quality-of-life benefits of hysterectomy are suffi-

cient to offset attendant risks; indeed, based on the

extremely high hysterectomy elective rates reported

for physicians’ wives, who should be reasonably in-

formed ‘consumers,’ it seems likely that many
women will make this choice.”

However, the book goes on, if and when society

agrees to make “necessary” medical care available

to every citizen as a right, “at issue will be the allo-

cation of public funds for a procedure when it ap-

pears to be more of a convenience or luxury than a

necessity, and in competition with growing demands

for funds to pay for other medical procedures, many
of which may present stronger claims.”

The book was written by Benjamin Barnes, M.D.,

associate professor of surgery at Harvard Medical

School; John Bunker, M.D., professor of anesthesia

and of family community and preventive medicine

at Stanford University; and Frederick Mosteller,

Ph.D., chairman of the Department of Biostatistics

at the Harvard School of Public Health. All three

authors were present at the news conference as was
Howard Hiatt, M.D., dean of the Harvard Public

Health School, who wrote the foreward to the book.

FTC Threat Blocked

The threat of Federal Trade Commission direct

jurisdiction over non-profit associations such as

medical organizations has been blocked in Congress.

The House Commerce Committee by voice vote
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rejected the proposal. The Senate Commerce Com-
mittee approved a bill that had been stripped of a

similar provision following subcommittee adoption.

The non-profit association provision was part of a

broader measure extending FTC powers and penal-

ties that was okayed by both committees.

At present, the FTC, which is currently engaged
in a wide range of cases against medical-health

groups including the AMA, must prove in court that

it has jurisdiction over non-profit associations on
grounds the challenged activity resembles a com-
mercial activity and operates for the economic bene-

fit of the members of a non-profit association.

This has proved a legal obstacle to some FTC
actions against non-profit associations in the past.

The FTC had urged Congress to adopt the plan.

However, the AMA and a host of other non-profit

associations argued that the new powers would give

the federal agency more authority than Congress

had intended as an instrument against unfair busi-

ness practices. The effect would have been to lump
all activities of non-profit groups in the same legal

boat as those of commercial businesses.

Despite its victory in blocking the inclusion of

non-profit organizations under the same flag as com-
mercial business, the AMA and others will support

a floor amendment to block a committee-passed

Building?
Money to Burn?

Most medical building companies, and local

contractors, seem to think all doctors have money to

burn. You can tell by their construction estimates.

We Know Better!
C. A. Gardner and Company knows that physicians must

utilize every dollar to its best advantage. Your office or clinic

should be attractive to insure patient confidence. It should

be functional to the requirements of your practice. And, it

should be designed and built at the lowest possible cost.

Our experience, expertise, and efficiency will give you those

qualities at a guaranteed fixed cost.

fVe want you to see examples of medical offices

we have designed and built. So please write

or call collect for our illustrated brochure.

C. A. Gardner and Company
Medical Design and Building Specialists

P.O.Box 15591 • Nashville, TN 37215 • (615) 329-1440
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section of the legislation that would authorize class

action suits (by private individuals) for violations of

FTC rules.

Califano Criticizes AMA, AHA

The AMA and the AHA were criticized by HEW
Secretary Joseph Califano for opposing the Adminis-

tration’s hospital cost containment plan.

Califano said the two organizations “have opposed

virtually every progressive step in the health care

area, every step for the government to become the

catalyst and further expand service to the poor and

needy.”

In an interview with the Washington Post, the

HEW Secretary said the major obstacles to congres-

sional passage of the Administration hospital control

plan are the AMA and the AHA. “They’re very

effective and strong lobbyists,” he was quoted.

Califano predicted that despite opposition the

plan will clear the House within a few months, but

he conceded it faces “a more difficult” fate in the

Senate.

Spokesmen for the AMA and the AHA denied

Califano’s charges of opposing progressive health

measures. They noted support for expanded health

programs covering everyone through private health

insurance. The hospital control program won’t work
and could damage the quality of health care, they

said.

Califano also told the Washington Post that hos-

pitals should take a tougher line negotiating with

hospital-based specialists who “get a percentage of

the gross” income of their departments. “That’s like

the entertainment business,” he said. “This is not

the entertainment business.”

HEW Apologizes to AMA

HEW Secretary Joseph Califano has expressed

“deep regret” to the AMA at “the significant num-
ber of errors” in the March 12 publication of names
of health providers whose 1975 Medicare income

surpassed $100,000.

“I am deeply distressed at the number of errors,

and I regret any embarrassment that may have been

caused to any of your individual members,” Califano

said in a letter to James H. Sammons, M.D., AMA
Executive Vice President.

Following the original publication of the list, the

AMA and some state medical societies checked 208

of the 407 physicians on the list and found an error

rate of 64.9%. Dr. Sammons urged an apology for

the mistakes.

Califano said he has asked Robert Derzon, admin-

istrator-designate of the new Health Care Financing

Administration, to review the entire matter with

the view toward taking whatever actions are neces-

sary to prevent a situation like this from arising

again. r ^
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onnouncemoil/A UNIQUE SERVICE . . .

STENOGRAPHICS

TYPING • TRANSCRIBING

- for -

Professional Paperwork Preparation

Confidential • Convenient • Accurate

2002 Richard Jones Rd.

Suite C-103, Nashville 383-1711

NOW . . . CME
RECORDKEEPING WITH

COMPUTER ACCURACY
AND CONVENIENCE!
The Physicians Registry brings computer

accuracy and convenience to CME (Continuing

Medical Education) recordkeeping. It’s a

complete service—

^

keep track of all your

CME credits.

You’ll receive everything you need. After

participating in a CME activity, just fill in one
of the brief, pre-printed cards the Physicians

Registry provides and mail it to us.

Every three months, you’ll receive a

computer-generated summary of your credits.

You’ll also get annual reports summarizing all

credits for the past three years.

Think of the confusion and wasted time

you’ll save. Of course, your records are

completely confidential. And your periodic

reports from the Physicians Registry can come
in very handy at tax time.

The cost is a modest, deductible $50 per

year. Over 1,500 physicians have already

enrolled in The Physicians Registry, and we
have successfully recorded over 77,000 hours

of CME credit.

You may spend up to $2,000 per year on

CME activities. Why not spend $50 to keep

your CME records efficiently?

Consider joining The Physicians Registry.

July 31-

Aug. 5

July 31-

Aug. 5

Aug. 11-13

Aug. 20

Aug. 28-

Sept. 3

Sept. 1-6

Sept. 7-9

Sept. 8-10

Sept. 9-11

Sept. 10-11

Sept. 10-12

Sept. 15-17

Sept. 16-17

Sept. 16-18

Sept. 24-25

Sept. 25-29

NATIONAL

1977

International Congress of Group
Psychotherapy, Sheraton Hotel, Phila-

delphia

National Medical Association, Bona-
venture Hotel, Los Angeles

American College of Surgeons, Big

Sky, Montana

American Rhinologic Society & Inter-

national Rhinologic Society, Kansas
City, Missouri

World Congress of Psychiatry, Hono-
lulu

Pan American Medical Women’s Al-

liance, Holiday Inn, San Juan, Puerto

Rico

National Conference on Human Values

and Cancer, sponsored by American
Cancer Society, Palmer House, Chicago

American Association of Obstetricians

and Gynecologists, The Homestead,

Hot Springs, Virginia

Mid-Continent Psychiatric Association,

Oklahoma City

AMA Regional Meeting, Sheraton,

Hartford, Connecticut

AMA Seminar on Negotiations, Radis-

son South Hotel, Bloomington, Min-

nesota

American Association for the Surgery

of Trauma, Renaissance Plaza, Detroit

AMA Hospital Medical Staff Leader-

ship Workshops, Carrousel Inn, Colum-
bus, Ohio

AMA Regional Meeting, Tan-Tar-A,

Lake of the Ozarks, Missouri

AMA Regional Meeting, Holiday Inn,

Chicago

Kentucky Medical Association, Ra-

mada Inn-Hurstborne, Louisville

For more information, write:

Richard J. Ladon, Director

Sept. 27-30 American Roentgen Ray Society,

Sheraton Boston, Boston

THE PHYSICIANS REGISTRY
640 North LaSalle Street, Chicago, Illinois 60610

Or call us collect at (312) 368-1377.

Sept. 28-30 American Society of Internal Medicine,

Washington, D.C.

Sept. 30- AMA Regional Meeting, The Home-
Oct. 2 stead. Hot Springs, Virginia
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TmA conlinuino medkol
cducotion opportunitic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Pathology
Pediatrics

Psychiatry

Radiology
Renal Diseases
Rheumatology
Surgery
Cancer Chemotherapy
General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Thoracic & Cardiac .

Urology

.... William H. Hartmann, M.D.
David T. Karzon, M.D.
Marc H. Hollender, M.D.

A. Evert James, Jr., Sc.M., M.D.
H. Earl Ginn, M.D.

John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul E, Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule 1977-78

Clinical Training Program

For Practicing Physicians
Aug. 4-

Oct. 13

Internal Medicine Intensive Review

(each Thursday—33 hours)

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

cedures, observing new surgical techniques, and

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology .

Dermatology
Diabetes
Endocrinology

Gastroenterology
Hematology
Infectious Diseases ....

Medicine
Neurology
Obstetrics & Gynecology
Oncology
Orthopedics

Samuel Marney, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Robert N. Buchanan, Jr., M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
Sanford B. Krantz, M.D.

ZeU A. McGee, M.D.
Grant W. Liddle, M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. Griflon, M.D.

Fall, 1977

Sept. 23-24

Sept. 29-

Oct. 1

Oct. 17-22

Nov. 1-5

Nov. 11-12

Dec. 1-2

March 5-10

First Annual John S. Zelenik Lecture

Pediatric Cardiology—8th Annual
Pediatric Symposium (9 hours)

William F. Orr Lectureship in Psy-

chiatry

Family Practice Intensive Review

(48 hours)

6th Annual Rhamy-Shelley Lectures

(16 hours)

Anesthesiology Update 1977 (7

hours)

What’s New in Obstetrics for Phy-

sicians? (10 hours)

Radiology Update 1978 (23 hours)

March 17-18 Annual Meeting, Southern Society of

Physical Medicine and Rehabilitation

March 27 7th Annual James C. Overall Visiting

Lectureship—Pediatric Pulmonary

March 22-24 Clinical Endocrinology (21 hours)

Spring, 1978 Symposium on Clinical Gynecology

Spring, 1978 Update in Management of Urologic

Malignancies—Annual Cancer Sym-

posium (12 hours)
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Spring, 1978 Annual Barney Brooks Lectureship in

Surgery (1 hour)

Spring, 1978 Annual L. W. Edwards Memorial

Lecture ( 1 hour)

April, 1978

May, 1978

May, 1978

Annual Frank E. Luton Lecture in

Psychiatry ( 1 hour)

Postgraduate Course in Allergy

Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)

May 24-25 1 7th Annual Seminar in Psychiatry,

for Non-Psychiatrists (11 hours)

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Knoxville Unit

Oct. 16-18 Cancer Concepts 1977—Sheraton Inn,

Gatlinburg, TN. Credit: 12 hours

AMA Category 1.

Oct. 20-22 Pediatric Orthopedic Conference

—

Sheraton Hotel, Gatlinburg, TN.
Credit: WVz hours AMA Category 1.

For information and/or a brochure contact: Dr.

Harvey Goodman, Director of CME, UTCHS, 1923
Alcoa Hwy., Knoxville, TN 37920, Tel. (615)
971-3345.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., OflSce of Continuing Medical

Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

Continuing Education Schedule 1977-78

Sept. 16-17 Fiberoptic Bronchoscopy Workshop

—

University of Kentucky, Lexington.

Credit: 13 hours AMA Category 1.

Fee: $200.

Oct. 2-7 Eighth Family Medicine Review (Ses-

and sion I and Session II)—Hyatt Regency,

Oct. 23-28 Lexington, KY. Credit: 50 hours AMA
Category 1 and AAFP. Fee: $295.

For information contact: Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40506.

ALABAMA CHAPTER—AMERICAN
COLLEGE OF EMERGENCY PHYSICIANS

Aug. 19-20 Update 77—Techniques in Emergency
Medicine—Kahler Plaza Hotel, Birm-
ingham.

For information contact; Dr. John Hard, Chair-

man of Registration, P.O. Box 2564, Birmingham,
AL 35202.

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Ultrasound

Three eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine

on the following dates: Sept. 12-Nov. 4, 1977; Jan.

9-March 3, 1978; April 3-May 26, 1978. Credit:

30 hours per week in AMA Category 1. An addi-

tional two-day course is offered for obstetricians on
Dec. 8-9, 1977. Credit: 6 hours per day in AMA
Category 1.

For information contact: James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Regional Meetings, Postgraduate Courses

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of

topics related to internal medicine and its sub-

specialties. Averaging three to five days, they are

directed toward practicing physicians and are pre-

sented in association with medical schools and other

teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American
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Medical Association Advisory Committee on Con-
tinuing Medical Education. They fulfill Category 1

requirements for the AMA Physician’s Recognition
Award.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Special ACP-MKSAP Courses

The ACP will sponsor 23 courses, providing in-

tensive review of the entire spectrum of medicine,

over a five-day (30 hour) period. These courses

will differ from any ever presented in that they

complement self-learning activities (through the

ACP Medical Knowledge Self-Assessment Program
—IV) and will also serve to prepare physicians

for this fall’s American Board of Internal Medicine
recertification examination.

MKSAP Course Schedule

August

15-19 Atlanta, GA
Burlington, VT
New York, NY

22-26 Birmingham, AL
29-9/2 Baltimore, MD

Seattle, WA
September

7-11 Ann Arbor, MI
Richmond, VA
San Francisco, CA

14-18 Kansas City, MO
26-30 Cambridge, MA

Los Angeles, CA
Philadelphia, PA
Rochester, MN
Washington, DC

October

1-5 Montauk, LI, NY
3-7 Cincinnati, OH

Denver, CO
Houston, TX
Pittsburgh, PA

10-14 Chicago, IL

17-21 Cleveland, OH
New Orleans, LA

A catalog on the courses is available by writing:

Registrar, ACP-MKSAP Courses, ACP, 4200 Pine

St., Philadelphia, PA 19104.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

July 11-

August 7 Drugs and the Menopause Workshop,
with John Moyer, M.D., director of

professional and educational affairs,

Conemaugh Valley Memorial Hospital,

Johnstown, Pa.; Elizabeth Connell,

M.D., associate director of health

sciences, Rockefeller Foundation, New
York City, and consultant to FDA Ob-
stetrics and Gynecology Advisory Com-
mittee; Herbert Kupperman, M.D.,

Ph.D., director of endocrinology,

Lenox Hill Hospital, New York City;

Theodore King, M.D., Ph.D., chair-

man, Department of Obstetrics and

Gynecology, Johns Hopkins Medical

School, Baltimore, and chairman of

the FDA Obstetrics and Gynecology
Advisory Committee. This presentation

is part of the American Society for

Clinical Pharmacology and Therapeu-

tics’ Drug Spotlight program.

Aug. 8- Chronic Hemodialysis: Maximizing the

Sept. 4 Potentials—with Eli A. Friedman,

M.D., director of the Division of Renal

Diseases, Downstate Medical Center,

Brooklyn.

Assessing the Child with Acute Ab-
dominal Pain—with Russell S. Asnes,

M.D., director, pediatric ambulatory

services, Columbia Presbyterian Medi-

cal Center, New York City.

The Undergrown Infant: An American
Problem—with Myron Winick, M.D.,

director of the Institute for Human
Nutrition, Columbia University College

of Physicians and Surgeons, New York
City.

BOWMAN GRAY
SCHOOL OF MEDICINE

Aug. 25-27 Three Days of Advanced Ultrasound

of the Abdomen and Obstetrics—Dutch
Inn, Lake Buena Vista, FL.

For information contact: James F. Martin, M.D.,

Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

AMERICAN PROFESSIONAL PRACTICE
ASSOCIATION

Practice Management and Economic
Seminar Schedule

Aug. 20-27 Rome, Italy

Oct. 2-9 Key Biscayne, Fla.

DUKE UNIVERSITY
MEDICAL SCHOOL

Oct. 24-28 Radiology Postgraduate Course—South-

ampton Princess Hotel, Bermuda.

Credit: 25 hours AMA Category 1.

For information contact: Robert McLelland,
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M.D., Radiology-Box 3808, Duke University Medi-

cal Center, Durham, NC 27710, Tel. (919) 684-

4397.

UNIVERSITY OF ILLINOIS

COLLEGE OF MEDICINE
Sept. 10-16 Annual Otolaryngologic Assembly of

1977—Eye and Ear Infirmary of the

University of Illinois Hospital, Chicago.

Presented by the Abraham Lincoln

School of Medicine, University of

Illinois at the Medical Center.

For information contact: Otolaryngology, 1855

W. Taylor St., Chicago, IL 60612.

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Interstate Scientific Assembly

Oct. 31- 62nd Annual International Scientific

Nov. 3 Assembly of Interstate Postgraduate

Medical Association—Diplomat Hotel,

Hollywood, EL. In cooperation with

the Fla. Acad, of Family Physicians,

the Univ. of Miami, and the Univ. of

Fla.-Gainesville. Credit: 26 hours

AAFP and AMA. Fee: $75 in ad-

vance; $100 at the meeting.

For information contact: Alton Ochsner, M.D.,

Program Chairman, Interstate Postgraduate Medical

Association, P.O. Box 1109, Madison, WS 53701.

dZP

WHITE SURGICAL SUPPLY CO.

1921 56 Years 1977

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701

UP TO

$50,000
GROUP LIFE INSURANCE

NOW AVAILABLE

PLUS

$50,000

Accidental Death Coverage

Also Your Tennessee Medical Association

Group Life Insurance coverage can be

Group Term or Group Permanent or a

combination of both.

Cut And Mail For Details

Name

number street

city state zip code

date of birth

Mail tO: DUNN-LEMLY-SIZER
900 Church Street

Nashville, Tennessee 37203

615-242-8301

JULY, 1977 535



Tinfl "te*
Request for Research Study Referrals

Vanderbilt University Hospital, in a study spon-

sored by the National Cancer Institute, is currently

evaluating referrals for high dose methotrexate in

the treatment of lung cancer. In a study funded by
the National Cancer Institute and the Clinical Re-
search Center at Vanderbilt Hospital we have avail-

able facilities for the investigative treatment of

certain patients with lung cancer with high dose

methotrexate. These treatments are available on a

research basis at no cost to eligible patients. Two
categories of patients are currently being studied:

1. Small cell carcinoma (oat cell or other small

cell varieties) of the lung for treatment with

high dose methotrexate and intensive chemo-
therapy. Patients should not have received

prior chemotherapy or radiotherapy. Patients

with all stages of disease would be considered.

2. Non-small cell carcinoma of the lung. These
patients may have either resectable or un-

resectable disease and should have had no
prior chemotherapy or radiotherapy. Only
patients with local, extensive disease without

widespread metastasis and general debility will

be considered.

Referring physicians should contact F. Anthony
Greco, M.D., or Robert K. Oldham, M.D., at the

following address to refer patients for this study:

Division of Oncology, Department of Medicine,
Vanderbilt University Hospital, Nashville, TN
37232.

Project Hope Announces
Release of New Motion Picture

Project HOPE has announced the release of the

new motion picture Where There Is HOPE . . . ,

a 16 mm. color film narrated by Jimmy Stewart,

filmed on location in North Africa and South

America, available in both 27-minute and 10-minute

versions.

Since the retirement of the hospital ship S.S.

HOPE, the medical education foundation has con-

centrated its teaching efforts in land-based programs.

The new motion picture explains how HOPE goes

about accomplishing its goal of improving health

through education. It documents the work of a

HOPE sanitarian at a public well site in Tunisia

and a HOPE public health nurse working with

mothers of a small village in Northeast Brazil.

Where There Is Hope ... is available through

Modem Talking Picture Service, 2323 New Hyde
Park Rd., New Hyde Park, NY 11040, or by phone

at (516) 437-6300.
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Many Women Abandon Pill

For Other Contraceptives

Adverse publicity about oral contraception in

recent years may be leading to a striking move-
ment away from the pill and back to either me-
chanical barrier methods or no protection at all

against pregnancy, says a research report in the

Feb. 7 issue of JAMA.
A study of 100 women patients at the outpatient

unit of the University of California at San Fran-

cisco Medical Center revealed that 53% of the

women had changed contraception methods in the

last two years, most commonly moving away from
oral contraception.

Sixteen of the women in the study said they were
using no contraception. One woman relied on the

rhythm method, and 24 used a mechanical barrier

(diaphragm, foam, or condom). Only 28 women
were using oral contraceptives, while 16 had an

intrauterine device in place. Eight relied on sterili-

zation. Fourteen of the women were dissatisfied with

their current method of contraception, usually be-

cause of possible hazardous side effects.

The study sought to determine current attitudes

toward reproductive and sexual roles. Major areas

of change apparent in the younger population were

a substantial decrease in formal marriage, a reduc-

tion in the wish for children, a movement away
from oral contraception and back to mechanical

barrier methods, and a shift toward acceptance of a

bisexual adaptation.

The patients were interviewed by a woman medi-

cal student, who previously had been a psychiatric

nurse, on the premise that women would talk more
candidly with a woman than with a male physician.

Age range of subjects was from 19 to 75 years, with

a median age of 27.9.

A high percentage of nonmaritial cohabitation

(23%) and single living (17%) marks a new ad-

herence to alternate life-styles. Some 37% of hetero-

sexual women said they considered a homosexual

relationship to be a future possibility.

Zinc Tablets Found Helpful

In C ontrolling Acne

Tablets of zinc are effective in controlling acne,

a Swedish research group reports in the January

issue of Archives of Dermatology.

The patients were given three tablets daily of

zinc sulfate in effervescent form. The tablets were

dissolved in water and taken after meals three times

daily. After four weeks there was a significant de-

crease in the number of blackheads, whiteheads,

and pimples. After 12 weeks, the acne had been

reduced by 85% in those treated.

Some 64 patients were included in the study.

More than half had had acne for more than two

years, and many had been afflicted for more than

five years. Ages ranged from 13 to 25 years.

Some of the patients were given zinc alone, others

were given a combination of zinc and Vitamin A,
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some were given Vitamin A only, and some were

given only a placebo. Those on a zinc diet showed
marked improvement. Vitamin A had no impact.

After 12 weeks of treatment, the mean acne

score had decreased from 100% to 15%. The effect

of zinc therapy in some patients with severe in-

flammatory acne has been remarkable. The group

does not yet know how zinc works to reduce acne.

AMA Produces New Edition

Of Drug Evaluation Book

The third edition of AMA Drug Evaluations, the

AMA’s compendium of information about drugs for

the physician, has been completely revised, updated

and expanded. It contains more than 1,300 pages

of essential data for today’s drug-prescribing or

dispensing physician. It evaluates most available

drugs and compounds and recommends dosage

ranges. Included are generic and proprietary names,

structural formulas, indications, contraindications

and adverse reactions.

The 87 chapters of the book have been com-
pletely updated and reorganized. Included are evalu-

ations of 61 new drugs and dosage forms and
expanded information on some drugs that are under
study but not yet on the market. Information is

included on timed-release preparations, labeling, use

of drugs in pregnancy, prescribing controlled psy-

chotropic drugs, and interactions. More than 700
diagrams, 20 tables, two indexes, and an appendix

on drug interference with laboratory tests are in-

cluded.

The inclusion of a particular drug in AMA Drug
Evaluations does not imply endorsement by the

AMA, and it should not be a criterion for approv-

ing the use of that drug in any institution or for

any other purpose, the AMA points out. The pur-

pose of the volume is to provide the medical pro-

fession with an evaluation of selected drugs based

on the available evidence. The evaluation may be

favorable, unfavorable, or a combination of both.

In dealing with different brands of the same drug,

the AMA points out that not all brands and ge-

nerically labeled forms of the same drug are neces-

sarily therapeutically equivalent. Differences in coat-

ing, binders, particle size, rate of dissolution, purity

of ingredients, and other factors can lead to vari-

ations in absorption and biological availability of a

drug. The degree of consistency from batch to batch

will depend upon the manufacturer’s quality controls.

Prepared by the AMA, the book is published by

Publishing Sciences Group, Inc., 545 Great Road,

Littleton, MA 01460. It is available directly from
the publisher, and not through the AMA.

Diagnostic X-Rays

Declared Harmful

The dialogue among medical experts regarding

possible genetic harm from low doses of diag-

nostic x-rays continues in the May 30 issue of

JAMA. A study concludes that there is clear prima

facie evidence that exposure to the low levels of

ionizing radiation can produce a drastically increased

risk of leukemia and other diseases in the children

of persons exposed to these levels.

For the minority of exposed persons (about 1%)
who are affected by the radiation, there is a 50-

fold increase in the risk of leukemia and a five-

fold increase in certain other diseases. These findings

refute a dogma that is often cited by radiologists

who claim that diagnostic radiation is harmless.

In commenting on the study, medical authorities

pointed out that benefits from low dosage diag-

nostic x-rays, which can determine in advance many
serious medical problems related to childbirth, are

substantial, and benefits must be weighed against

risk.

Damage from x-ray appears in 1% of the chil-

dren in the study.

It has been assumed that genetic damage is vir-

tually eliminated by a process known as fractionali-

zation, in which the total dose of radiation is ad-

ministered in small doses at intervals. But genetic

damage still occurs even with fractionalization.

Fractionalization creates the illusion that the genetic

damage has disappeared, when, in actuality, the

genetic damage to the population is, if anything,

increased.

When a mother is exposed to radiation during

pregnancy, genetic damage occurs in only a small

proportion of babies. This damage will later be
expressed as increased risk of certain childhood
diseases. Diseases in addition to leukemia are asthma,
skin rash, eczema, pneumonia, dysentery, and rheu-

matic fever.

AMA Issues New Edition

Df Professional Standards Book

The first comprehensive revision of standards of

professional responsibility for physicians is off the

press. The book. Opinions and Reports of the

Judicial Council, is a compilation of interpretations,

opinions and statements of the AMA’s Judicial

Council with regard to application of the AMA’s
Principles of Medical Ethics to the everyday prac-

tice of medicine. The new version of Opinions and
Reports reorganizes the material into an outline

based on subject matter.

The chapters of the book deal with the phy-

sician’s responsibilities to the public, patient rela-

tions and medical responsibilities, office practices,

interprofessional relations, and hospital relations.

Reflecting the changing times in medicine, the

new book includes items on such matters as human
experimentation in medical research, helping pa-

tients and families cope with terminal illness, and

the definition of death and new medical technology.

Guidelines are presented for physicians testing

new drugs and procedures on humans. The guide-

lines are aimed at full protection of the subjects

at all times during the research studies, stressing

that full and informed consent must be obtained.
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On the question of a statutory definition of death,

the book states that it is neither desirable nor neces-

sary for physicians or patients, as it may result in

confusion instead of clarification as advances in

scientific capabilities occur. Death should be de-

termined by the clinical judgment of the physician

using the necessary available and currently accepted

criteria.

The book also states that the “intentional termi-

nation of the life on one human being by another

—

mercy killing—is contrary to that for which the

medical profession stands and is contrary to the

policy of the AMA.” On the other hand, the “ces-

sation of the employment of extraordinary means
to prolong the life of the body when there is ir-

refutable evidence that biological death is imminent
is the decision of the patient and/or his immediate

family. The advice and judgment of the physician

should be freely available to the patient and/or his

immediate family.”

In the area of advertising and solicitation, the

Council reiterates its April 1976 statement. The use

of office signs, professional cards, dignified an-

nouncements, telephone directory listings, and rep-

utable directories are mentioned as examples of

making information or intention known to the

public.

It is also noted that physicians “Have an ethical

duty to subordinate financial reward to social re-

sponsibility. . . . Ability to pay should be con-

sidered in reducing fees, and excessive fees are

unethical.”

In meeting responsibility to the public, physicians

are urged to cooperate with the communications

media to bring accurate information about medicine

and health to the people, keeping always in mind

that the first responsibility is to the patient.

Copies of the book are available from the Order

Department, American Medical Association, 535

N. Dearborn St., Chicago, IL 60610.

Immunizations of Children

In U.S. Lag, Experts Say

In spite of convincing evidence that successful

immunization can safely and effectively prevent
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diphtheria, whooping cough, tetanus, polio, mumps,
measles and rubella, it seems incredible that more
than 5 million children in the United States are

not protected against these diseases, says a communi-
cation in the May 16 issue of JAMA. In spite of

availability of safe and effective vaccines, there

continue to be periodic outbreaks of these pre-

ventable diseases.

The outbreaks occur among groups of persons

who have never been immunized and among others

in whom immunization failures have occurred. Fail-

ures of measles vaccine have occurred when the

vaccine was rendered impotent from poor refrigera-

tion or excessive exposure to light or heat.

Twenty percent of children under 13 years are

not adequately immunized against diphtheria, tetanus

and whooping cough; 30% of those 1 to 4 years

are not adequately protected against polio; about

35% of 1- to 4-year-old children have never been

immunized against measles and rubella.

The authors list the recommended immunization

schedules for normal infants and children, begin-

ning at the age of two months with diphtheria,

tetanus, whooping cough, and polio, and extending

at regular intervals through age 16. Tetanus should

be repeated every ten years for life.

Steroids Related to Cancer

In Body-Building Athletes

For some years physicians have warned athletes

against use of anabolic steroids in body-building

and muscle-building training programs.

In recent years cases of cancer of the liver associ-

ated with use of the steroids have been reported.

And in the May 23 issue of JAMA, still another

hazard—cancer of the kidney—is related.

A case is described of a 38-year-old man who
had devoted his adult years to physical conditioning

as a competitive body builder and won national

recognition for this in the 1960s. The diagnosis was
Wilms’ tumor, a rapidly developing malignant tumor

of the kidneys. It usually affects children under 5

years, and only rarely occurs in later life. In this

case the tumor already had spread toward the

heart and lungs, and the patient died in a few

months, despite surgery and efforts at drug treat-

ment.

In interviews with several persons who were

closely associated with the man and were familiar

with his training routine, it became clear that he

had taken anabolic steroids, a commonplace prac-

tice among competitive body builders, for many
years. He took both injections and oral doses. The

exact drugs were difficult to ascertain, because the

drugs were not prescribed by physicians, but were

supplied by friends, trainers, and nonmedical

healers.

In view of the known association of liver cancer

and the use of steroids, it is likely that the drugs

may also have been related to the kidney tumor.
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Adverse Reaetions to

Commonly Preseribed Drugs
In Patients with Renal Insuffieieney

CHARLES j. McAllister, m.d.

The number of patients with renal insufficiency

and end stage renal disease under treatment in the

state of Tennessee is increasing yearly. This is

due in part to the early diagnosis of renal insuffi-

ciency by primary care physicians and in part to

the recent increase in availability of center and

home dialysis. This necessitates a heightened

awareness on the part of primary care physicians

of the potential adverse reactions to commonly

prescribed agents in patients with renal insuffi-

ciency or end stage renal disease. This article

describes toxic reactions to several commonly

prescribed agents in patients with renal disease.

Sedatives and Tranquilizers

The most commonly prescribed sedative, flura-

zepam (Dalmane), has caused toxic reactions in

patients with chronic renal insufficiency (cre-

atinine clearance less than 30) and in patients

maintained on dialysis. These adverse reactions

are characterized by confusion, disorientation and

excessive lethargy. The use of Dalmane is con-

sequently to be discouraged in these patients.

Barbiturates, although not causing toxic side ef-

fects with regularity, have been noted to be less

than effective in patients with renal insufficiency.

The drugs of choice for sedation in patients with

renal insufficiency appear to be diphenhydramine

(Benadryl) and diazepam (Valium). Both agents

have been employed successfully without adverse

side effects. Chloral hydrate also appears to be a

useful agent.

From the Division of Nephrology, Vanderbilt Univer-

sity School of Medicine, Nashville, TN 37232.

Antihypertensives

The high prevalence of hypertension in patients

with renal insufficiency and end stage renal failure

has brought about extensive experience in the use

of various antihypertensive agents in these pa-

tients. Both propranalol and hydralazine appear

to be safe agents in patients with renal insuffi-

ciency. Methyldopa (Aldomet) in high doses

has caused difficulties with hypotension in pa-

tients maintained on hemodialysis, which is noted

especially during the dialysis procedure. There is

also evidence to suggest that the excessive seda-

tion and mental lethargy previously reported in

patients treated with this agent may be accentu-

ated in patients with renal insufficiency. Guane-

thidine (Ismelin), although an effective agent for

control of hypertension, should be avoided in pa-

tients on dialysis. In patients with creatinine

clearances less than 20 cc min, it has been re-

ported to cause deterioration in renal blood flow

with resultant further depression of renal func-

tion. Prazosin (Minipres), a recently introduced

vasodilator, appears to hold promise as an effec-

tive agent for the control of hypertension in pa-

tients with renal insufficiency.

Analgesics

Adverse reactions to morphine have been well

reported in patients with renal insufficiency.

Therefore, administration on a chronic basis is to

be avoided. Meperidine (Demerol) has also been

reported to cause adverse reactions, such as pro-

found hypotension and lethargy, particularly in

patients maintained on hemodialysis.
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Certain metabolites of meperidine have been

reported to cause seizures in patients with renal

insuthciency. One such case has been seen at

Vanderbilt University Hospital in the last year.

Pentazocine (Talwin) has been used with relative

frequency in patients with renal insufficiency and

few adverse reactions have been noted. An in-

creased incidence of hallucinations and other

previously described side effects of pentazocine

have not been observed. Acetaminophen (Tyle-

nol) and propoxyphene (Darvon) have been used

without significant side effects for the induction

of mild analgesia. Aspirin use is to be avoided, as

salicylates may aggravate some of the gastrointes-

tinal abnormalities noted in uremia as well as

exacerbating the previously described platelet

defect in patients with renal insufficiency or end

stage renal disease.

Cardiotropic Agents

The cardiac glycosides when employed in pa-

tients with renal insufficiency must be used with

caution. The greatest potential for toxicity is

manifest in patients maintained on hemodialysis,

where the rapid shifts of serum potassium levels

induced by dialysis may precipitate arrhythmias

or other manifestations of cardiac glycoside tox-

icity. Frequent monitoring of serum levels of

digoxin or digitoxin is warranted. Several authors

have dealt with this topic in detail.^

Both procainamide (Pronestyl) and quinidine^

are primarily excreted in the urine. These drugs

should be employed with caution in patients with

renal failure. Serum levels are again suggested. If

these determinations are not available a reason-

able starting dose would be in the range of 25 to

50% of the normal dose.

Antimicrobials

The use of antimicrobial agents in patients

with renal insufficiency or end stage renal disease

often presents a bewildering task to the physician.

The particular susceptibility of the kidney to dam-

age with antimicrobials and the primary renal

route of excretion of many of the agents calls for

the employment of these drugs with extreme cau-

tion.

The aminoglycosides® continue to be offenders

with their unique potential for nephrotoxicity.

Numerous reviews deal with this problem® and

dosing schedules correlating the administered

560

dose with the level of serum creatinine or crea-

tinine clearance are available. The only agents

which appear to be able to be given in normal

dose ranges appear to be chloramphenicol and

clinamycin. Several of the penicillin derivatives,

dicloxicillin (Tegopen) and ampicillin can be

given initially in standard dosages but monitoring

of serum levels is recommended.

Psychotropic Agents

The phenothiazines have been shown recently

to have the potential for causing adverse reac-

tions in patients with renal insufficiency or end

stage renal failure. The induction of a toxic psy-

chosis secondary to chlorpromazine use has re-

cently been described and will be the subject of a

future paper. Haloperidol, a butyrophenone, has

also been noted to produce excessive sedation as

well as inducing extrapyramidal symptomatology

in patients with end stage renal disease.'^ The use

of amitriptyline (Elavil) in patients with renal

insufficiency has as of the present time proven

relatively safe. The primary renal mode of ex-

cretion of this agent would suggest that an initial

modification of the beginning dose by 50% would

seem prudent.

Conclusion

As can be readily seen by the examples cited

in this brief review, the potential for adverse

reactions to agents commonly prescribed in gen-

eral medical practice is heightened in patients

with significant renal insufficiency or end stage

renal disease. The reduction in the renal route of

excretion of many of the agents cited as well as

altered drug binding may contribute to the in-

creased toxicity observed. The alterations in drug

activity induced by the uremic state also may
play a role in the observed adverse reactions.

Thus careful reflection and consideration is called

for when prescribing medications in patients with

renal insufficiency. r ^
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Advances and Precautions in

Lacrimal System Surgery
SPENCER P. THORNTON, M.D.

Dacryocystitis may produce or be the result of

obstruction in any part of the lacrimal drainage

system that extends from the canaliculi to the

lower end of the nasolacrimal duct. Except in the

very young, in whom the cause is usually congeni-

tal occlusion and is responsive to probing, dacryo-

cystitis rarely resolves spontaneously. It is always

a source of annoyance to the patient and is fre-

quently accompanied by pain and discomfort in

addition to the embarrassment of constant

tearing.

The necessity for surgery for dacryocystitis is

not always appreciated by the physician, as re-

peated attempts at probing and medical control

is a common story with these patients.

In children, dacryocystitis is usually the result

of congenital stenosis of the nasolacrimal duct.

Probing, though it should be tried, is generally

ineffective after the age of three years and surgery

should be performed without prolonged delay

once the diagnosis is confirmed.

Once dacryocystitis has been established in

adults, medical management, including probing,

irrigation, and antibiotic therapy is futile. The

annoying epiphora, which is the patient’s chief

concern, will persist.

For most of this century the standard treat-

ment for chronic dacryocystitis has been the edge

to edge anastomosis of the lacrimal sac mucosa

to the nasal mucosa over the margins of an open-

ing made through the lacrimal bone.

In properly selected cases, with careful surgical

technique, the results have been extremely good.

The failures of this technique have been attributed

to many factors and the problems involved in

dealing with them have led to a number of unique

instruments and devices which have contributed

to increasing success. These include the Stallard

stricturotome, the Jones pyrex tubes, the Guibor

canaliculas intubation, and various types of com-

municating tubes.

Complications with dacryocystorhinostomies

have included complete or partial closure of the

fistulous tracts, corneal erosion from contact with

Presented before the Tennessee Academy of Ophthal-

mology, April 13, 1977, Nashville, Tenn.

tube implants, formation of granulation tissue

over the opening of the tube, the “sump syn-

drome,” and regrowth of mucous membrane over

the nasolacrimal opening. Reoperation has fre-

quently been necessary.

In considering these problems it is apparent

that obstruction may involve several levels and

in order to perform the correct procedure the

physician must know the extent of involvement

and level of obstruction. A thorough clinical ex-

amination of the patient’s lacrimal drainage sys-

tem is imperative. This should include palpation,

massage, probing, irrigation and dye tests supple-

mented by radiographic dacryocystography and

nuclear gamma camera scan if available.

A rational basis for diagnosis and management

of disease of the lacrimal drainage system is con-

tingent on accurate preoperative assessment of

the lacrimal drainage system. This necessitates

not only the demonstration and localization of

any anatomic defect but the assessment of the

functional capacity of each segment as well.

Satisfactory results will be obtained and failures

avoided only if the proper surgical procedure is

applied to the correct area of involvement. Most

important is the accurate diagnosis of the area

and level of involvement including the punctal,

canalicular, sac, upper nasolacrimal, lower naso-

lacrimal duct and valve of Hasner.

If, for example, it has been established that

the obstruction is in the upper nasolacrimal duct

the decision then is between some method of re-

construction of the nasolacrimal duct or of a

nasolacrimal duct bypass operation such as the

standard dacryocystorhinostomy procedure.

Though a number of factors have been in-

volved, most failures following the standard tech-

nique of dacryocystorhinostomy seem to be due

primarily to surgical technique or because the

operation was directed at the wrong level. Thus

it is important to consider multiple diagnostic

methodology, including dacryocystography, nu-

clear lacrimal scan and quantitative scintillog-

raphy in addition to physical probing, irrigation

and chemical transmission studies.

Nasal pathology should also be considered. If
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intranasal pathologic conditions exist that might

contribute to the improper funetioning of the

dacryocystorhinostomy these conditions should

be corrected as much as possible before lacrimal

surgery is undertaken. Nasal polyps, nasal aller-

gies, severe septal deviations toward the involved

side and sinusitis are some of the more frequently

encountered nasal conditions that may require

treatment.

Viers^ points out that inaccurate or “false

negative” diagnoses in the face of chronic or re-

current dacryocystitis may result from inadequate

evaluation. For example, the ophthalmologist

may be able to irrigate fluid into the nose and

decide that this indicates no pathologic condition

of the nasolacrimal duct systems exists. In many
cases such patients have dacryoliths, lacrimal sac

tumors, allergic stenosis of the nasolacrimal valve

or functional occlusion of the nasolacrimal duct.

In these cases dacryocystography is an invaluable

aid in determining the level and extent of obstruc-

tion.

Correction of punctal, canalicular, lacrimal sac

and nasolacrimal duct problems should be consid-

ered separately for treatment, and if multiple in-

volvement is found, multiple corrective measures

should be planned.

Dacryocystography is a simple, safe and quick

method of obtaining information concerning the

status of the lacrimal drainage system. It is not

the final word however. It should be considered

as an adjunctive diagnostic procedure to supple-

ment the thorough clinical examination.

A number of studies indicate nuclear scanning

may be as reliable as the dacryocystogram and re-

quires less manipulation and discomfort for the

patient. Technetium 99 in a vehicle of saline,

polyvinyl alcohol or hydroxypropyl methylcellu-

lose has been shown to effectively trace a radio-

active tear through the nasolacrimal tract into the

nose.

This test seems safe, from the evidence pro-

vided, even if one assumes that 100% of the

radioactivity instilled remained in the sac and

none was washed away by tears. Actually, in

practice, the patients flush their eyes with an irri-

gating solution after the scan, which will reduce

the radioactivity considerably.

In this test, there need not be any manipulation

of the puncta and canaliculi. No force is required

to inject the material into the lacrimal canaliculi

and sac. It is, therefore, much more comfortable

for the patient. The technetium scanning method

appears to be useful and provides information on

both anatomic and functional blocks, though ex-

perience has shown it cannot always differentiate

between the two. It is, however, an important

adjunctive diagnostic tool for evaluation of the

lacrimal drainage apparatus.

In summary, it is important to consider multi-

ple diagnostic methods in the evaluation of naso-

lacrimal system disorders in order to plan the

proper surgical procedure to the correct area of

involvement. r ^
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Malignant Melanoma

Presenting as Peritoneal Effusion

ROBERT W. WAHL, M.D. and JERRY VAN PELT

Introduction

The diagnostic accuracy of the cytologic

method in evaluating effusions is recognized. Cee-

lan,^ for example, demonstrated overall accuracy

of cytology in positive and negative effusions to

be approximately 90%. In his summary, Ceelan

stated that “the cytological examination of ascitic

fluids, although of no use in the early diagnosis

of carcinoma, is a valuable tool for the differen-

tial diagnosis of peritoneal effusions.” In general

this is true; however, on occasion primary diagno-

sis in a puzzling case is obtained on the basis of

cytologic study. Such was the case in this in-

stance of metastatic malignant melanoma in peri-

toneal effusion.

Case History

The patient was a 57-year-old Caucasian female who
presented with a one-week history of “mild abdominal
bloating.” One day prior to admission she had the

onset of left upper quadrant abdominal pain. Abdominal
roentgenograph revealed many dilated loops of bowel.

Past history as obtained was not remarkable. She re-

ported constipation over the past two to three months,
but no diarrhea or melena. There had been no weight
loss. In 1961 she had undergone hysterectomy and
appendectomy for benign disease.

On physical examination she was afebrile and normo-
tensive. The abdomen was moderately distended, tender,

and tympanitic. She had no lymphadenopathy. Skin

examination was initially felt to be unremarkable.
Laboratory values on admission were within normal

limits with the exception of a mildly elevated leukocyte

count with a left shift.

Barium studies did not confirm an obstruction of the

large or small intestines. On the seventh hospital day a
right pleural effusion was tapped which showed charac-

From the Cytology Section, Laboratory Activity,

Brooke Army Medical Center, Fort Sam Houston, Tex.
Dr. Wahl is now with Associated Pathologists of Nash-
ville, Box 70, Nashville, TN 37202.

Mr. Van Pelt was a student in the School of Cyto-
technology, Brooke Army Medical Center.

Fig. 1. Gross appearance of ascitic fluid.

teristics of an exudate. An abdominal sonogram indi-

cated a questionable pelvic midline mass. Meig’s syn-

drome was considered. Paracentesis was productive of
750 cc of dark brown fluid (Fig. 1), and it was sus-

pected that the dilated bowel had been entered. Cyto-
logic diagnosis on the effusion was malignant melanoma.
Further evaluation of the patient led to discovery of a

small subcutaneous scalp lesion which proved to be
metastatic malignant melanoma. While there was no
identifiable primary lesion, review of surgical pathology
files indicated an atypical melanocytic lesion had been
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incompletely removed five years previously.

She was placed on a multi-drug chemotherapy regi-

men, but followed a progressively deteriorating course,

dying on the 30th hospital day. At autopsy, massive

melanomatosis was present, the abdominal cavity pre-

senting a diffuse dark brown pigmentation secondary to

confluent growth of malignant melanoma.

Microscopic Findings

The specimen received in the cytopathology

laboratory consisted of 750 cc of dark brown,

opaque fluid (Fig. 1). No fixative had been

added, the specimens having been brought di-

rectly from the patient’s bedside. Because of the

unexplained nature of the case and also because

of the fear that the fluid was of intestinal lumen

origin, the request was made for immediate cyto-

logical evaluation. A centrifuged aliquot was

smeared, fixed in 95% ethanol, and stained with

hemotoxylin and eosin.

The smears were remarkable for the absence

of any blood or amorphous material. From low

power study the smear was indicative of a fairly

uniform population of isolated round to oval cells

with only focal areas of aggregation. Inflamma-

tion was not evident. The cells were in the size

range of mesothelial cells, and had strikingly

eccentric nuclei to the extent that a plasma cell

population was considered. However, on higher

magnification, additional features were delineated.

No perinuclear halos, as seen in plasma cells,

were identified. Many of the cells contained a

finely granular brownish, nonrefractile pigment

which explained the gross coloration of the fluid

(Fig. 2). Following Fontana-Masson staining,

virtually every cell was seen to contain granular

material consistent with melanin (Fig. 3).

The nuclei of this cellular population were

round to oval with a finely granular to coarse

chromatin pattern. Nuclear margins were sharp.

Occasional prominent nucleoli were present, but

striking macronucleoli were not seen. Many of

the nuclei contained large punched-out areas

which had a staining quality similar to the cyto-

plasm suggesting a cytoplasmic invagination into

the nucleus (Fig. 2). Multinucleated tumor cells

were present, but only in small numbers. Rare

mitotic figures were identified, but no atypical

mitoses were seen. On Papanicolaou staining the

pigment was less obvious than on the initial he-

motoxylin and eosin stain. Coloration of the

pigment with this stain was greenish.

Definitive identification of mesothelial cells and

histiocytes was hindered by the similarity of many
of the tumor cells to those cell types. Some cells
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Fig. 2. Cells in ascitic fluid showing isolated nature of

component cells, eccentric nuclei, granular pigment in

cytoplasm, and large punched-out vacuole in one nucleus

(hemotoxylin and eosin x 250 before enlargement).

Fig. 3. Fontana-Masson stain showing varying degrees of

melanin pigment in virtually every cell (x 160 before

enlargement)

.
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showing dense, coarsely granular staining on the

Fontana-Masson stain were undoubtedly histio-

cytic.

Microscopic appearance of the metastatic le-

sion in the subcutaneous tissue of the scalp re-

vealed cellular morphology closely correlating

with the cytologic preparation. Occasional cells

contained the punched-out area in the nucleus

(Fig. 4).

Fig. 4. Histological section of metastatic subcutaneous

lesion of scalp showing cells similar to those seen in the

ascitic fluid. Note intranuclear vacuole in central cell

(hemotoxylin and eosin x 250 before enlargement).

Discussion

Pleural or peritoneal effusion is said to compli-

cate the course of about 50% of patients with

metastic malignant melanoma;^ however, in our

laboratory, malignant melanoma in effusion has

been distinctly uncommon. For malignant mela-

noma to be diagnosed initially by study of effu-

sion is noteworthy, but not necessarily difficult

if one realizes that such an event can occur and

if one has knowledge of the diagnostic criteria.

The cytologic studies of malignant melanoma
have dealt with various sites—for example, oral

scraping, pleural and spinal aspiration and spu-

tum in the article by Yamada et al;® in urine sedi-

ment as discussed by Piva and Koss;"* in the

vagina in the series of Masubuchi et al;^ and in

effusions plus other areas in Hajdu and Savino’s

study.^ Several have made special reference to

the presence of nuclear vacuolation.^’^^®

The nature of the nuclear vacuoles has been

studied by several researchers. Forty years ago

the suggestion was made that the areas were re-

lated to melanogenesis,® but ultrastructural studies

have shown the vacuoles to be cytoplasmic in-

vaginations.^

Primary diagnostic features in this case include

the following:

1. Isolated nature of the cells with little ten-

dency to form even small epithelial aggregates.

2. Presence of finely granular nonrefractile

pigment which was found to be present in almost

all the cells of the effusion on Fontana-Masson

stain.

3. Eccentric nature of the nuclei.

4. Punched-out intranuclear vacuoles which

stained similarly to the cytoplasm and which fre-

quently had a diameter greater than 50% of the

nuclear diameter.

Features emphasized by Hajdu such as the

disparity in size of pigmented and nonpigmented

tumor cells and the presence of bizarre and atypi-

cal multinucleation were not notable aspects of

this case.

A grossly brownish effusion in the absence of

obvious microscopic explanation should lead one

to closely evaluate the component cells for finely

granular pigment. Occasionally melanomas are

amelanotic, in which case the nuclear vacuoles

might be the only clue in those cases where the

malignant cells closely mimic the morphology of

mesothelial cells and histiocytes.
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Management of Diabetic Patients

With Low Blood pH

IRSHAD AHMAD, M.D. and LLOYD DAVIS, M.D.

Diabetes mellitus has become a major public

health problem in the world today; well-defined

objectives for the prevention and treatment of

the disease and its complications are important.

Considering the nature of its etiology, effective

preventive measures are difficult, but clear-cut

and effective guidelines for the management of its

acute complications can be established. In this

paper two case histories dealing with the compli-

cation of low blood pH values will be presented.

The first case history is of a young diabetic on
insulin therapy, and the second one is of an adult

onset diabetic who was treated with phenformin

(DBI), a hypoglycemic agent.

Case Reports

Case 1. A 21 -year-old man who has been treated in

the hospital on numerous previous occasions, was admit-
ted to the hospital on April 24, 1977 in a lethargic state

with Kussmaul breathing. The patient was thought to

have severe metabolic acidosis. Urinalysis showed 3-|-

albumin, 4-f- acetone and 4-f- glucose. Other laboratory
results included; blood pH = 7.001, pC02 = 18.0,

p02 = 33.1, percent hemoglobin saturation = 45,
CO2 = 8, glucose =r 630, chloride = 101, Na = 136,
K = 5.0, BUN = 14. The patient was immediately
treated with 134 meq of sodium bicarbonate (NaHCOs),
10 meq of potassium chloride (KCI) and 10 units of
regular insulin. Intravenous 5% dextrose in 0.5 normal
saline solution, with 20 meq of KCI, at 300 ml/hour
was then started. Two hours later the laboratory results
were: pH = 7.122, glucose = 540, CO2 = 9, K = 3.9,

Na - 135, BUN = 14. With continued treatment for
four hours, the blood chemistry results were: pH =
7.225, PCO 2 = 10.2, PO2 = 118.7, percent hemoglobin
saturation = 97, and K = 3.8. Thirty-six hours after
admission, the blood chemistry changed to: pH r= 7.392,
CO2 = 29.7, PO2 = 105.3 and percent hemoglobin satu-
ration = 98.2. The patient was discharged the next day
on NPH insulin 50 units in the morning and 10 units in
the evening daily. During the three years’ association
with this patient, the lowest blood pH of 6.814 was re-

corded on Dec. 21, 1976.

Case 2. A 63 -year-old man, a known diabetic on

From the Division of Health & Safety, University of
Tennessee, Knoxville, TN 37916 (Dr. Ahmad), and
Westhaven Medical Clinic, 3807H Oak Ridge Hwy.,
Knoxville TN 37921 (Dr. Davis).
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phenformin regimen, was admitted to the hospital in

coma with metabolic acidosis. The laboratory re;sults at

6:30 am included; blood pH = 6.868, PCO 2 — 20.8,

Na = 132, K = 7.5, Cl = 95. One ampule of sodium
bicarbonate was infused immediately over a period of

10 minutes, regular insulin of 10 units was also given

I.M. The bicarbonate dosage was repeated every 30

minutes until the blood pH exceeded 7.2. During the

therapy the blood pH values at the given times were;

6:30 am = 6.868, 10:45 am = 7.04, 11:35 am = 7.102,

12:30 pm = 7.202, 1:30 pm =r 7.344, and 4:30 pm =
7.455. The following day he developed metabolic alka-

losis, pH =: 7.582, which was treated with ammonium
chloride, and the blood pH decreased to 7.355. The
phenformin therapy was replaced with NPH insulin

and the patient was discharged in satisfactory condition.

Discussion

The lowest blood pH that has been reported^

in the literature is 6.71. The two most common
causes of low blood pH values are ketoacidosis

and lactic acidosis in diabetic patients. Lactic

acidosis has been observed in patients treated

with phenformin.^ Low blood pH may also be

seen in some cases of attempted suicides by drug

overdose. Simultaneous ingestion of nalidixic acid

and probenecid^ for suicidal purpose, resulted in

a blood pH value of 7.08.

When the blood pH is less than 7.20, sodium

bicarbonate should be administered,^^^ and it is

the drug of choice. Concomitant therapy with 10

to 30 or more units of regular insulin enhances

the reversal of low blood pH.® The dose of so-

dium bicarbonate is based on 30 to 50% of body

weight of the patient, and according to the degree

of bicarbonate deficit. With acute mild bicarbon-

ate deficits of less than 10 meq/liter, a 30% bi-

carbonate space will provide an adequate correc-

tion. When moderate bicarbonate deficits range

between 10 to 15 meq/liter, 40% of the body

weight can be used. For severe bicarbonate defi-

cits exceeding 15 meq/liter, the bicarbonate space

should be considered equal to 50% of the body

weight.
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Computations of the required dosage of bi-

carbonate is based on a normal blood value of

24 meq/liter. For example, a patient weighing

60 kg, with a bicarbonate concentration of 16

meq/liter, hence a base deficit of 8 meq/liter

(24-16 = 8), we would consider a bicarbonate

space of 30% or (0.30 x 60) 18 liters. Since the

patient has a deficit of 8 meg/liter, he would

have a total bicarbonate deficit of 144 meq
(8 meq/liter x 18 liters). Ordinarily, approxi-

mately one half of the deficit would be cor-

rected initially. In this case, two 50 ml ampules

of 7.5% sodium bicarbonate each containing 44.6

meq of bicarbonate may be used. It is adminis-

tered intravenously over a period of 50 minutes.

The patient then should be re-evaluated, further

laboratory tests performed, and treated according

to the degree of bicarbonate deficit. If alkalosis

develops as a result of bicarbonate therapy, give

1% ammonium chloride solution, or 0.15 normal

hydrochloric acid. When using hydrochloric acid,

infuse slowly into a large vein at approximately

30 ml/hr.

Summary
In metabolic acidosis, where blood pH is less

than 7.2, loss of respiratory center response to

lowered carbon dioxide content and increased

hydrogen ion concentration may result. The use

of sodium bicarbonate for management of dia-

betic ketosis and lactic acidosis has been contro-

versial^ in the past, but it is now the treatment of

choice.

Sodium bicarbonate is calculated according to

the base deficit and infused slowly. It is used

aggressively over a short period of time rather

than over longer periods. Regular insulin 10 to 30

units is also given. The blood pH and carbon di-

oxide concentrations are determined every four

to six hours and the therapy with sodium bicar-

bonate is discontinued when the pH exceeds 7.2.
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Spinal Cord Compression

F. ANTHONY GRECO, M.D., Editor

The subject today concerns an oncologic emer-

gency—spinal cord compression. A systematic

approach to the recognition and treatment of this

neurological complication of neoplastic disease

will be discussed.

Patient Presentations

RICHARD STECKLEY, M.D.:
Patient #1 was a 34-year-old white male who had

been well until March of 1976 when he developed a

flu-like syndrome. He was treated with three separate

courses of antibiotics by his local physician and failed

to respond. He was hospitalized in July of 1976, at

which time he had a bronchoscopy revealing only diffuse

inflammation. However, a cervical node biopsy revealed

squamous cell carcinoma. He was transferred to Van-
derbilt Hospital on July 15 complaining of severe

dyspnea and an inability to swallow anything larger

than a small pill. He had noticeable hoarseness and
hemoptosis. He was tachypneic and diaphoretic. He had
several large cervical nodes bilaterally. Mediastinal

radiotherapy and dexamethasone were begun. Approxi-

mately 24 hours later he had the sudden onset of

paralysis of both legs and a Ts sensory level. An emer-
gency myelogram was performed revealing extrinsic

compression at Ts and a laminectomy was performed
revealing epidural focus of squamous cell carcinoma.

Postoperatively he had persistent paralysis and in-

continence. Two weeks later he suddenly developed

hypotension with septic shock, and was treated with

fluids and antibiotics. A flat and upright x-ray of his

abdomen revealed free air and bowel perforation was
suspected. He expired 12 hours later, and no autopsy

was performed.

Patient #2 is a 45-year-old man who was well until

January 1975, at which time he noted the onset of weak-

ness and ataxia in his legs. Eleven months later, in

December 1975, he saw a physician and a needle biopsy

of a lytic lesion in his 10th thoracic vertebrae was done.

Histologically it was intially felt to be eosinophilic

granuloma. His weakness increased and a decompres-

sive laminectomy with Harrington rod fixation was per-

formed. Epidural tumor was identified as plasma cell

myeloma. He received radiotherapy and had marked

improvement. Bone marrow examinations in July 1976

revealed multiple myeloma. At that time he was started

on cycles of Alkeran and Prednisone. He has done

well since that time.

Review of X-Rays

JEREMY J. KAYE, M.D.:

Initial chest x-ray of the first patient shows an
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infiltrate in the right mid-lung field. This is the

only view we get in plain films of his upper

thoracic region. The emergency lumbar myelo-

gram was performed with a small amount of con-

trast demonstrating a complete block at the T4-5

area. This is a very classical type of extradural

block. In his postoperative course, you can see

the clips outlining his laminectomy. He had bone

metastasis as well. On multiple postoperative

films a lytic lesion is noted in his right scapula.

Shortly before his demise, he developed free air

in the peritoneal cavity diagnostic of gastrointesti-

nal perforation.

The second patient had a lytic lesion in the Tio

vertebrae. The diagnosis of eosinophilic granu-

loma was entertained initially. This is a diagnosis

that I would not consider too seriously in a 45-

year-old patient. His plain films show an exten-

sive lytic lesion involving almost all the vertebral

body. It has some surrounding sclerosis and there

is a fairly prominent left-sided paraspinal mass.

Based on this, the differential diagnosis would

have included myeloma or plasmacytoma and

metastatic carcinoma. Myelography reveals an

extradural mass compressing the cord.

Discussion

F. ANTHONY GRECO, M.D.:

Spinal cord compression by neoplastic disease

requires prompt recognition and therapy to avoid

the catastrophe of permanent neurological dys-

function. Symptoms and signs may progress rap-

idly as in the first patient presented, or slowly as

in the second patient.

The spinal cord extends to the L1-L2 vertebral

level and is surrounded by the bony vertebral col-

umn. As with the brain, there is only little room

for displacement and a very small mass can cause

severe neurological dysfunction. Both benign and

malignant tumors can compress the spinal cord

and each has the potential of producing perma-

nent neurological damage. Non-neoplastic lesions
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can produce a similar clinical picture (Table 1).

Therefore, the patient who presents with clinical

findings suspicious of spinal cord compression

should be evaluated carefully.

TABLE 1

DIFFERENTIAL DIAGNOSIS OF
NON-NEOPLASTIC LESIONS

Ruptured intervertebral disc

Trauma and fracture—dislocation

Hemorrhage from trauma, thrombocytopenia, or

bleeding disorders

Epidural abscess

Myelopathy from previous radiation therapy

Transverse myelitis as a remote effect of cancer

Cord compression by tumors occurs from

either intradural or extradural locations^^^ (Table

2). Intradural lesions arise either within the spi-

nal cord (intramedullary) or surrounding it

(extramedullary). These lesions represent ap-

proximately 50% of spinal cord tumors. Extra-

dural tumors are usually malignant and meta-

static, although there is a group arising primarily

from the extradural space (lymphoma, sarcoma,

myeloma, chloroma). Metastatic lesions to the

extradural space are more common. Any primary

tumor can be encountered but the most frequent

are breast, lung, lymphoma, sarcoma and pros-

tatic carcinoma. Invasion of the vertebral body

usually occurs initially followed by involvement

of the epidural space. Direct metastasis to the epi-

dural space without clinically recognized vertebral

involvement occurs less frequently.

TABLE 2

SPINAL NEOPLASMS

)cation and Origin % of all cases

INTRADURAL
Intramedullary 22

Glioma 15

Vascular tumors 5

Others 2

Extramedullary 30

Meningioma 15

Neurofibroma 10

Congenital tumors 5

EXTRADURAL 48

Metastatic tumors 27

Sarcoma 7

Lymphoma 4

Myeloma, chloroma 5

Others 5

Pain is the most frequent symptom of cord

compression and occurs in approximately 90% of

patients.'^ The pain is often localized to the area

of the back or neck over the tumor, and may be

radicular in character. Pain is often present for

weeks to months before other neurological symp-

toms and signs. However, pain may not occur at

all (approximately 10% of patients) or only

shortly before paraplegia. Sensory and motor

deficits usually occur together as segmental loss

at the level of compression and dysfunction below

the level of the lesion. The patient can rapidly

or slowly develop weakness, decreased sensation,

hyperreflexia, and bowel and bladder dysfunction.

The prognosis for recovery of neurological

function is directly related to the degree and dura-

tion of neurologic impairment before therapeutic

intervention.^'® The earlier the diagnosis is made
the more likely the treatment will be more effec-

tive. Therefore, physicians should maintain a high

index of suspicion, particularly in patients with

known malignancies. Since back pain is often an

early symptom it should never be regarded

lightly. Careful physical examination along with

x-rays of the back and radionuclide bone scans

are indicated. Approximately 90% of the pa-

tients will have bony lesions detected at the level

of cord compression, while others will have no

bony lesions found or multiple lesions along the

spine. Lumbar myelography is the definitive test

in determining if and where there is extradural

block. It should be done as an emergency proce-

dure in patients with neurologic symptoms or

signs suspected to be secondary to spinal cord

compression.

The patient’s overall prognosis depends more
on the type and total extent (stage) of the malig-

nancy. Certain malignancies which cause spinal

cord compression can be controlled for years or

cured in some patients (Hodgkin’s disease, his-

tiocytic lymphoma, testicular carcinoma, Ewing’s

sarcoma, choriocarcinoma, Burkitt’s lymphoma).

Another large group of patients attain significant

prolongation of useful life (breast carcinoma, soft

tissue sarcoma in adults, some lymphomas, mye-

loma). Spinal cord dysfunction in these groups

of patients can leave the patient paralyzed with

no sensory, bladder, bowel, or sexual function yet

their malignancy is controlled or perhaps cured.

Rapid management often can effectively prevent

these complications.

The treatment of spinal cord compression from

malignant tumor is controversial. Randomized
prospective clinical trials comparing the efficacy

of surgical decompression (laminectomy) with

radiotherapy and/or chemotherapy simply have

not been done. Therefore, management is based

upon individual experience, results in series of

patients, and other clinical circumstances. Histori-
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cally, treatment has been neurosurgical decom-
pression or radiotherapy. Comparisons of some
series of patients suggest that both therapies are

equally effective.^ However, other series of results

suggest neurosurgical therapy may be superior.^

Chemotherapy has a role in combination with

radiation therapy or surgery in patients with more
sensitive tumors, such as lymphomas or Ewing’s

sarcoma.

A reasonable therapeutic approach in patients

with known malignancy is determined by the type

of tumor, the time course of development and the

severity and duration of neurological dysfunction.

Patients with tumors which are very responsive

to chemotherapy and radiotherapy can often be

successfully managed if their neurologic symp-

toms are relatively stable. However, in any pa-

tient with a rapid deterioration the decision is

often made to do laminectomy followed by radio-

therapy and/or chemotherapy. Obviously, in pa-

tients without a known malignancy, laminectomy

is both diagnostic and therapeutic.

Dr. Bolin, a radiotherapist, and Dr. Hester, a

neurosurgeon, will give us some of their thoughts

concerning this urgent oncologic complication.

MARION G. BOLIN, M.D.:

I would like to amplify Dr. Greco’s remarks

concerning spinal cord compression. This prob-

lem is not caused by a specific disease entity but

is a clinical complex whose etiology can be from

any one of several malignancies. Because of the

many facets of this process, the management must

often be individualized for each patient. Some of

the factors to be considered are ( 1 ) the pathology

of the primary tumor and responsiveness to differ-

ent forms of therapy; (2) the time of develop-

ment, either acute onset or a slow insidious proc-

ess; (3) the presentation, in a patient with a

known malignancy elsewhere or in a patient with-

out a previous diagnosis of a malignant process.

All of these different facets demand individualiza-

tion of medical management.

Surgery has been the primary form of therapy

since Dr. Horsley in 1887 first successfully re-

moved a spinal cord tumor. In subsequent dec-

ades surgical approaches to spinal cord compres-

sion have been developed and refined. The philos-

ophy of surgical treatment of spinal cord com-

pression was plainly outlined by Elsberg in 1929

when he stated, “Whenever the diagnosis of com-

pression of the spinal cord by an extramedullary

new growth has been made, operative interfer-
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ence should follow without more than the neces-

sary delay.”

In the 1950s and the ’60s two additional modes
of therapy became more refined—radiation ther-

apy and chemotherapy. However, with few excep-

tions the surgical and medical literature con-

sistently and primarily favored decompressive

laminectomy and resection as the primary method

of treatment. There was occasional use of radia-

tion therapy and chemotherapy as postsurgical

adjuvants. Even with the advent of modern equip-

ment and technique, radiation was not considered

the primary treatment for spinal cord compres-

sion for fear of causing swelling of the tissues

and further cord damage. The problem of “radia-

tion edema” is still used as an argument against

radiation as a primary form of therapy in spinal

cord compression. There is no good evidence that

“radiation edema” of the spinal cord represents a

major clinical problem. In the past, one method

used to avoid so-called radiation edema was to

start treatment with low daily dose fractions and

gradually increase the daily fractions to 150 to

200 rads a day. Patients can be started at higher

daily fractions in the range of 200 to 300 rads,

and steroids can be used if necessary to control

“edema.”

I am not suggesting all cases of spinal cord

compression be sent directly to radiation therapy.

Let me go back to one of my opening remarks

concerning individualization of therapy for each

patient depending on a number of circumstances.

Let us consider the sensitivity of the tumor to

radiation. The term radiation sensitivity is here

meant to describe the speed of reduction in tumor

size. Radiosensitive tumors would include the

lymphomas, multiple myeloma, seminomas, and

many pediatric tumors. These tumors could be

considered for primary treatment with radiation

therapy as we expect a rapid reduction in tumor

size with small dosages of radiation.

In contrast, there is a group of tumors com-

monly considered radioresistant, where the term

radioresistant describes a tumor with a slow re-

duction in size. Representative tumors in this

class include teratocarcinomas, prostatic carci-

noma and renal carcinoma. Here a laminectomy

should probably be the initial treatment and ra-

diation therapy or chemotherapy used as a post-

operative adjuvant.

There is a gray zone where the tumors are

moderately radiosensitive, such as carcinoma of

the breast and lung. In this situation, if the neu-
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rological deficit is minor, indicating early cord

compression, then radiation might be given and

a laminectomy avoided. If the deficit is moderate

to severe then surgical decompression is indi-

cated.

As mentioned earlier there is also a group of

patients who present with spinal cord compres-

sion who do not have a previous diagnosis of

malignant disease. In this situation surgical lami-

nectomy to relieve cord compression and also

establish a definite pathological diagnosis would

be the primary treatment of choice. Afterwards,

the need for postoperative radiation therapy or

chemotherapy can be considered.

In a recently reported series of 73 patients

treated with radiation therapy for spinal cord

compression from malignant lymphoma there

was an overall good response in 55% of the pa-

tients.® Of the patients treated with radiation

therapy 20% had a partial response and 25%
had no improvement. The majority of the patients

in the latter group already had complete paraly-

sis when treated or else for various reasons re-

ceived dosages less than 2,500 rads.

Our recommendations for the primary radia-

tion therapy in cases of spinal cord compression

are high daily dosages in the range of 300 to 400

rads a day for approximately three doses and then

a reduction in the daily amount to 200 to 300

rads. This total dosage should be to the range of

3,000 to 4,000 rads depending on the histological

type of tumor.

We feel that those patients who present with

spinal cord compression secondary to tumors

which are generally considered to be radiosensi-

tive and those which show signs of early compres-

sion should be considered for primary radiation

therapy.

RAY W. HESTER, M.D.:

As has been mentioned, there are also non-

neoplastic causes of spinal cord compression. A
known tumor elsewhere, places a person in great

jeopardy of having extradural metastasis from it,

but other types of spinal cord compression should

be considered as well.

I will echo what has already been said and

agree with Dr. Greco and Dr. Bolin that these

tumors are varied. Their growth rates differ and

the response to various forms of treatment differ.

I should like to develop how I feel about treat-

ment of spinal cord compression. The patients

can be divided into two types: those with acute

spinal cord compression and those with chronic

cord compression. The development of the acute

and chronic type is related to the growth rate of

the tumor and the various vascular phenomena
that are associated with spinal cord compression.

In our experience patients with extradural spi-

nal cord compression and rapid progression of

signs do not respond well to anything except im-

mediate surgical decompression. If the decompres-

sion is delayed until all neurological function is

lost, I know of only a rare patient who regained

any significant function. The most critical point

I need to make is that if we are going to do

decompressive laminectomy it needs to be done

for the rapidly progressing lesion as soon as pos-

sible, otherwise it is not really very helpful to

the patient and in many cases just adds a burden

to his future care.

In the case of chronic spinal cord compression,

in which the symptoms are slowly progressive,

workup can be carried out more carefully and

tumor type can often be determined. A decision

concerning laminectomy can then be made. In

patients with lymphoma satisfactory results have

been obtained with radiation therapy alone.

A laminectomy is not magical and is only one

form of therapy. I feel that in those patients with

radiosensitive or radiocurable tumors in which the

neurological dysfunction is progressing at a slow

rate, radiation therapy or chemotherapy probably

should be tried prior to laminectomy. I also agree

with the statement that radiation probably does

not cause edema to any great extent and inade-

quate dose may be responsible for progression of

neurological symptoms.

Many patients with extradural tumors complain

of back pain. In patients with back pain who have

known malignancy elsewhere, even with no neu-

rological deficits, myelography should be consid-

ered. If the tumor is partially radiosensitive (for

example, the lung or breast), I feel radiation

therapy is indicated. It is important to find these

tumors at this stage. Once the neurological deficit

begins the tumor is larger and there will often be

a complete myelographic block. The loss of

neurological function is primarily from ischemia

secondary to compression of spinal cord vascula-

ture. Once rapid neurological progression has

begun, it will often proceed to complete loss of

function in spite of maximum treatment with

radiation therapy and chemotherapy (this is prob-

ably related to vascular compression). The opti-

mum time to find these tumors, whether they are
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treated with surgical decompression or radiation,

is before the development of any neurological

signs.

Acute urinary retention is an important sign in

patients with malignancies. This problem may be

overlooked and regarded as secondary to bedrest

and medications in the elderly. These patients

should be evaluated immediately, and usually a

myelogram is indicated.

In many patients who have decompressive

laminectomy, extradural tumors are found to be

anterior and lateral to the spinal cord. Manipula-

tion of an already damaged spinal cord will often

further add to the problem. Only as much tumor

is removed as is practical and safe. Postoperative

radiotherapy and chemotherapy are often indi-

cated depending on the type of tumor.

The postoperative care of the patient with cord

compression may represent a great problem, de-

pending on how far the neurological dysfunction

has progressed. Taking care of a paraplegic pa-

tient presents the problems of bladder dysfunc-

tion, loss of sensation and movement with associ-

ated bed sores, and recurrent urinary tract infec-

tion. The rehabilitation and continuing care of

the patient requires paying attention to these

details.

A physician:

I would like to ask Dr. Hester about the timing

of therapy. For example, a patient on the medical

service has had a myelogram and a block is dem-
onstrated. The patient has rather stable neurologi-

cal deficits. What period of time do you feel is

appropriate to allow signs to progress prior to

surgical intervention?

Dr. Hester:

It is my feeling that immediate treatment

should be instituted when a myelographic block

is demonstrated. Now, I did not say laminectomy,

but immediate treatment. I think that if you know
it is a lymphoma or a similarly radiosensitive tu-

mor and the neurological progression up to that

point has been slow, then immediate treatment

with radiation or chemotherapy or both is a satis-

factory way to proceed. But any delay in starting

treatment will probably cause you to regret it.

I think that anytime there is a complete myelo-

graphic block some form of treatment should be

instituted immediately unless the general medical

condition of the patient is very poor and the deci-

sion is made not to treat at all. r
REFERENCES

1. Long, DM: Spinal cord compression secondary to neoplasms.
Minn Med 51:1239, 1968.

2. Walker, MD: Brain and peripheral nervous system tiunors,

in Cancer Medicine, Philadelphia, Lea and Febiger, 1973, p 1385.

3. Posner, JB: Neurological complications of systemic cancer.

Med Clin North Am 55:625, 1971.

4. White, WA, Patterson, RH, et al: Role of surgery in the

treatment of spinal cord compression by metastatic neoplasm.
Cancer 27:558, 1971.

5. Mullins, MD, Flynn, JPG, et al: Malignant lymphoma of

the spinal epidural space. Ann Intern Med 74:416, 1971.

6. Friedman, M, Kim, TH, et al: Spinal cord compression in

malignant lymphoma. Cancer 37 : 1485, 1976.

“Yes, I do feel a bypass is in
order. Bypass the refrigerator,

bypass the cupboard, bypass
the pizza parlor,”
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jtna CKG of the month

W. BARTON CAMPBELL, M.D., Co-Director

A 34-year-old woman was seen for severe burning
substernal pain which was unrelated to exertion. She
had the pain intermittently for the preceding two to

three years. Recently she had noted frequent palpitations.

On clinical examination blood pressure was 122/80. She
was noted to be an anxious white woman. On asculta-

tion the first sound was followed by a systolic click.

A Grade II short harsh systolic murmur immediately
followed the click. With standing, the click moved
closer to the first heart sound and the murmur became
somewhat softer. With squatting the click moved into

a later portion of systole and murmur became shorter

but slightly louder. An electrocardiogram was obtained
(Figure).

seen in the precordial leads Vi through Ve. Note

the considerable variation in the R-R interval.

The rate is slow at 40 to 50 per minute. Pre-

mature ventricular contractions are present. On
occassion (standard lead I, standard lead III)

these are interpolated. The QRS axis is leftward

with more R wave in AVL than in lead I. There

is also more prominent S wave than R wave in II.

This finding displays counterclockwise rotation of

the QRS forces with a mean axis leftward of 30°

and is diagnostic of anterior hemiblock.^ There

Discussion

The electrocardiogram shows periods of sinus

bradycardia and sinus arrhythmia. This is best

From the Department of Cardiology, Saint Thomas
Hospital, Box 380, Nashville, TN 37202.

is poor R wave progression in Vi through V4 .

The T waves are inverted in V5, Ve, standard

leads II, III and AVF. An echocardiogram

showed prolapsing mitral valve.

Continued on page 576
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imA hypcften/ioh review/

Cushing's Syndrome

JOHN W. HOLLIFIELD, M.D.

The finding of centripetal obesity, hirsutism,

diabetes, weakness and protein wasting in a hy-

pertensive patient suggests the presence of exces-

sive production or use of the adrenocortical hor-

mone, cortisol. This constellation of symptoms is

called Cushing’s syndrome. Cortisol production

by the adrenal glands is normally stimulated by

adrenocorticotropic hormone (ACTH) produced

by the pituitary gland. A negative feedback sys-

tem exists between plasma levels of cortisol and

ACTH such that falling levels of plasma cortisol

result in the release of ACTH from the pituitary

causing a stimulation of cortisol production by

the adrenal. As the level of cortisol rises the re-

lease of ACTH from the pituitary is diminished.

ACTH release and hence, plasma cortisol levels,

are highest in the early morning hours (4 am to

10 am) and the lowest at night (8 pm to 12 mid-

night). This diurnal rhythm in cortisol secretion

is characteristic of the normal state but is not seen

in patients with Cushing’s syndrome.

Cushing’s syndrome may be caused by primary

adrenal disease, such as a tumor (either adenoma

or carcinoma), or may be secondary to over-

production of ACTH by either the pituitary gland

(called Cushing’s disease) or by the production of

ACTH-like polypeptides by nonendocrine tumors

such as carcinoma of the lung. In both instances,

it is the production of excessive cortisol by the

adrenal which results in Cushing’s syndrome.

The diagnosis of Cushing’s syndrome, once

suspected on clinical grounds, may be confirmed

by demonstrating elevated urinary 17-OH corti-

coids or free cortisol and serum cortisol and al-

terations in the normal physiology of the adrenal-

pituitary axis. Of particular diagnostic aid is the

From the Hypertension Center, Vanderbilt University

Hospital, Nashville, TN 37232.
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demonstration that the normal diurnal variation

in plasma cortisol is absent. The administration

of a synthetic cortisol-like hormone, dexametha-

sone, will suppress pituitary ACTH in normal

subjects and result in a decreased excretion of

urinary and plasma hormones. However, in pa-

tients with Cushing’s syndrome there is no de-

crease in these measurements. A simple screening

test to separate patients who are normal from

those with Cushing’s syndrome involves the ad-

ministration of dexamethasone 1.0 mg at mid-

night followed by collection of a serum cortisol

at 8 o’clock the next morning. Patients with Cush-

ing’s syndrome fail to suppress their plasma corti-

sols to less than 7/ig%. A certain percentage of

normal patients will also fail to suppress with

this test.

In order to confirm the presence of Cushing’s

syndrome a formal suppression test using 0.5 mg
dexamethasone by mouth every six hours for 48

hours should be performed. Patients with normal

adrenal function will show a fall in urinary 17-

OH CS to less than 3.5 mg/24 hr while patients

with Cushing’s syndrome will show no significant

suppression of urinary steroid excretion. Separa-

tion of patients with primary adrenal origin Cush-

ing’s syndrome or ectopic ACTH syndrome from

those with Cushing’s disease (pituitary origin) is

accomplished by administration of larger doses of

dexamethasone (2 mg by mouth every six hours

for 48 hours). Patients with adrenal tumors will

fail to suppress their cortisol excretion even on

this high dose but patients with Cushing’s disease

will suppress their basal cortisol production by at

least 50%.

Another helpful test to differentiate the various

types of Cushing’s syndrome is the ACTH stimu-

lation test which involves administration of 40

to 50 units over eight hours. Normal subjects’
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adrenals will double their excretion of urinary

hormones while patients with Cushing’s disease

due to ACTH excess will at least triple their

levels of urinary hormone excretion and exhibit

prolonged excess excretion for two to three days

following ACTH stimulation. Patients with ad-

renal carcinoma will be unresponsive to ACTH
stimulation and only half of the patients with

adrenal adenomas will respond to ACTH admin-

istration.

Metyrapone, an inhibitor of adrenal 11/?-

hydroxylation may also be used to help differen-

tiate patients with primary adrenal Cushing’s syn-

drome from those with ACTH overproduction.

Patients with pituitary ACTH excess respond to

metyrapone by increasing their excretion of uri-

nary 17-OH corticosteroids while patients with

adrenal tumors (both adenoma and carcinoma)

have either no response or a slight fall in urinary

steroid excretion.

The principles of treating pituitary ACTH ex-

cess as a cause of Cushing’s syndrome include

(1) removal of pituitary tumor if present, (2)

prevention of permanent hormonal deficiency

state, (3) avoidance of therapeutic complications,

and (4) treatment of existing complications.

The presence of pituitary tumors in patients

with pituitary origin Cushing’s syndrome or with

Cushing’s disease is rather low, being between

4% and 15% of patients who present with this

disorder. However, if enlargement of the sella

tursica is present, patients should be subjected to

removal of that tumor, so that its subsequent

growth does not impinge upon vital structures

surrounding the sella tursica. For the majority of

patients there is no gross evidence of pituitary

tumor, although many are thought to have micro-

adenomata which can sometimes be recognized

by high resolution polytomography of the sella.

In the past a large percentage of patients with

pituitary origin Cushing’s syndrome have been

subjected to bilateral adrenalectomy for their

condition. It has been adequately demonstrated

that unilateral adrenalectomy or one and one

half adrenalectomy represents inadequate therapy

for this condition because even if there is initial

beneficial response with normalization of serum

or urinary cortisol levels, the disease will recur

with time because of the ability of excess ACTH
production to stimulate the remaining adrenal tis-

sue to produce large amounts of cortisol. For

that reason these two techniques have been dis-

carded and bilateral adrenalectomy has been a

standard mode of therapy for the last decade and

a half.

This method of therapy for Cushing’s disease

does not satisfy a major principle of our thera-

peutic program. If bilateral adrenalectomy is per-

formed it results in cure in virtually every pa-

tient upon whom it is performed; however, it

leaves the patient also with a permanent hor-

monal deficiency state and a lifelong dependency

upon glucocorticoid replacement therapy. In addi-

tion it deprives the body of aldosterone, the ma-

jor salt-retaining hormone of man, and of ad-

renal medullary catecholamines. For this reason

the initial treatment of Cushing’s disease with

bilateral adrenalectomy is not felt to be the most

appropriate mode of therapy. Treatment of this

disorder can best be accomplished either by

transsphenoidal hypophysectomy with removal

of microadenomata or through heavy particle ir-

radiation (proton beam). This technique, per-

formed only in Boston, Mass, and Berkeley, Cal.,

represents an acceptable cure rate for patients

with pituitary origin Cushing’s syndrome. Compli-

cations are relatively low, and a large percentage

of patients have been shown to respond favorably

to these techniques.

Conventional radiation for adults with Cush-

ing’s disease does not represent a reasonable

form of therapy since the cure rate from this

form of treatment is rather low. However, treat-

ment with conventional radiation is an effective

method of treating patients with childhood Cush-

ing’s syndrome.

For those patients who have partially treated

Cushing’s syndrome or those who represent par-

ticular operative risks, medical therapy with an

adrenolytic agent (OP’DDD, an insecticide which

destroys functioning adrenal tissue) may be insti-

tuted. Favorable responses to OP’DDD adminis-

tration demonstrating significant falls in serum

cortisol can be observed within three to four

months following initiation of therapy with 2 to 5

gm daily. Adrenal enzyme inhibitors (metyrapone,

aminoglutethimide, trilostane) are experimental

modes of controlling cortisol excess on a tempo-

rary or palliative basis.

Treatment of existing complications of Cush-

ing’s disease, including renal calculi, hypertension,

and diabetes mellitus, is often necessary prior

to definitive treatment of the Cushing’s disease

and often represents the most difficult challenge

in the management of the patient with Cushing’s

disease. r ^
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TmA topic/ in Audcof medkine
ond ullro/ound

Lacrimal Gland Scan

ROBERT L. BELL, M.D., and ROBERT R. HENDERSON, M.D.

This 20-year-old female had a six-month histo-

ry of tearing, and a firm, painful 2 cm mass

below the inner canthus of the right eye. This

was treated by antibiotics but did not regress.

The inferior punctum could not be probed and

palpation gave no reflux. A radionuclide scan

was performed by installing 1 drop of technetium

(100 microcuries) in saline into each eye and

photographing the passage of isotope into the

lacrimal apparatus and then into the nose. The

figure shows the passage after 20 minutes. The
right eye (R) shows no passage beyond the

lacrimal gland, while the left eye (L) shows

passage into the nasopharyngeal region.

Surgery was performed and tannish chronic

inflammatory material, which distended and oc-

cluded the lacrimal sac, was removed. A six-

week follow-up showed normal drainage of tears

from the right eye.

The lacrimal gland scan has the unique capa-

bility of allowing nontraumatic assessment of

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, TN 37203.

EKG of the Month . . .

Continued from page 573

Cardiac catheterization disclosed normal coro-

nary vasculature and a vigorously contractile left

ventricle with prolapse of the posterior leaflet of

the mitral valve. Right heart pressures and car-

diac output were normal. The patient has been

treated with Inderal, potassium, quinidine or digi-

talis intermittently over the past three years and

has continued to have frequent premature ven-

tricular contractions. This constellation of ascul-

tatory findings with the electrocardiogram and

echocardiogram represent the syndrome of pro-
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the patency of the lacrimal duct. The assessment

is relatively physiological, and leads to a radi-

ation dose that is only 2% of that which would

be received by a normal radiograph. Often this

assessment will help the opthalmologist decide

whether both eyes are involved in a process that

blocks normal drainage of tears (i.e., Sjogren’s

disease, reaction to drug therapy, etc.), whether

the block is in the nasolacrimal duct, and may
help the opthalmologist determine the type of

surgery needed. r ^

lapse of the mitral valve as described by Barlow.^

Final EKG diagnosis: Sinus arrhythmia, sinus

bradycardia, left axis deviation secondary to an-

terior hemiblock, frequent premature ventricular

contractions, nonspecific T wave changes, r ^
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Laboratory Investigation of Hemolytic Anemias

Part I

C. SOTELO-AVILA, M.D., and W.M. GOOCH, III, M.D.

Laboratory investigation of patients with hemo-

lytic anemia (HA) requires adequate use and

interpretation of laboratory examinations. Specific

tests are often dictated by the results of exami-

nation of the patient’s peripheral blood smear

making, at such times, adherence to formal

scheme of associated laboratory examination

such as that cited below unnecessary. The es-

sential feature to be understood in HA is short-

ened red cell survival, and the diagnosis of HA
comprises, (1) recognition of enemia (if present)

and increased hemolysis and, (2) the identifica-

tion of the general and specific mechanisms of

hemolysis. We recommend the following scheme

of investigation, which covers the most important

and practical tests, and to a certain extent, the

sequence in which they should be ordered.

Recognition of Anemia

Complete hematologic examination should in-

clude the following:

1 . Hematocrit, hemoglobin determination and red

blood cell count for indices. Normocytic or

macrocytic normochromic anemia is commonly

present.

2. Peripheral blood smear. A careful and syste-

matic examination of the peripheral blood

smear is indicated; it often suggests the hemo-

lytic mechanism involved, e.g., spherocytes, el-

liptocytes and target cells strongly suggest

hereditary spherocytosis, hereditary elliptocy-

tosis and hemoglobinopathies, respectively.

From the Departments of Pathology and Pediatrics,

University of Tennessee Center for the Health Sciences

of Memphis and Le Bonheur Children’s Hospital, Mem-
phis, TN 38103.

Schistocytes (“burr,” helmet and triangular

cells), irregular contracted cells and sphero-

cytes are a constant feature in active intra-

vascular hemolysis. Basophilic stippling sug-

gests lead intoxication or thalassemia. Poly-

chromatophilia, leukocytosis, and thrombo-

cytosis are also frequently observed in HA.

3.

Reticulocyte count (RC). This study is used

in an assessment of marrow activity (effective

erythropoiesis) . In general, the more severe

the anemia, the higher the RC. In the absence

of acute blood loss or specific therapy for

megaloblastic or iron deficiency anemia, mod-
erate to marked reticulocytosis suggests HA.
The RC must be related to the degree of

anemia; it is expressed in absolute numbers

(reticulocytes/cu mm) or in corrected percent

by multiplying the observed percent by the

ratio between the patient’s hematocrit and the

normal hematocrit (corrected reticulocyte

count, CRC).

Patient’s hematocrit (18%)
CRC = RC (10%) r= 4%

Normal hematocrit (45%)

Recognition of Hemolysis

(Increased Hemoglobin Catabolism)

Laboratory findings depend on the site, amount,

and rate of blood destruction. If massive intra-

vascular hemolysis occurs, hemoglobinemia with

hemoglobinuria, methemalbunemia, and hemo-

siderinuria will be identified. In extravascular

hemolysis, products of heme catabolism will be

increased, i.e., bilirubin and fecal and urinary

urobilinogen.

1. Hemoglobin binding capacity of haptoglobin.
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Free hemoglobin (Hb) in the plasma is bound
to haptoglobin (Hp). This Hb-Hp complex

is removed from the circulation and catab-

olized by the reticuloendothelial system.

Haptoglobin levels quickly fall in intravascular

hemolysis; however, normal plasma Hp does

not exclude hemolysis.

2. Plasma hemoglobin. Plasma hemoglobin con-

centration increases until after the Hb binding

capacity of Hp is exceeded. Thereafter, levels

decrease rapidly due to renal excretion and

degradation into heme and globin. The pres-

ence of Hb in the plasma is a reliable sign

of intravascular hemolysis.

3. Urinary hemosiderin. Part of the Hb is broken

down in the renal tubular epithelium and iron

is eliminated as hemosiderin. Hemosiderinuria

is a reliable sign of clinically important chronic

intravascular hemolysis.

4. Serum bilirubin. Serum bilirubin is slightly

elevated, usually between 1 and 3 mg/dl, and

consists primarily of the unconjugated fraction.

Sometimes the level is normal despite marked
hemolysis.

5. Fecal and urinary urobilinogen. In the absence

of liver disease or antibiotic therapy, fecal

urobilinogen is a reliable indicator of hemo-
globin catabolism; consequently, increased

amounts of this bile-derived fecal pigment are

found in patients with HA. Urinary urobilin-

ogen may or may not be increased.

Further Studies

1. Red blood cell survival studies. Differentiation

between corpuscular and extracorpuscular HA
is best demonstrated by red cell survival

studies. Estimation of the life span of red

cells in vivo is useful in patients with mild

hemolysis or HA of obscure etiology.

2. Bone marrow aspiration and biopsy. Erythroid

hyperplasia is often observed in HA. Rarely

aplastic crisis occurs; the reason for marrow
failure is not known.

Identification of the General Mechanism
of Hemolysis

Having determined the fact that hemolysis is

present, additional investigation is required to

identify the general mechanism of hemolysis in-

volved. The immune nature of a HA is usually

established by the antiglobulin (Coombs) test.

1. Positive Direct Coombs (DC). This test detects
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red cell bound antibodies. A positive DC
strongly suggests heteroimmune, isoimmune,

or autoimmune hemolytic anemia (AIHA);
however, a positive DC does not necessarily

mean immunologic HA. Likewise, a negative

DC does not exclude the diagnosis, but it

strongly militates against it. In some patients

with negative DC the immune nature of the

hemolytic disorder can be inferred from the

therapeutic response to steroids.

a. Cold agglutinins (CA). These low titer and

almost universal IgM antibodies have a

temperature of reaction ranging from 0 to

20 C and have no pathologic significance.

Occasionally, CA have a broader range

—

up to 37 C. CA are responsible for chronic

cold agglutinin disease and acute transient

HA after mycoplasma or viral infection.

CA have blood group specificity usually

for the I-i system, and anti-I is the most

common antibody detected. Approximately

one third of patients with infectious mono-
nucleosis develop anti-i antibodies.

b. Donath-Landsteiner (D-L) test for Paroxys-

mal Cold Hemoglobinuria Syndrome. The

D-L antibody is an IgG bithermal auto-

hemolysin with anti-P specificity. It binds

to red cells only at low temperatures (be-

low 15 C) and fixes complement. Hemol-

ysis occurs when the blood is subsequently

warmed (complement activation), hence

the term bithermal antibody. The syn-

drome is observed in congenital or late

syphilis and acute viral infections; rarely,

it is idiopathic.

c. Antibody Identification. Specificity of the

antibody (isoantibody or autoantibody),

whether bound to red cells or free, can be

determined by different laboratory tech-

niques including enzyme treatment of red

cells, elution, cell panel agglutination and

typing and genotyping the patient’s red

cells.

2. Negative Direct Coombs. With a negative DC,
further laboratory determinations will be di-

rected towards the characterization of the

specific hemolytic mechanism already sug-

gested by the laboratory determinations out-

lined above. Negative DC is consistently found

in corpuscular hemolytic anemias. r ^

Part II will appear in the September issue of the

Journal.
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HIM CAT/con of the month

STEPHEN L. GAMMILL, M.D.

The patient is a 55-year-old white female with

gastrointestinal bleeding. On barium enema

examination a colonic polyp was discovered in

addition to an unsuspected mass in the left upper

quadrant.

Please examine the three scans below and pick

the best diagnosis. (The scans are oriented as

though you are looking from the patient’s feet

toward her head, i.e., her left is on your right.)

1. Tumor of left lobe of the liver

2. Retroperitoneal tumor

3. Splenomegaly

4. Carcinoma of tail of pancreas

Discussion

In Figure 1, you can identify the pancreas as

a straightened comma in the middle of the scan.

Adjacent and posterior to the tail of the pan-

creas lies a mass that is radiolucent. Because the

mass is less opaque than the pancreas, you may
exclude pancreatic carcinoma.

GE - CT.'

' ChIIOmL
Tut hQT-'

Fig. 1

In Figure 2, a normal spleen may be seen

lying against the lateral abdominal wall. The
splenic artery is readily visible entering the hilum

From the Baptist Memorial Hospital, Memphis, TN
38146.

Fig. 2

and crossing the stomach medially. The stomach

is mottled in appearance because it is filled with

food and air. You can identify some bowel con-

taining residual barium anterior and medial to

the spleen. Other structures that you may rec-

ognize are the aorta adjacent and anterior to

the spinal vertebral body, the inferior vena cava

lateral to the aorta, the hepatic artery (the tor-

tuous vessel anterior to the aorta) and the liver

filling the right upper quadrant. Since the mass

is not attached to the liver, the diagnosis of

liver tumor may be eliminated.

In Figure 3, a scan cut 1.5 cm caudal to Figure

2, note that the mass extends to the level of

the kidney and has displaced it anterolaterally.

The renal arteries and/or veins are readily identi-

fiable as they emanate from the renal hila. The

mass measured minus 6 Hounsfield units, which is

in the density range of fat. The preoperative

diagnosis was lipomatous retroperitoneal tumor,

probably liposarcoma. Left renal and cehac

arteriograms were performed and the findings

were consistent with a nonspecific mass either

adrenal or periadrenal in location that extended

to the diaphragm. At operation a large retro-

peritoneal lipomatous tumor was removed from

the left upper quadrant. It was periadrenal and

extended to the diaphragm. Pathologic diagnosis
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Fig. 3

was cellular lipoma. Incidentally, on review of

plain abdominal films, we could detect no radio-

lucencies in the mass as one might expect to see

in a lipoma. Apparently, resolution was not good

enough to observe this finding.

As is apparent from these scans, computerized

tomography of the body is opening new vistas in

the diagnosis of abdominal lesions. When one

considers that computerized tomograms of the

body have been generally available for less than

two years, and the quality of anatomical detail that

can be demonstrated at present, future possi-

bilities for diagnostic accuracy of abdominal dis-

eases seems almost limitless. The future of diag-

nostic radiology certainly seems closely tied to

the development of computerized tomography.

For the moment at least, it seems that CAT
scanning of the abdomen will serve as a refined

tool to add to the armamentarium of the diag-

nostic radiologist rather than a tool to replace

existing diagnostic modalities such as excretory

urography, gastrointestinal studies with barium,

oral cholecystography, and arteriography. As
computerized tomography becomes more sophisti-

cated, however, it will probably replace some of

the existing diagnostic procedures.

ANSWER: Retroperitoneal tumor

After specializing in the treatment of alcoholism

and drug addiction for 17 years, we found . . .

through
Caring
and
sharing

i£

Willing
there's

,

a way.'

BOX 508 STATESBORO, GA 30458 (912) 764-6236

Accredited by the Joint Commission on Accreditation of Hospitals
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Health-Related Bills Enacted in the

First Session of the 90th General Assembly

Several measures were enacted by the first

session of the 90th General Assembly that will

have an effect on health care delivery in Ten-

nessee. Several bills refer specifically to programs

of the Department of Public Health. The follow-

ing summaries describe major health-related bills

enacted this session:

SB 208—HB 211 (Public Chapter 326) spon-

sored by Sen. Anna Bell Clement O’Brien and

Rep. Mike Murphy, expands the scope of the

state’s newborn care program. Health profes-

sionals and concerned citizens are convinced that

high risk infants need care extending throughout

the pregnancy, delivery, and newborn periods;

therefore, this bill provides for a program of

perinatal care. Several sophisticated care centers

have been established in the state, and a system

of referral to the appropriate care level is planned.

An appropriation of $500,000 is included for

expansion of the program. The cooperation and

participation of Tennessee’s physicians has con-

tributed significantly to the development of new-

born care, and will be necessary for the further

development of the perinatal program.

SB 162—HB 245 (Public Chapter 128) spon-

sored by Sen. Gabe Talarico and Rep. Tommy
Burnett, is the Vital Records Act of 1977. This

bill is the first effort at modernizing Tennessee’s

laws dealing with vital records in more than 30

years. The administration of birth, death, mar-

riage, and divorce records is important to all

citizens, and this bill updates and clarifies pro-

cedures for issuing, recording, and storing these

documents. The Office of Vital Records in the

Department of Public Health has more than

8 million records on file and handles more than

200,000 new certifications each year. The various

revisions in the 1977 bill are detailed and ad-

ministrative in nature, but the changes are ex-

pected to enhance the integrity and efficiency of

Tennessee’s Vital Records System.

SB 205—HB 212 (Public Chapter 21) spon-

sored by Sen. O’Brien and Rep. Burnett, provides

for authorization for the Department of Public

Health to establish regulations for telecommuni-

cations in emergency medical services. The pur-

pose of this bill is to assure a compatible and

efficient system of communications among emer-

gency medical personnel and hospitals so that

accident victims and other emergency cases re-

ceive the best possible care promptly. The De-
partment will be able to coordinate the purchase

of compatible radio equipment and assign ap-

propriate frequencies for communication.

HR 24 calls for a study by the House General

Welfare Committee of a variety of health care

issues including (1) various levels of nursing

care in institutional settings, (2) the placement

of mentally retarded patients in intermediate care

facilities, (3) the utilization of the state’s chest

disease hospitals. The report of this study is ex-

pected before the second session of the General

Assembly convenes early next year.

A related project, the Special Advisory Task

Force on Medicaid established at Speaker Mc-
Wherter’s direction, will examine many phases

of nursing home care, administration, and fi-

nancing as well as other aspects of Tennessee’s

Medicaid program, during the next few months.

These are complicated and critical issues that

will require the best efforts of all branches of

government, health care providers, and the public

to arrive at realistic policy recommendations.

SB 57—HB 78 (Public Chapter 66) sponsored

by Sen. Ernest Crouch and Rep. Pam Gaia, pro-

vides for the substitution of generic equivalents

for certain drugs if the prescribing physician ap-

proves. This is designed as a cost-reduction effort

for the consumer, and took effect June 1, 1977.

Also important to all departments of state

government and the citizens to whom they relate

is the principle of “sunset” legislation. The Ten-

nessee version of this concept is found in SB
Continued on page 583
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Let Me Climb Down,

But Don't Push Me Off....

KENNETH YEARWOOD, M.D.

When I first began working at the Center as a

staff physician, there were several changes which

had already taken place, the significance of which

I had not been told. I did not realize that the

name of the facility had been changed from a

“.
. . Hospital and School” to a “.

. . Develop-

mental Center,” in keeping with the new ap-

proach to the management of mental retardation.

Nor did I realize that all these years I had been

working in a traditional “Medical Model” and

now had placed myself in a “Developmental

Model.” I felt better when I realized that I had

been assigned to work in some units that were

still supervised by the nursing service. However,

a couple of years would see more changes and

these too would follow the developmental model.

Within a few months I was placed in a group

with other staff members destined to study a new

system called “Goal Planning” where I began to

learn what it meant to be part of an interdisci-

plinary team. This seemed hke a good idea at

the time. After all, my pediatric training had

taught me to look not just at the acute illness

but at the total person, including his emotional

factors, potential growth and development, and

even the family and home environment. My train-

ing had also taught me that the good doctor

should manage and coordinate the efforts of the

various people who become involved in the case.

Here it was the same, but yet it was different.

We were trying to coordinate our efforts, but a

physician was not numbered among the team

leaders selected. Some three years have passed

now and the interdisciplinary team concept has

not collapsed yet. There still have been no doc-

tors to serve as team leaders either.

What is the role of the physician in this new

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville.
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world where he works? Has he found his proper

place? At times I doubt it. At times I see others

trying not only to tell him what his place is,

but trying to “put him in his place” as well.

It was not too disruptive when our established

tickler file that told us when to do our annual

physical exams fell to a team decision that every

discipline must do its annual evaluation to co-

incide with the resident’s staffing date, but as

old team leaders went and new team organization

concepts came, some annual exams were done

twice, while others were missed.

It was disconcerting when a fellow team

member began to call a physician 30 years his

senior by his last name only, having lost the

respect that the title of “doctor” seems to have

once had. And, oh the embarrassment of having

our tardiness to the team meeting denounced

with a flourish of fanfare as though the winning

score had just been made at the homecoming

game. If only we could explain that we had been

in the emergency room suturing a resident. On
one occasion we had to fight to keep our medical

clinic from being replaced by a team member’s

new secretary. Where was our salvation? At last

it came! 'The I.C.F.—M.R. standards required

not the team leader, but the physician to certify

the necessity for continued treatment of the resi-

dents, and thus all of our jobs are justified. And
there was the young Behavior 'Therapist with a

degree so new that he still had the box it came

in. When the resident became aggressive, he ran

for the closet and an aide called the doctor for

a shot of Tliorazine. Thank goodness for paper-

work and temper tantrums!

These admittedly infrequent encounters dem-

onstrate attitudes held by some of our co-workers

which was illustrated by a cartoon I saw in a

goal planning book showing the bewildered phy-

sician standing beside his vacated pedestal of
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honor, looking up at his somewhat tarnished

and crooked halo.

It is true that the formal training of most

physicians presently working in the developmental

centers preceded the concepts presently being

used by the younger members of the other pro-

fessions which now control the field of develop-

mental disabilities. While some physicians would

want to totally control the residents’ management,

others would be content to sit in their office and

let the residents be brought to them for their

runny noses and general checkups. These phy-

sicians have helped create the “Tarnished-Halo”

syndrome.

The proper place for the physician should be

up at the conference table and down at the

resident’s side along with his fellow team mem-

Public Health . . .

Continued from page 581

1085—HB 937 (Public Chapter 452).

This bill calls for the termination of most

agencies of state government on a staggered

basis, beginning with 1980. The speakers of each

house are directed by the bill to appoint ap-

propriate committees to conduct reviews and

work with the necessary subcommittees to assist

in evaluation of the agencies, boards, and com-

missions. The objectives of the evaluation include

(1) determination of quality of programs and

success in implementing legislative mandates,

(2) continuation of successful and eflScient

entities and modification of entities to give more

effective service to the public, (3) elimination

of inactive entities, (4) elimination of duplicate

entities, (5) elimination of ineffective, undesir-

able entities. Other factors to be considered in-

bers. He should be able not only to treat the

medical problems, but to have a genuine interest

in the resident as a total individual. A total ac-

ceptance of the physician by the rest of the team

as well as an acceptance by the physician of the

team concept is essential, whether it is trying to

control seizures so that the resident can stay in

the school program or consulting with psychol-

ogy and recreation services to discuss potential

benefits to decide if an orthopedic procedure

should be done.

Certainly if allowed to do so, and perhaps

with a little help, we can adequately define our

proper position and function well in it. In the

meantime, “Let me climb down, but don’t push

me off . . . for when I have fallen, I might not

be able to stand up again.” r ^

elude extent to which regulatory entities permit

qualified applicants to serve the public, com-
pliance with affirmative action requirements,

public participation in rule-making, and the

extent to which regulation increases costs of

goods or services.

Also of interest is SB 382—HB 300 (Public

Chapter 114), sponsored by Sen. Ed Blank and

Reps. John Bragg and Mike Murphy. This bill

provides that a child under four years of age

shall be protected by a safety restraint device

or held in the arms of an older person when
riding in a motor vehicle, with the exception of

recreational vehicles. Proponents of this bill are

hopeful that its observance will reduce the num-
ber fatalities related to traffic accidents among
young children in Tennessee. r fP
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nurses provide 24-hour
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Aging: A Challenge to Medicine

ROBERT N. BUTLER, M.D.

The health care system and other vital Ameri-

can institutions were not prepared for the demo-

graphic revolution of the 20th century that saw

the population of older Americans grow seven-

fold while the general population only tripled.

This human triumph of increased life expec-

tancy is clouded by the situation created because

the nation was not prepared for a “sudden” in-

crease of citizens 65 and older—from 3 million

in 1900 to 23 million today.

The major task before the nation is to adapt

its social institutions to the needs of older people

while, at the same time, it meets the needs of

the younger population.

The prospect of the older population growing

to 30 million by the year 2000 poses an espe-

cially serious challenge to the health care pro-

fession—from the “pure” research scientist in

the laboratory to the practitioner in his consulting

room.

The profession is ill-prepared to meet that

challenge, as indicated by a lack of training in

geriatric medicine—not even fundamental edu-

cation in this field is offered by American schools

of medicine.

A survey of 99 medical schools in 1970, for

example, found that 50 made no mention of

geriatrics in their offerings. And, of the nation’s

114 medical schools, only 32 offer electives in

the subject.

Until January of this year the nation in which

one out of every ten citizens is 65 years of age

and older had not a single endowed chair in

geriatric medicine. Today, there is one—the

Irving Sherwood Wright Professorship in Geri-

atrics at the New York Hospital-Cornell Medical

Center in New York City.

Let us hope that establishment of that chair,

by a $1 million endowment from the Gladys

and Roland Harriman Foundation, signals a new

From the National Institute on Aging, National Insti-

tutes of Health, Bethesda, MD., 20014.

academic emphasis and that the Wright Profes-

sorship is the first in a series of similar teaching

and research positions to provide needed leader-

ship in geriatrics throughout the country.

Medical education today is marked by serious

shortcomings: No medical school requires that

all its students receive part of their training

within nursing homes, long-term care institutions,

or in home-care programs. There are but two
formal medical school training programs in geri-

atric medicine and very few centers in which
any sort of training for research in clinical

gerontology can be obtained. In other words,

medical students get little or no sophisticated

teaching regarding the medical problems of the

elderly. This lack is reinforced by a prejudice

toward the aged often displayed by teaching and
practicing physicians.

The obvious conclusion is that the medical

profession, as represented by its educational es-

tablishment, is not preparing itself to serve a

rapidly growing population with special needs for

health care that become more pressing every

year.

There are indications that the general public

is moving ahead of the medical profession in

recognition of the special problems of the elderly

and in taking action to solve them. Congress, as

representative of the people, established the

National Institute on Aging (NIA) as the 11th

of the National Institutes of Health after finding

that: “No American institution . . . has under-

taken comprehensive systematic and intensive

studies of the biomedical and behavioral aspects

of aging and the related training of necessary

personnel.”—Research on Aging Act of 1974

(P.L. 93-296)

The Institute, which began operations last year,

sees its main role as correcting this lack by sup-

porting a comprehensive program of research and

training on the variety of factors—biological,

medical, social and behavioral—which contribute
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to the aging process. This research program is

intended to produce the knowledge needed to

prevent, modify or reverse the harmful aspects

of aging and enhance the quality of the later

years.

Institute scientists are working to (1) distin-

guish aging from disease; (2) identify the normal

biological changes that accompany aging; (3)

understand the relationships between the aging

process and the diseases related to advanced age;

(4) determine the psychological and social phe-

nomena that contribute to and accompany

changes with age; and (5) develop the diag-

nostic, treatment and preventive procedures to

apply this knowledge.

Research lies at the heart of solving such

questions because, whether it is called basic or

applied, research is the ultimate service. A com-

prehensive research plan was prepared by the

Institute for the Department of Health, Educa-

tion, and Welfare and presented to Congress, at

its direction, earlier this year. The plan, entitled

Our Future Selves: A Research Plan Toward

Understanding Aging is designed to focus the

resources of the government on all aspects of

aging.

We recognize that research alone cannot ac-

complish the objective of a healthier and stronger

older population, but the plan was offered as a

reasonable and reasoned promise of a major en-

deavor to comprehend the nature of aging and

its associated ills, with the ultimate aspiration of

a more decent and dignified old age.

Far too many people, including professionals,

see old age primarily as a time of chronic illness,

failing mental abilities, dwindling bank accounts

and stagnation. The vision of the plan extends

beyond these concerns to the positive aspects of

aging. Therefore, two basic ideas underlie the

recommendations of the plan:

• Effective programs for the aged—^whether medi-

cal or social, treatment or prevention—must

be based on knowing which changes in the aged

are intrinsic to the aging process and which

are not.

• If we are able to prevent or lessen the impact

of nonintrinsic factors in the decline of the

aged, then we are left with a unique and more

satisfying concept of what aging is or should

be—a natural stage in human development

leading to a gradual and peaceful end.

Through research, and with the support of

medical schools and physicians, knowledge can

be increased and applied to serve the elderly.
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The readiness of the medical community to

join in this effort was indicated by a survey of

practicing physicians, reported in the AMA’s
IMPACT (September 1976), in which 75%
of respondents answered affirmatively to the

question: “Do M.D.s need special training in

geriatrics?” Such training would, for example,

make more physicians aware that in the later

years multiple disorders are present as the body’s

protective mechanisms are compromised. Symp-
toms present differently in the old and the un-

trained clinician often misses the diagnoses:

• An older person with hyperthyroidism may ap-

pear apathetic, not hyperactive.

• Tuberculosis may proceed in silence.

• Appendicitis may occur without the charac-

teristic abdominal tenderness at McBurney’s
point, without fever, and without an elevated

white count.

0 An older person may have a heart attack with-

out chest pain and may instead appear con-

fused, disoriented, and seem like the victim

of a stroke.

In the area of drugs, most practitioners have

at some time been distressed by the adverse and

often paradoxical reactions and interactions that

occur because of multiple drug use by older

people. Even so, the classic Goodman and Gil-

man textbook does not even have the word “age”

in its index. Beleaguered by many other de-

mands, the Food and Drug Administration has

never really concentrated on the special variables

of age, despite our knowledge that with age and

with the severity of disease, the impact and the

acute and long-term toxicity of drugs is altered.

We know far too little about the age- and disease-

related effects of the 1,500 different drugs pre-

scribed each year. For example:

0 The dosage of the anticoagulant warfarin needs

to be lessened when given to a person taking

chloral hydrate.

• There is a greater risk of bleeding when
heparin is administered to women.

• There appears to be a link between reserpine

and breast cancer in women.
0 Diazepam causes excessive drowsiness with age.

Learning more about various medications and

their age-related effects is one type of basic re-

search appropriate for the NIA. We need wise

prescription guidelines in our work with older

people, but first we need the scientific knowledge

to enable us to develop such guidelines.

The special effect of diet on the condition of

the elderly is not well enough understood. Nutri-

tion has been shown to be the only environmental

Continued on page 588

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Tflim /peciol cemmunkotion

The Poisonous Climate of the Times —

Malpractice, Litigation, and a Possible Solution

TTie hardworking reasonably successful doctor

is a prime target for malpractice suits. He works

hard, continues his education, and worries about

his patients. He is particularly concerned about

the bad result. We all have bad results. The
truism aptly states that the doctor who has no

bad results doesn’t have much of a practice.

The bad result surfaces again when the doctor

is served with a subpoena informing him he is

being sued for a half million dollars. The list

of charges may be completely unrelated to the

factual treatment and results. It almost simulates

blackmail, yet it is all very legal.

The anger, frustration, and self-examination is

completed so the doctor says to himself, “If you

can’t stand the heat, get the hell out of the

kitchen.”

Many hours are spent by the doctor in consul-

tation with attorneys, photocopying records, and

discussion with colleagues. He is told by his at-

torney that the plaintiff attorney can present such

a pitiful case to the judge and jury that an award

will be given. The doctor, respecting the knowl-

edge and experience of his attorney, agrees to

settle out of court. This, again, seems to be a

euphemism for blackmail.

Should the case come to court, the plaintiff’s

attorney can find no expert witness locally be-

cause there is no malpractice. The plaintiff at-

torney, under the old saw of “doctors sticking

together,” brings in a hired gun. The experienced

hired gun can sway the jury and an award is

given. This is almost white collar mugging.

The responsibilities of the ethical attorney

come into focus. In the light of the recent in-

crease in malpractice suits against doctors, there

seems to have been renewed interest in the use

of causes for malicious prosecution and for abuse

of process as a defense and deterrent against

bringing of the ill-founded suits.

There seems to be a feeling in certain circles

that many malpractice actions are brought on a

wing and a prayer and, however ill-founded, for

the sole purpose of trying to extort a settlement

or compromise in favor of the plaintiff against

the defendant doctor.

The essential elements of an action for ma-
licious prosecution consist of (1) the institution

of civil proceedings by or at the instance of the

defendant patient; (2) the termination of such

proceedings in plaintiff doctor’s favor; (3) malice

in instituting the proceedings; (4) want of prob-

able cause for the proceedings; and (5) the

suffering of injury or damage as a result of prose-

cution or proceedings. Thus, following these

guidelines, defendant doctors have counterclaims

in malpractice actions against both the plaintiff

patient who is disgruntled with the results of the

procedure or operation as well as counterclaims

against the plantiff’s attorneys. As could be

imagined, such a counterclaim is very useful as

a device to focus in the plaintiff and plaintiff

attorney’s mind the gravity of the claims they

have made against the defendant doctor.

Secondly, if the plaintiff patient and attorney

persist in prosecution of their suit, there is stiff

the very real possibility of the recovery of dam-
ages against both the plaintiff and his attorney

if and when the suit against the doctor is termi-

nated in his favor.

There seems to be some disagreement in the

United States as to what degree of completion

or termination of the patient’s suit is necessary

for cause of action for malicious prosecution.

This is a question which turns on the individual

facts of each case, and which conceivably could

be answered in as many different ways as there

are cases. It should be pointed out that a cause

of action for abuse of process may also be used

as a defense against malpractice actions. Abuse

of process is distinguished from malicious prose-

cution in that even though the institution of the

suit was lawful, with probable cause and without

maliciousness, there is an abuse of the process,
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i.e., the lawsuit, in a manner not contemplated

by law, or to obtain an object which such a

process is not intended by law to effect. For

example, vexing a defendant doctor to such an

extent that settlement, though underserved and

unwarranted, appears to be the path of least

resistance with the least harmful effect.

In addition, it violates an attorney’s code of

ethics in bringing a suit solely for the purpose

of harassing or vexing a defendant. However,

as a practical matter, this is a claim very hard to

sustain since it is a claim and area on which

reasonable minds could differ very radically.

There is no reasonable approach to this. A
doctors’ civil liberties plan might be devised.

Certainly our civil liberties are being encroached

upon, if nothing else. If 500 interested doctors

would donate $200 yearly for membership, a

Special Item . . .

Continued from page 586

factor to increase the life span in animal model

systems. Unfortunately, the nutritional status of

aged persons is often poor. Undernutrition can

be the key to an array of pathologies, such as

intellectual confusion (so-called senility), and

anemia, which could be reversed if adequate nu-

trition were provided. However, what constitutes

“adequate nutrition” for aged persons is not

fully known.

Most information on nutritional needs is based

on research with children and young adults. But,

because of changes in the physiology of the aged.
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doctors’ civil liberties plan would have a nest

egg of $100,000 for the state of Tennessee. Any
malpractice suit involving a member could be

studied by a voluntary committee. If it is in any

way lacking in merit, the doctors’ civil liberties

attorney would countersue both plaintiff and

attorney.

The harassment of these suits check-reins the

experienced doctor’s options for the individual

patient. The time-consuming defense takes the

doctor from his much needed work. Medicine,

in general, gets a black eye from the media under

the assumption of “where there is smoke, there

is fire.” It is about time we cleared the air of

this pollution. nzzip

Joseph G. Burd, M.D.
313 Mid-State Medical Center

Nashville, TN 37203

such information is not likely to be applicable

to the needs of this group. It would be of tre-

mendous benefit to the aged to have valid guide-

lines for their nutritional requirements, including

the need for vitamins, trace elements, fats, carbo-

hydrates, and proteins.

The Institute actively seeks the support of the

medical community and public and private agen-

cies to increase the total resources available to

accomplish its research goals and to bring the

old into the mainstream of American medicine.
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Action or Apathy?
One year from now registered voters all over our nation will be in the

midst of casting their ballots for selected political candidates of 1978.

Tennesseans will have the responsibility of electing a governor, a U. S.

senator, 8 congressmen, a public service commissioner, 16 state senators,

and 99 state representatives.

As a physician or a spouse of a physician, you have the unique oppor-

tunity to join an organization that will be of great benefit to you when it

comes to casting your ballot on election day. That organization is IM-

PACT—Independent Medicine’s Political Action Committee-Tennessee.

impact’s board of directors and staff work diligently to seek out political

candidates, screen announced candidates and, finally, through physician

leaders like yourself in the local community, decide who the best candidate

is to represent you and your patients. IMPACT, duly registered under the

Federal Election Campaign Laws and the State Campaign Financial Dis-

closure Act, contributes money to selected political candidates and their

campaign committees. Also, IMPACT members work with their candidates

to form candidate support committees and help their candidate in any way

possible. IMPACT needs full participation by physicians and their spouses to continue to be a

dominant force in the Tennessee and national political scene. Dues of $25 include membership

in AMPAC—American Medical Political Action Committee. Sustaining membership is available at

$65 with your spouse’s membership available as “Partners in Politics” at $15.

AMPAC statistics for 1976 show Tennessee ranked in the “Top Ten” nationally in selected

categories, including percentage of total AMPAC members in the sustaining membership cate-

gory—an excellent indicator of Tennessee physicians’ awareness of the importance of their contribution.

Tennessee was one of 19 states receiving recognition from AMPAC this year at the AMA Con-

vention in San Francisco for having its entire state medical association leadership sustaining mem-
bers of AMPAC (leadership includes TMA president, president-elect, IMPACT chairman, AMA
delegates, and alternate delegates).

With 1978 on the horizon and already candidates formalizing their campaigns, we as physicians

cannot balk at our responsibility to our state and our patients. We have seen already in some

instances what political action can do when we are on the other end—our apathy is our worst

enemy. If we involve ourselves early, politicians can easily see our willingness to commit our-

selves to selected candidates. Soon candidates will be seeking us out rather than our joining their

camp.

With TMA membership beyond the 4,000 mark it is alarming to note that fewer than 50%
of TMA physician members have joined IMPACT in 1977. Remember that IMPACT was

organized by physicians specifically to carry out those political functions that our association is

not allowed to do. IMPACT is YOUR political arm and voice!

As a past member of the board of directors and chairman of IMPACT, I personally soficit

your support. Join with us to help elect responsible, honorable leadership for our state and

country—leadership that is concerned and aware of Tennessee’s and America’s health needs with

an overall hope for better government.

Sincerely,

PRESIDENT

P.S. On page 607 of this Journal is further information on how you can join IMPACT. How
well Medicine’s voice is heard, depends on how much we support IMPACT.

Uavtd H. T ukniir
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Fidgiting at the Fairmont

I understand San Francisco is a good place

to have a convention, but I can only second a

statement made on the floor of the AMA House

of Delegates, in session in that city, to the effect

that it didn’t make much difference to him where

they met, as he didn’t see much except the inside

of two or three hotels. It was interesting for the

wives, and for the many members and physician
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guests who came for the very fine education

program. For the delegates and those others of

us interested in the political aspects of American

medicine, though, it was the same old sixes and

sevens. Your ability to practice medicine relatively

unhampered is due directly to the fact that some

of your colleagues are willing to become involved

in medical politics, as well as in the broader

aspects of politics.

As usual, the House made some notable pro-

nouncements, failed to speak in some critical

areas, and actually even accomplished a few

things. There was the usual excess verbiage, and

the replowing of sterile ground, but by and

large it seemed a satisfactory meeting.

“The independence and antonomy of the State

Medical Associations is well recognized and

clearly understood by those within the medical

profession,” says the preamble of a report from

the Council on Constitution and Bylaws, “but

occasionally those outside of medicine view the

State Medical Associations as ‘branches’ or

‘chartered chapters’ of the AMA.” The report

affirms for those who do not know it that “par-

ticipation of a State Medical Association in the

House of Delegates is voluntary,” and that ‘the

Constitution, the Bylaws, and the actions of the

Association do not bind a State Medical Associ-

ation or subject it to any obligation it does not

voluntarily assume.”

I mention this because I am not so sure the

first part of the preamble is accurate. I think

there are many physicians who do not under-

stand this, and it is most important.

Representation in the House of Delegates by

specialty societies, and indeed the whole matter

of the relationship of specialty societies and the

AMA, came under scrutiny, and engendered

some of the most heated debate in the entire

session. It is critical for American medicine that

all physicians be properly represented, or the

AMA loses any semblance of a united voice,

which is becoming more and more necessary

even as it becomes increasingly difficult to

achieve. Each specialty has its own particular

problems, and some of the specialty societies, par-

ticularly the American Association of Family

Practice, the American Society of Internal Medi-

cine, and the American College of Surgeons, have

nearly as many members as the AMA. But it

becomes increasingly apparent that if medicine is

to survive the onslaught of government, labor,

and now even industry, there must be a voice
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of American medicine generally, a voice which

only the AMA can provide.

For this reason the AMA House of Delegates

and Board of Trustees see adequate specialty

representation as vital. This representation has

up to the present been accomplished through

specialty sections, each of which has had a seat

in the House. The sections have representatives

from the various specialty societies. A proposal

by the Board would have given direct represen-

tation in the House of most specialty societies,

which would have had the effect of abolishing

the specialty sections. Some of the smaller so-

cieties saw themselves being disfranchised, and

the specialties saw their input into the scientific

programs and scientific exhibits terminated or at

least severely curtailed, and so the House sent

the proposal back to the Board and the Council

on Long Range Planning and Development

(where the recommendations originated) with

the recommendation that increased specialty

representation be accomplished without dis-

mantling the present structure. But most im-

portantly, the House unanimously approved the

concept of increased specialty representation as

a mode of strengthening the Association.

In pursuit of its goal to be truly representative

of the nation’s doctors, the AMA continues to

broaden its base, as evidenced not only by the

effort to increase representation by the specialty

societies, but by increased academic, resident,

and student activity. The newly constituted Sec-

tion on Medical Schools elected and seated its

first delegate, representing the administrations of

more than 80 medical schools. The Intern and

Resident Section came very close to electing their

candidate, a very able resident in plastic surgery

and the holder of a law degree, to the Board

of Trustees. Both the Intern and Resident Sec-

tion and the Student Business Session were well

represented, not by the shouting long-haired, jean-

clad element which a few years back threatened

to disrupt the House sessions, but by a group

dedicated to earning their right to be heard by

serious efforts to work together with their elders

toward the improvement of the medical climate

for the betterment of all our patients.

There has been concern over the past few

years about the diminishing numbers of attendees

at the scientific sessions (though there was a

marked increase at this meeting—but San Fran-

cisco is not St. Louis). Those members with

official responsibilities have made up the bulk

of those present at recent meetings, and they

have little opportunity for anything else. It was

decided last year to hold the winter meeting

of the House each year in Chicago, followed

by the Annual Scientific Session elsewhere (this

year in Miami). A report on conventions was

adopted in San Francisco which opens the way
for doing away with the scientific portion of the

Annual Meeting, so that if proposed amendments

to the Constitution and Bylaws to that effect are

adopted at the Annual Meeting next year in St.

Louis, as its is presumed they will be, the edu-

cational efforts of the AMA will be concentrated

in the Winter Scientific Session and in the regional

meetings, which have been highly successful.

There was the usual bickering in the House

and its reference committee over National Health

Insurance, and a glut of resolutions flooded the

market, but the final result was a reaffirmation

of support of the AMA’s previously adopted

stand and its comprehensive health care bill,

which has previously been extensively reported

on in these pages and elsewhere.

The matter of cost containment came in for

a close look, with an interim report from the

National Commission on the Cost of Medical

Care, established by the Board in 1975. Its final

report is expected to be completed in January

1978, and will fill three volumes: (1) a historical

overview and the options and recommendations

of the commission and of its task forces on

supply, demand, marketplace and technology;

(2) review of staff written literature; and (3) a

compilation of requested formal papers, number-

ing about 20, which have been or will be pre-

sented before the entire commission.

The topic was also addressed at length in the

opening session of the House by the secretary of

the U.S. Department of Health, Education, and

Welfare, Joseph Califano. It was heralded as a

major policy address, and was delivered before

a packed house, but I found it singularly lacking

in content. There were the usual barbs thrown

at the AMA in general and EVP Jim Sammons
in particular. It was the same old party line

which you can read in almost any newspaper.

It is fully reported in the AM News, and I won’t

belabor the issue except to say that Dr. Sammons
responded with a well-aimed and effective blast

of his own. He, along with outgoing President

Dick Palmer, called for greater unity among the

medical profession in dealing with the incursions

of government and others against our individ-
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iialism. “This house of medicine must not be

divided,” said Sammons, if it is to overcome the

“cancerous, restless, mindless blob of a force”

that is the federal bureaucracy. We are “in a

war,” said President Palmer, “to protect the

overall quality and sufficiency of medical care,”

a war against “the outrageous concept that health

care is a public utility.”

You would be well advised to read the June

27/July 4 issue of the AM News from cover to

cover and to digest it thoroughly. What I can

put in this editorial is only a capsule of impres-

sions of some—not by any means all—of the

things I thought important. A few more brief

items:

The saccharin controversy brought a surprising

amount of conversation, both on the House floor

and in reference committee, leading to the rec-

ommendation that saccharin be put back on the

shelves, as there is no proof, or even any good

evidence, that the amounts of saccharin used as

a food additive produces cancer. “I only hope

my diabetic patients live long enough to get

cancer of the bladder from saccharin,” opined

one delegate, speaking against the ban.

The House stopped short of following the

reference committee’s recommendation that Lae-

trile be declared simply a “substance” and be

sold freely in the marketplace—on grocery

shelves, to anyone who wants it—thereby re-

moving the profit motive, which is primarily

responsible for the present problem. What the

House did was to declare it “a substance with

no proven value as a drug.” Several substitute

resolutions calling for the AMA to adopt various

positions in relationship to the drug were referred

to the Board.

Finally, a report by the Judicial Council on

the matter of terminal illness and the right to

die, referred to it at the 1976 Annual Meeting,

was adopted by the House. In it, the Council

reaffirmed the stand taken previously by the

House (at the 1976 Annual and Clinical Ses-

sions) that a statutory definition of death is both

unnecessary and undesirable, and that its estab-

lishment rest on clinical judgment.

The House previously also took the stand that

“the cessation or the employment of extraordinary

means to prolong the life of the body when

there is irrefutable evidence that biological death

is imminent is the decision of the patient and/or

his immediate family,” with the “availability of

the advice and judgment of the physician.” This
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has been repeatedly reaffirmed, and the report

does so again. But it further addresses the matter

of euthanasia and the handling of terminal ill-

ness, particularly in view of recent decisions in

the New Jersey Supreme Court and the California

State Assembly which indicate that the courts and

legislatures may not be the best places to seek

the answers to such questions.

Because both parties in the Quinlan case (New
Jersey) declined to seek review by the U.S.

Supreme Court, there still is no established na-

tional precedent to provide specific guidelines

or rules concerning the use of emergency life

saving or life prolonging procedures in terminal

cases. The decision to use or not to use them

is one for which the individual physician is likely

to be held responsible, and each case will have

to be decided on its merits (this issue is addressed

by Dr. Kampmeier in our “Mail Box”). The

California Natural Death Act also is of little

help, except to state that it does not “condone,

authorize, or approve mercy killing.” There is

little in the act which is likely to aid the phy-

sician in caring for the individual case.

To offer guidelines for courts and legislatures,

which the Council recognizes it cannot direct,

and which are unilkely to heed its admonitions,

the previously adopted AMA policy is restated,

with the addition of two other statements, form-

ing what is, by action of the House, AMA policy:

(1) The intentional termination of the life of

one human being by another—mercy kill-

ing or euthanasia—is contrary to public

policy, medical tradition, and the most

fundamental measures of human value

and worth.

(2) The cessation of the employment of ex-

traordinary means to prolong the life of

the body when there is irrefutable evidence

that biological death is imminent is the

decision of the patient and/or his im-

mediate family and/or his lawful represen-

tative, acting in the patient’s best interest.

( 3 ) The advice and judgment of the physician

or physicians involved should be readily

available to the patient and/or his im-

mediate family and/or his lawful represen-

tative in all such situations.

(4) No physician, other licensed health care

providers, or hospital should be civilly

or criminally liable for taking any action

pursuant to these guidelines, nor should

there be any criminal or civil penalties
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of any sort imposed for conduct pursuant

to these guidelines.

(5) Except as stated above, all matters not

in the public domain relating to a pa-

tient’s terminal illness are the private

right of the patient and are protected

from public scrutiny by the privacy and

confidentiality of the physician-patient

relationship.

These last two statements, if accepted by the

courts and legislatures in their deliberations,

should allow for unhampered exercise of clinical

judgment on the part of the physician to advise,

and to carry out the wishes of, the patient and

his family, as set forth in the first three state-

ments.

J.B.T.

The Moon on the Door

There have been a few occasions during my
lifetime when I have viewed the outside world

through the moon on the door, but these times

have been mercifully few. It was a cold experi-

ence in winter and a hot and smelly one in

summer. Old Sears Roebuck catalogs served a

dual purpose, though they generally just added

to the discomfort. I have always thought my
colleagues mostly shared my lack of extensive

experience in this area. But sometimes I wonder.

Maybe I expect too much, but I have the

feeling that if some doctors treated their homes
the way they treat doctors’ lounges, or acted at

home as they do in the hospital, they would not

be well received there—if at all.

At the moment one of the urinals in the hos-

pital where I work contains two cigarette butts

(yesterday there was only one). Only the filters

remain, and I am timing it to see how long it

will be before “Housekeeping” removes them.

There is also a strip of plastic there. Not long

ago I watched one of my colleagues casually toss

a wadded paper towel into the commode. I

started to stay something, but thought, what the

hell—I’ll wait and write an editorial. Plastic

coffee cups and empty cold drink cans usually

litter the tables, often on top of or covered by

unbelievably scattered newspaper, even though

trash cans may be only two or three feet away.

Housekeeping has a hard time keeping the carpet

clear of crumbs.

So here’s the editorial. The punch line is: all

of you who were raised in a barn, keep looking

at the world through the moon on the door.

But the Sears pages won’t flush.

J.B.T.

Keep Tennessee Blooming;

Protect Our Children

In the late summer of 1948 an epidemic of

poliomyelitis was raging on the eastern sea-

board, and North Carolina was particularly hard

hit. A family from North Carolina showed up

at the resort where my wife and I were vacation-

ing with our 3-year-old child, and within 24

hours nearly every family with children had

checked out. In 1941, when I was a first year

medical student, an epidemic in Nashville took

the life of one of my fraternity brothers. Almost

everyone in my generation can tell similar stories

of their own.

During my medical student and intern days

there was always a case or two of tetanus around;

every winter brought a few cases of diphtheria.

Measles encephalitis, sometimes resulting in deaf-

ness or worse, was all too common.

Immunization procedures developed in the

forties and early fifties changed all that, and we

have now produced a generation of young par-

ents, not to mention physicians, who are ignorant

of the toll infectious diseases can take. They

know all about what cancer can do, but infectious

diseases are mostly a thing of the past in this

country. Or they have been.

And they still should be; but recently they

have been rearing their ugly heads again. The

reason: ignorance and complacency.

Until the last few years no child could enter

school without evidence of successful smallpox

vaccination. The fight against smallpox has been

so successful worldwide that smallpox has been

virtually eradicated except for a few foci in

Somalia, and vaccination is no longer considered

to be necessary. I hope we will never live to

regret that decision. Diphtheria and pertussis, both

of which I had as a child, have ceased to be a

threat, and in World War II, thanks to an effec-

tive toxoid, only four cases of tetanus, the scourge

of the wounded in previous wars, occurred in

properly immunized personnel out of nearly 3

million wounded and injured. The number of

cases of paralytic poliomyelitis has decreased

from around 20,000 a year in the fifties to fewer

than 10 a year, and measles cases have fallen

from over 500,000 cases in 1963, the year before

the measles vaccine, to less than 50,000 in recent
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years. Rubella has shown a similar decline since

1969, the year that vaccine was licensed.

The year 1976 saw a nationwide increase in

cases of measles, and in Tennessee the 191 cases

represented a 16% increase over the 1975 figure,

and a three-fold increase over 1974. It appears

the 1977 figure will be considerably higher, as

the first 18 weeks of this year showed a 51%
increase nationally (30,000 cases) over 1976,

and a 93% increase over the median for the

past five years. Only 43 million children are

presently immunized against measles. At one

time, 88% of our children were immunized

against poliomyelitis. This has presently fallen

to 63%, and there has been a similiar decline

in those immunized against tetanus.

Responding to this threat, the AMA adopted

a resolution at the Annual Meeting just past that

the medical profession give immediate priority

to the establishment of a national immunization

program in which all U.S. children would be

immunized against all preventable infectious

diseases. It was further recommended that pro-

vision be made “for a sustained multimedia pro-

motional campaign designed to educate and

motivate the medical profession and the public

to expect and demand routine immunizations

for children and show responsibility for their

completion.”

It’s a serious situation, folks, when there are

means at hand to wipe out most of the infectious

diseases of childhood, and we let it slip through

our grasp through sheer apathy. School will be

starting soon, and there have been suggestions

that immunizations be required for entrance.

Perhaps, as some suggest, this is an infringe-

ment on individual rights, though if a child

starts an epidemic it seems to me there have

been a lot of other individual rights infringed

upon.

But no matter. We have the means, and we
must follow through with education—with

insistence. J.B.T.

Consider the Ant—
Go to the ant, thou sluggard;

Consider her ways, and be wise.

Proverbs 6:6

I got a piece of junk mail the other day which

I was about to “file” when my eye was arrested

by the bold print across the envelope, which said,

“Why SOB’s succeed and nice guys fail in a

small business.” Being naturally curious, I had

to open the letter and see why, and I found the
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words to be the title of a book being promoted.

The gist of the letter is summed up in its first

sentence: “If your competitors, your employees,

your suppliers and your local bureaucrats are

calling you a no good SOB behind your back,

you are probably running a very successful enter-

prise. If they are calling you a nice guy, a great

boss, and a fine customer, you are probably

getting [the business].” The book tells you how
to do it unto others before they can do it unto

you.

Lewis Thomas, M.D., my favorite Biology

Watcher, has had a couple of pieces in the

New England Journal of Medicine in the past

few months in which he has considered among
other things the ant.

Everyone says, stay away from ants. They have

no lessons for us; they are crazy little instruments,

inhuman, incapable of controlling themselves, lack-

ing manners, lacking souls. When they are massed

together, all touching, exchanging bits of informa-

tion held in their jaws like memoranda, they be-

come a single animal. Look out for that. It is

debasement, a loss of individuality, a violation of

human nature, an unnatural act.

Sometimes, people argue this point of view

seriously and with deep thought. Be individuals,

solitary and selfish, is the message. Altruism, a

jargon word for what used to be called love, is

worse than weakness: it is sin, a violation of

nature. Be separate. Do not be a social animal.

Do you get feelings of deja vu as you read

that? I did (or rather, I read that first, and got

feelings of deja vu when I saw the letter). But

no matter. That message is, among other things,

the father of Watergate. It comes from the Father

of Lies.

The Book of Proverbs is said to have been

written by King Solomon, the wisest of the kings

of Israel (though he wasn’t always so smart—he

had 3,000 wives). He may have collected them,

but they are maxims from the fathers, represent-

ing the best of ancient Jewish thought. We are

advised to learn from the ant and be wise. But

then that advice is several thousand years old,

and we’re too smart to be taken in by that.

What, after all, is the purpose of life? We
as doctors possibly more than anyone else need

to come to grips with that question. Perhaps

there is no purpose at all. If there is not, and if

man and the beautiful creation he lives in and

is a part of is only an accident in a mindless

cosmos, then man was not meant to do any-

thing or to be anything, and he can go about

self-gratification in any way he chooses. So if
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pushing ahead by being an SOB turns you on,

do it. If you would rather be useful, and altruism

turns you on, do that. Whatever turns you

on. . . .

But if there is a purpose, it is not the chaos

that kind of individualism will produce. Civiliza-

tion can absorb a few individuals like that. But

if everyone buys that book, and acts on it, the

result will be anarchy. If man really is meant

to be anything at all, it is not an “SOB.” “It is

almost safe to assert, on scientific grounds,” says

Thomas, “that altruism would have to exist as

a general principle, if a system so dense and

at the same time so immense, containing such

a stupendous variety of coexisting forms of life,

were to have any sort of permanent existence as

the life of the earth, as it plainly does. If all the

components were continually locked in combat,

red in tooth and claw, struggling to edge each

other off the planet, bent on survival by extermi-

nation, the place would be a shambles, and it is

not.”

Well, so far it is not. God’s lesser beings act

on instinct. Man was given the right to choose,

and taken on balance, he pretty much chooses

wrong, because he listens to the wrong voice.

The apple is “a delight to the eyes and good to

eat.” It’s a lot more “with it” than that still small

voice within, which more and more tends to be

drowned out. I have a feeling a book like the

one advertised might permanently silence it.

I know the world has been “going to the dogs”

in the view of the sages in every generation for

millenia, and perhaps it’s no more hell-bent now
than previously. But this is the generation in

which we live, so it’s closer, and it impinges more

on us. And anyhow, we can do nothing about

the others. Maybe we can’t do anything about this

one either. But we have a choice to make, and

to make no choice at all is to reject the “still

small voice within,” for if we choose not to listen,

it will go silent—permanently.

To be called “a nice guy, a great boss, and

a fine customer” is no more a proper ambition

than to be called a “no good SOB.” To be

altruistic, translated loving and helpful, is. This

is what the ant is by instinct. For the sake of the

world, for the sake of our patients, and, the

advice of the ad notwithstanding, for the sake

of ourselves, “consider her ways, and be wise.”

J.B.T.

Footnotes

There are a couple of items in the Journal this

month which you might overlook and which

merit your attention, as they speak to some sen-

sitive areas in our practice and in our society.

The first is a communication from Joe Burd,

M.D., a Nashville orthopedic surgeon, which pre-

sents rather clearly the dreary legal climate in

which we find ourselves, a climate which stultifies

and threatens to engulf us, and which seriously

hampers our primary function, which is to give

medical care to our patients. The fact that it is

a reflection of the public mood generally, and

that not only doctors, but everyone else, is likely

to be sued for no good reason, helps the situa-

tion not at all.

Dr. Burd has suggested some interesting alter-

natives, to which some of our readers might wish

to react, either to Dr. Burd personally or through

these pages. The Journal would welcome any

observations you might have, as it has become

clear that although the formation of our own in-

surance program and recent legislation have

ameliorated the situation somewhat, the answer

is not yet with us. The only general cure would

be dismantling of the contingency system of re-

imbursement for legal service, a solution not

viewed favorably by our colleagues in the legal

profession.

The second item concerns the problems associ-

ated with our aging population. It came to us

from the National Institutes of Health, and I had

originally intended to use it as material for an

editorial, but further consideration led me to

print it “as-is” because it is filled with interesting

and useful information. I wish to emphasize what

I think is the major point of the article, which is

that the medical profession is presently ill-pre-

pared to meet the challenge of an “older” popu-

lation of 30 million by the year 2000. It is the

main reason I chose to carry the item.

In our “Mail Box” is a poignant letter from

Dr. “Rudie” Kampmeier, former editor of this

Journal, with a perfect picture of what we are

talking about, and a plea for legal remedy of one

aspect of it. (See also the last section of our first

editorial in this issue.)

There is presently little recognition in our

schools and training programs of the special prob-

lems associated with aging, and in fact there is

not a little prejudice among the practicing physi-

cians and teachers toward the aged. Not only is

this point made in the article, but it is reinforced

by my own observations, and I am sure by yours,

as well.
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If I survive until the year 2000, 1 will be one

of those aged people. 1 hope by then this early

warning will have allowed you to meet the chal-

lenge. For the citizens already in that category,

it can’t happen soon enough.

J.B.T.

Two major explanations seem possible—a sub-

stantial increase in sexual activity and unwanted
pregnancy or the continuation of a relatively stable

rate of abortions but open acknowledgement (and

reporting) of a higher proportion of them. Although
reliable data are hard to come by, it seems likely

that both factors are operative.

The conclusion I am left with is that, although

abortions are clearly not the ideal approach, they

are an essential ingredient in reducing the tragic

consequences of unwanted pregnancy.

Alan R. Hinman, M.D.
Director, Immunization Division

Bureau of State Services

Center for Disease Control

Atlanta, GA 30333

Abortion in Tennessee

To the Editor:

Please pardon the delay in responding to your

letter of May 9 and Dr. Shearin's letter of April 20.

However, now that I have left Tennessee, I find it

more difiicult to find resources (and time) to re-

spond to some of the issues. I have recently gotten

a response from John Fitzgerald (Counsel to

TDPH) and offer the following in response to Dr.

Shearin’s letter with a couple of additional com-
ments relating to your editorial:

Dr. Shearin is correct in pointing out that Ten-

nessee law does permit third-trimester abortions to

preserve the life or health of the mother. However,

no specific indication is provided as to what is meant
by “health” of the mother, and from a practical

point of view, there are very few abortions per-

formed during the third trimester. Consequently, I

did not include this phrase in my article.

With regard to Dr. Shearin’s comments on abor-

tions on non-residents, the Tennessee law does pro-

hibit abortions to non-residents. However, the 1973

Supreme Court decision indicated that such a restric-

tion denied constitutional rights guaranteed by the

14th Amendment. An opinion was, therefore, re-

quested of the Tennessee attorney general and re-

sulted in the flat statement (April 5, 1974) that:

“It is our opinion that the residency re-

quirement set forth in T.C.A. sec. 39-

301(f) is unconstitutional under the Four-

teenth Amendment of the United States

Constitution.”

At the risk of seeming combative, I would differ

with some of the editor’s comments (pp 195-196,

March 1977). I fully agree that prevention of un-

wanted pregnancy is the best solution. Nonetheless,

such pregnancies do occur. There has been no
dramatic decline in Tennessee’s birthrate (or that

of the nation) since the 1973 Supreme Court deci-

sion to indicate that unthinking decisions regarding

unwanted pregnancy are being made. Preliminary fig-

ures for 1976 indicate that at least 16,000 abortions

were performed in Tennessee and about 1,000,000

nationwide. At the same time, the number of persons

enrolled in family planning programs has been

steadily increasing.

Correction

To the Editor:

I was very pleased to see in the April issue of

your Journal, sent to me by a friend in Nashville,

several articles on my kinsman, Dr. Paul Fitzsim-

mons Eve. As computed from my genealogical

chart, he was a brother of my great-great grand-

father.

As a layman I was most interested in the first

article, and in the fourth which reviewed Dr. Eve’s

career as an academician. They were both sympa-
thetic and laudatory, and I am grateful to Drs.

Herrington and Byrd, and to you for including the

series for publication. However, one note: in all

local records the Christian name of the first Eve
is spelled “Oswell,” not “Oswald.”

With thanks for your editorial policy, and best

wishes, I am,

William D. Eve

909 Littleton St.

Augusta, GA 30904

Natural Death Act

To the Editor:

Re: Substitute Resolution No. 6-77

Because of a teaching assignment I reached the

Reference Committee hearing after its closing. I

wish to comment now.
Erom among the many diseases which invite a

“living will,” I select only one. I wish to speak to the

clinical condition which faces each reader unless an

earlier death mercifully spares him—a condition for

which he may wish to leave instruction for its man-
agement while he is still competent. Shakespeare

wrote 'm As You Like It of that

“.
. . Last scene of all,

That ends this strange eventful history.

Is second childishness, and mere oblivion.

Sans teeth, sans eyes, sans taste, sans everything.”

Poetic aesthetics demanded that he omit urinary and

fecal incontinence and the stench of decubital ulcers.

In the past six years I have had the responsibility

for 1,405 patients admitted to the Medical Service

of Central State Psychiatric Hospital. (Kampmeier,
Ann Intern Med, May 1977.) I have needed to sign
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305 death certificates in this period; 84% were for

persons over 60 years of age. The majority were so

well described by the Bard, “a second childishness,

and mere oblivion.” For them—today a flicker of

recognition of people and things, tomorrow no recall,

and for most, oblivion until death. For them an
endless round of changing sheets; being cleansed of

urine and feces; a catering to the vegetative func-

tion of swallowing—by spoon-feeding, liquid diet

by B-D syringe or nasogastric tube; fluids paren-

terally; deep, eroding decubiti in spite of excellent

nursing care “out of this world,” and indwelling

catheters; areflexia of the larynx, aspiration, recur-

rent pneumonitis too successfully controlled by anti-

biotics.

And when a son or daughter asks, “His mind is

gone. Why do you do this?”—the answer must be,

“Neither you nor I can decide otherwise, ethically

or legally. Your parent is incompetent.” Attorney

DeMere offered the gratuitous advice on the Teddy
Bart Show, “trust the family.” (Recent action of

the AMA House of Delegates is equally specious.)

I was a fool, in 1977, to stop tube-feeding as I dis-

cern other members of the family do not chime in

with the plea of sister or brother. Newshounds “at

the ready” circle the “goldfish bowl” that is the

public institution to scent any irregular treatment.

(Note the recent tempest at Camarillo State Hospital,

California.)

I beg the right, protected by law, to write while

in my “right mind” that I do not wish done unto me
what Dr. Kampmeier does to his patients. When
I am incompetent I do not wish a tracheostomy, a

cardiac pacemaker, a ventriculo-abdominal shunt,

nor antibiotic interference with the course of Osier’s

“friend of the aged.” And if the answer is, “you
will be in oblivion and won’t know—so what?”;

I answer, “I do not wish the horror of watching a

loved one suffer the indignities to which I have
pointed; I wish a memory of happier days and not

a caricature of those pictured in a concentration

camp!”

I hope at the next Annual Meeting the delegation

from some county will have contemplated this di-

lemma in humane thoughtfulness and, with the

advice of Mr. Cornelius, bring to the House a pro-

posed bill which will permit a patient, while still

competent, to decide whether he wishes to submit

to the indignities of months of incontinence, tube-

feeding and decubiti before death. In today’s legal

climate and institutional treatment of the oldsters,

it must be spelled out for the protection of the staff.

(It is no small problem—I estimate some 80,000
ageds, over 65, under institutional care in the United
States.) When and if such a delegation prepares to

give thought to the matter, I implore them to con-
sider my words to students at the bedside of such a

patient and as I note the revulsion written on their

faces, “You have seen disease take its toll. But re-

member, if heart disease, stroke or cancer, or an
accident, or an infection does not mercifully kill,

you, your mother or your father inevitably will reach
this ‘last scene of all, that ends this strange eventful

history. . .

.’ ” Too, I hope these colleagues will

recall the words of Thomas Jefferson written to

John Adams: “Bodily decay is gloomy in prospect,

but of all human contemplations the most abhorrent

is body without mind.”

I pass each day several patients sitting in a chair,

head back, staring with unseeing eyes, nasogastric

tube and catheter in place, possibly the smell of

decubitus—they are my contemporaries or even a

bit younger. In horror I think, “but for the grace of

God there sit I.” Each day lived brings me and
mine and you, elderly colleague, who have survived

the physical ills of the body, one day nearer to this

decay. Let us then offer to ourselves, our loved ones

and our fellow men the means, while of “right

mind,” to avoid the prolongation of life for the

“body without mind.”

R. H. Kampmeier, M.D.
Former Editor of the Journal
Vanderbilt University School of Medicine

Nashville, TN 37232

Request for Information

To the Editor:

Again this year I am compiling a Biting Insect

Summary and would appreciate any case reports of

unusual allergic reactions, especially systemic (sneez-

ing, wheezing, urticaria) to bites of insects; i.e., mos-

quitoes, fleas, gnats, kissing bugs, bedbugs, chiggers,

blackflies, horseflies, sandflies, deerflies, etc.

I would like physicians to supply me with case

reports of those patients who have had unusual

reactions to such insects. Include in your reports the

type of reactions (immediate and delayed symp-

toms), treatment, the age, sex, and race of the pa-

tient, the site of the bite(s), the season of the year,

and any other associated allergies.

If skin tests and hyposensitization were instituted,

I would like the report of both. Please note that it is

the biting (not stinging) insect in which I am inter-

ested.

If you have found any insect repellent, local treat-

ment, or insecticides of value, I would also appreci-

ate this.

Please send this information to the following ad-

dress:

Claude A. Erazier, M.D.
4-C Doctors Park

Asheville, NC 28801

in memofkim
Norman Davis, age 45. Died June 7, 1977. Gradu-
ate of University of Tennessee School of Medicine.

Member of Memphis and Shelby County Medical

Society.

James L. Fuqua, age 70. Died June 9, 1977. Gradu-
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ate of University of Tennessee School of Medicine.

Member of Nashville Academy of Medicine.

Martin Kerlan, age 67. Died May 6, 1977. Gradu-
ate of St. Louis University Medical School. Member
of Washington-Carter-Unicoi County Medical Asso-
ciation.

Cecil E. Warde, age 86. Died June 19, 1977. Gradu-
ate of University of Tennessee School of Medicine.

Member of Memphis and Shelby County Medical

Society.

Thomas L. Waring, age 73. Died June 9, 1977.

Graduate of the Medical College of Virginia. Mem-
ber of Memphis and Shelby County Medical Society.

ncui meffll>cf/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

GREENE COUNTY MEDICAL SOCIETY
Douglas C. Cobble, M.D., Greeneville

Tsong S. Huong, M.D., Greeneville

KNOXVILLE ACADEMY OF MEDICINE
Lonnie C. May, M.D., Knoxville

MEMPHIS AND SHELBY COUNTY
MEDICAL SOCIETY
Richard L. Ennis, M.D., Memphis
Richard G. Hepworth, M.D., Memphis
William A. Lankford, M.D., Memphis
Tommie M. Richardson, M.D., Memphis

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
Phillip W. Turner, M.D., Knoxville

RUTHERFORD COUNTY MEDICAL SOCIETY
Karlanders Otterland, M.D., Smyrna

WEST TENNESSEE CONSOLIDATED
COUNTY MEDICAL SOCIETY
Elias K. Bond, M.D., Jackson

Charles S. Foster, M.D., Jackson

pcf/oiMil neui/

Parley Martin Dings, M.D., Clinton, director of the

public health departments in Anderson, Scott, Mor-
gan, and Campbell counties has retired after serving

20 years in this capacity.

T. Albert Farmer, M.D., Memphis, chancellor of

the University of Tennessee Center for the Health

Sciences, was named Citizen of the Year by the

Lions Club of Memphis.

Edgar Franklin, M.D., Memphis, has been appointed

by the governor to the State Board of Examiners for

Speech Pathology and Audiology.
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Jack W. Lindsay, M.D., Rockwood, has been elected

president of the University of Tennessee National

Alumni Association for 1977-78. James W. Hall,

M.D., Trenton, has been elected president-elect of

the association.

Richard Eric Poehlein, M.D., Chattanooga, and
William A. Prine, Jr., M.D., Clarksville, have been
named to fellowship in the American Academy of

Pediatrics.

Paul Spray, M.D., Oak Ridge, has received the Oak
Ridge Rotary Club’s new Vocational Service Award
in recognition of his yearly trips to give service to

mostly Third World nations.

pfooram/ cind neui/ of
mecliccil /ocidie/

Nashville Academy of Medicine

Tel-Med to Expand—Tel-Med of Nashville, spon-

sored by the Academy and Metro Health Depart-

ment, has been notified of grant approvals by the

Levi Strauss Foundation and Tennessee Department

of Public Health which will significantly widen the

scope of the program. The added funding will enable

the expansion of Tel-Med throughout the midstate

area (1.4 million population), the development of

a Tel-Med Hypertension Information Program in

cooperation with the Chronic Disease Prevention

Division of TDPH, the replacement of the existing

10-channel information system with a new 15-

channel phone system to include three In-Wats

lines, and the extension of Tel-Med operations to

six days per week to include Saturdays. During the

first two years of operation, Tel-Med of Nashville

consistently ranked among the top of the 90 installa-

tions across the country, having received 401,357

phone requests for Tel-Med taped health messages

(1.08 requests per minute).

Sports Medicine Seminar for Team Doctors and

other interested physicians will be held 8:15 am
to 1:00 pm on Saturday, August 27, at the Holiday

Inn-Vanderbilt. Sponsored by the Academy and Van-

derbilt University Division of Continuing Education,

the seminar will qualify for 4 hours Category 1

credit toward the AMA Physician’s Recognition

Award and 4 hours prescribed credit, American
Academy of Family Physicians. The registration fee

of $10 includes a luncheon.

Four on HSA Board—Drs. Joseph Bistowish,

Jack Farringer, George Holcomb and Mr. Raymond
Schklar, assistant executive director, have been

elected to three-year terms on the board of directors.

Middle Tennessee Health Systems Agency (HSA).
The HSA will potentially be responsible for the de-

velopment, implementation, and review of health

care facilities and services in the Middle Tennessee

area under the direction of HEW.
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The Winner

Tom E. Nesbitt, M.D., speaker of the House of Delegates, is honored by his fellow Tennessee delegates to

the American Medical Association following the announcement that the Nashville urologist had been elected

by unanimous ballot as president-elect of the AMA, After some well-chosen remarks by John H. Burkhart,

M.D., of Knoxville, that Andrew Jackson was a noted horse-racer, and that a winner should be appropri-

ately honored, a horseshoe of red carnations was brought on to the floor (photo at left) by Robert H. Har-

alson, Jr., M.D., of Maryville (left) and A. Roy Tyrer, Jr., M.D., of Memphis (right). In the center photo.

Dr. Tyrer places the floral horseshoe on the winner as Dr. Burkhart (left) and William Rial, M.D., vice-

speaker of the House (top) look on.

fflcclkol neui/
in lenne//ee

AMA Resolution

The following resolution of commendation, intro-

duced by the Tennessee Delegation to the AMA, was
adopted by the House of Delegates at its Annual
Meeting:

WHEREAS, Jack E. Ballentine has faith-

fully and exceptionally served the members
of the Tennessee Medical Association and
the medical profession in the State of Tennes-

see for over twenty-six years; and

WHEREAS, The House of Delegates of

the Tennessee Medical Association recently

recognized Mr. Ballentine for his devout loy-

alty, seasoned judgment, sound counsel, and

for the many contributions to the medical

profession as Executive Director of the Nash-
ville Academy of Medicine, and for the past

twenty-four years as Executive Director of

the Tennessee Medical Association; and

WHEREAS, Mr. Ballentine will retire on
December 31, 1977; therefore be it

RESOLVED, That this House of Delegates

of the American Medical Association here

assembled commend and congratulate Jack E.

Ballentine for his many years of outstanding

and distinguished service to American medi-

cine.

The Journal is pleased to carry this tribute to

Jack for his years of faithful service, and for his

many acts of friendship toward those he both guided

and served so well.
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From the AMA’s Office in Washington, D.C.

Talmadge Bill To Curb Hospital Costs

Determined to curb rising hospital costs, the Con-
gress has opened hearings on legislation proposed

by Sen. Herman Talmadge (D-Ga.) that would insti-

tute a prospective reimbursement plan for the na-

tion’s hospitals. The Talmadge bill is considered a

rival of the administration's proposal to place a 9%
“cap” on hospital revenues.

The administration has told the Senate Finance

Subcommittee on Health, headed by Talmadge, that

it likes some provisions of the Talmadge bill but

that it is imperative that the controversial cap pro-

posal be enacted, perhaps with features of the Tal-

madge bill included.

Most health provider groups, including the AMA,
found the Talmadge plan much more palatable than

the administration’s bill, though they took issue with

some of the Talmadge provisions.

Raymond T. Holden, M.D., chairman of the

AMA Board of Trustees, told the subcommittee,

“We commend the sponsors of this legislation for

its broad coverage of a variety of issues in the Medi-
care and Medicaid programs.” While there are some
provisions the AMA does not support, “there are

many others which we believe would be beneficial

and for which we urge your favorable considera-

tion,” Dr. Holden testified.

The administration’s arbitrary ceiling or cap on

total hospital revenues “lacks appropriate flexibility,

provides disincentives for efficiency and in fact

would reward inefficiency,” said Dr. Holden. “Most
importantly that proposal would impact unfavorably

most directly upon the continued provision of qual-

ity care.”

The Talmadge provisions “attempt to meet the

hospital cost problem in a more positive and equita-

ble manner than that of the administration,” Dr,

Holden said. “However, notwithstanding our belief

that the Talmadge bill is a more realistic program,

we do believe that adoption of the program in the

manner presently proposed could have uncertain and

perhaps even undesirable effects.”

“Risks of any single new program imposed nation-

ally are not warranted at this time especially when
there are other potential alternatives which merit

similar consideration,” Dr. Holden said. “Experi-

ments with various reimbursement methods have

not been fully implemented and evaluated. We would
recommend that the cost containment incentive pro-

gram of this bill be the subject of experiment and

demonstration in a limited geographic area before

being considered for nationwide application. We feel

that all interested parties would benefit from such a

procedure.”

The AMA witness termed “beneficial” another

provision encouraging the voluntary elimination of
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underutilized beds and the closing of facilities or

parts thereof.

Dr. Holden said, “We also recognize the problem
of increasing health costs and are seeking solutions.”

He noted the AMA’s establishment of a National

Commission on the Costs of Medical Care, which
will examine the causes of medical care cost inflation

and recommend policies that will contribute to con-

tainment of medical expenditures. The final report

will be issued in January, 1978.

Also appearing for the AMA was Edgar T. Bed-

dingfield, Jr., M.D., chairman of the AMA Council

on Legislation. Dr. Beddingfield said several provi-

sions of the bill on physician reimbursement “could

have a detrimental effect on the availability and qual-

ity of care.” The proposed creation of a special class

of practitioners, designated as “participating physi-

cians,” though somewhat modified this year, would
still cover those who agreed to accept all Medicare
reimbursement for their services on the basis of

assignments. Inducements such as simplified claims

procedures would be offered to encourage physi-

cians to become “participating physicians.”

Dr. Beddingfield said the proposal “does not reach

the issue of why assignments are not widely accepted.

The major deterrent to assignments is the insufficient

reimbursement rate under Medicare and this pro-

posal does not correct this problem.”

Also criticized were the proposed Talmadge cri-

teria for determining Medicare reasonable charges

for physicians’ services which would allow the gov-

ernment to determine statewide prevailing charge

levels for each state, based on 50% of the charges

made for similar services in the state. Prevailing

charge levels in a locality would continue to be

subject to an economic index, but any increase in

the prevailing charge level could not exceed the

statewide prevailing charge by more than one third.

“The real effect of this change,” Dr. Beddingfield

said, “would be a further restriction on reimburse-

ment levels in the state achieved primarily through

a reduction in the already limited increases which

would otherwise be allowed under the Medicare Eco-

nomic Index.”

The adminsitration has damned the Talmadge
bill with faint praise. Recognizing that Talmadge’s

measure poses a serious threat to the administration’s

controversial Hospital Cost Containment Plan, HEW
Secretary Califano devoted a great deal of his testi-

mony during the hearings to plugging the adminis-

tration’s approach. He had praise for some facets

of the Talmadge bill, expressing the hope the two

approaches could be melded, but his criticism of the

key prospective hospital reimbursement provision

was so strong that a marriage may be difficult.

Califano said the Talmadge reimbursement plan

suffers from lack of available data and methodology

to put it into effect. “Eurther, it only covers about

35 to 40% (Medicare-Medicaid) of present hospital

costs, and will not, in our judgment, effectively con-

trol costs in the immediate future,” said Califano.

The Talmadge plan could cost up to $50 million

more next fiscal year, in contrast with the estimated
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national savings of $1.9 billion for the administra-

tion’s Hospital Cost Containment Act, according to

the cabinet officer.

“We feel strongly that the problem of rising costs

is of such disastrous proportions that we simply can-

not wait for a perfect solution before acting,” Cali-

fano testified.

The administration supports the concept of pros-

pective reimbursement of hospitals, he said, but

“holding down Medicare and Medicaid payments

alone could simply encourage hospitals to refuse

these patients, to provide such patients with second-

class care, or to transfer their costs to other payors.”

In other testimony, John Alexander McMahon,
president of the American Hospital Association, said

the Talmadge bill overall “reflects an understanding

and consideration” of the complexities of the health

care delivery system. However, McMahon said the

AHA objects to some provisions. He singled out the

proposed uniform percentage limits on increases in

revenues which “would exert the heaviest pressures

where they are least appropriate—on the most effi-

cient hospitals.”

Califano Proposes Physician Fee Controls

Physician fees eventually may need cost controls,

HEW Secretary Califano has told Congress.

“Eventually the health care system will have to

deal with physician fees,” the secretary told the Sen-

ate Finance Subcommittee on Health.

Califano said he and President Carter considered

controls on physician fees as well as hospitals earlier

this year but rejected them “because we just don’t

know yet how to deal with that problem.”

Califano also opposed a provision in the Medicare-

Medicaid reform bill by Subcommittee Chairman

Talmadge which would lift the legal requirement for

publishing the names and income of physicians and

other Medicare providers. The HEW official said

“sunshine is the greatest disinfectant,” referring to

the so-called Sunshine, or Freedom of Information

Law.
Talmadge said he would withdraw the provision

“if you (Califano) guarantee the accuracy” of fu-

ture reports.

Califano noted that he apologized to the AMA for

the high rate of error in this year’s report and that

a revised and corrected list would be published.

Anti-Fraud and Abuse Legislation

Imperils Confidentiality

The Medicare-Medicaid anti-fraud and abuse legis-

lation is winding through a complicated pathway in

two powerful house committees—Ways and Means
and Commerce. Both committees have jurisdiction

over the bill before it reaches the floor.

The Ways and Means Committee is ready to re-

port a bill and the full Commerce Committee is pre-

paring to act also. One major difference between the

committees, not yet resolved, is the degree of access

federal investigators will have to patient records for

the purposes of fraud and abuse investigations and
epidemiological surveys.

The Senate will not take up the measure until the

House completes its work on the bill.

Inspector General Uncovers

Fraud and Abuse Cases

In an effort to boost the new Office of Inspector

General, HEW Secretary Califano has charged that

fraud and abuse by physicians and pharmacists in

the Medicaid program “is a serious problem.”
He said, “This conclusion emerges from an inno-

vative, systematic two-month-old investigative effort

being conducted by HEW’s new inspector general,

working in cooperation with the new Health Care
Financing Administration.”

Califano said that through computers programmed
to flag suspicious cases in state Medicaid files, 172
cases have been identified involving “what appear
to be the worst physician and pharmacist offenders

against the Medicaid system.” He did not release

any names.

The 172 cases warrant further investigation and

may lead to prosecution, according to the secretary.

They are spread over 45 states and the District of

Columbia. Ninety-two cases involve physicians, and

80 deal with pharmacists.

The new computerized system has allowed HEW
to screen 252 million transactions over a 12-month

period involving 231,000 physicians (108 million

claims) and 44,000 pharmacies (144 million

claims)

.

The goal of the new investigation—which is called

“Project Integrity”—is to identify 500 cases of ap-

parently flagrant physician and pharmacist fraud or

abuse in Medicaid.

Physicians and pharmacies were chosen as initial

targets of the new computer investigation “because

computer programs were already available for appli-

cation of the innovative techniques.”

Physicians and pharmacies receive about 16% of

Medicaid expenditures (which total $18 billion this

year, including a $7.8 billion state share). Esti-

mates of fraud and abuse in Medicaid are estimated

at between $800 and $900 million annually, said

Califano.

NHi Push Renewed

Renewed prospects of administration activity next

year on national health insurance has spurred con-

gressional interest in the issue. At last count 22 law-

makers from both parties have co-sponsored the

AMA’s comprehensive health insurance plan for all,

bringing to 30 the number of senators and represen-

tatives who have backed the proposal officially.

Early next year, the Carter administration will

submit its own NHI plan. President Carter and HEW
Secretary Califano have said they will make a deter-

mined effort to secure congressional enactment.

Major hearings on NHI are a certainty in Con-

gress next year. Though time will be a severe prob-

Continued on page 616

AUGUST, 1977 605



Tivm mecli^
brief/

American Health Care Spending
Lags Behind Non-Essential Costs

Americans spend a lot of money on health care,

but they spend a lot more on some other things

—

recreation, alcohol, tobacco and personal grooming
—for instance.

The latest figures on how Americans spent money
in 1975 from the U.S. Department of Commerce
are:

Recreation, $66 billion; alcohol, $24.68 billion;

tobacco, $14.8 billion; and personal grooming,

$14.27 billion, for a total in these four areas of

$119.75 billion.

Hospitals, $34.67 billion; physicians’ services,

$22.11 billion; all other health care, $19.83 billion;

and drugs, $9.82 billion, for a total on health care

of $86.43 billion.

Journal Lists Signs

Of Troubled Adolescents

When is that exasperating adolescent around the

house just “going through a phase” and when is

he or she a disturbed person who needs help?

Despite many popular opinions to the contrary,

most of today’s adolescents function with gratifica-

tion and competence in most spheres of their lives

most of the time, reports an article in the May 16

issue of JAMA.
Symptoms that will require treatment by a spe-

cialist develop only in a minority of youngsters.

But during this period of rapid, serious, and lasting

change in the young person’s life, the family doctor

is faced with the enigma of what behavior is merely

normal growth and development, and what is some-

thing else.

In assessing seriousness of adolescent adjustment

problems, family physicians should consider five

areas: (1) family relationships, (2) peer relation-

ships, (3) school performances, (4) extracurricular

activities, and (5) pathologic indicators, including

antisocial, self-destructive, and bizarre behavior.

The doctor starts by finding what the adolescent

thinks about himself. How he functions within the

family is especially helpful in understanding his

needs and strengths. Do arguments linger in a

smoldering fire or in excessive withdrawal?

By adolescence, a normal youngster has developed

the capacity for solid friendship. Exploring peer

relationships may show a spread of difficulties out-

side the home. Does he have friends, or is he lonely

and shy? By midadolescence, interests in the opposite

sex emerge, and by late adolescence most teenagers

have begun dating, at least tentatively.

Ask the adolescent to describe his best friend. The
average youth will give a fairly good picture, both

what is likeable and what is not. The disturbed

youngster’s description may often include only one

characteristic, and is monotonous and flat.

Examination of school grades in relation to intel-

lect and family expectations may uncover inhibition,

anxiety, poor frustration tolerance, poor impulse

control, depression. Do teachers like him? Has there

been truancy or general withdrawal? Is he interested

in extracurricular activities? One can learn where
the adolescent’s energies are centered by asking

what he enjoys, what he does after school and on
weekends, and with whom he likes to be.

The doctor finds that parents often do not readily

report bizarre antisocial behavior. Have there been
legal transgressions, property destruction, or assault?

Has there been drug abuse or promiscuity? Are
birth control methods used? Has he or she run

away?
The family doctor is advised to be clear, firm

and direct in referring troubled adolescents for

specialist treatment.

New Disease of Children

Reported in United States

American physicians who care for children are

alerted to watch for a new disease that has appeared

in the last few years bearing the formidable medical

name of mucocutaneous lymph node syndrome
(MENS).

First reported in Japan, the ailment also is known
as Kawasaki disease. Affecting primarily young chil-

dren, the disease causes fever, reddening of the

mouth, throat, lips, palms and soles, and swelling

and disfigurement of the fingertips. It usually is a

benign, self-limiting illness, but the child may be

quite ill during its course. The symptoms sometimes

are mistaken for Rocky Mountain spotted fever.

Almost 7,000 cases have been reported in Japan,

and some 40 cases in the United States. The 40th

case is described in the May 23 issue of JAMA.
It occurred in a 7-year-old girl who had been on
a camping trip to southeastern Arizona.

The principal symptom of MENS is a high fever

lasting from one to two weeks. It does not respond

to treatment with antibiotics. The red rash begins

to appear on the third to fifth days of illness,

followed by swelling of the hands and feet. The
report describes extensive tests conducted to de-

termine the cause of the problems, with the final

diagnosis of MENS. Findings were confirmed by
the Japanese physician who first described the ill-

ness, Tomisaku Kawasaki, M.D. The rash was most
suggestive of Rocky Mountain spotted fever, thus

complicating the diagnosis.

Although most patients recover satisfactorily, they

are quite ill for periods up to several months, and
a small percentage develop heart problems. Age
range is three months to 12 years, with a peak at

age 3 years. Two percent of the small victims die,

usually from heart complications.
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The disease reached epidemic proportions in

Japan within a few years’ time, and an investi-

gation of the problem of MLNS should be pursued

vigorously in North America.

Clinical Center Study of Patients With

Stage II or Stage III Non-Seminomatous
Testicular Cancer

The cooperation of physicians is requested in the

referral of patients with bulky Stage II or Stage

III non-seminomatous testicular cancer for a study

being conducted by the Surgery Branch, National

Cancer Institute at the Clinical Center, National

Institutes of Health, Bethesda, Md.
Intensive chemotherapy with or without reductive

surgery is being evaluated in patients with bulky

disease that has metastasized to the retroperitoneum

or lungs.

To refer a patient or to obtain further informa-

tion, please write or call: Dr. Nasser Javadpour,

Surgery Branch, NCI, Clinical Center, Room
10N218, NIH, Bethesda, MD 20014; Tel. (301)

496-3351.

Clinical Center Study of Patients

With Male Breast Cancer

The cooperation of physicians is requested in the

referral of patients with male breast cancer for a

study being conducted by the Medicine Branch, Na-
tional Cancer Institute at the Clinical Center,

National Institutes of Health, Bethesda, Md.
Patients at aU stages of diseases are potentially

acceptable if they are ambulatory, under 65 years

of age, and in otherwise good health. The studies

involve evaluations of chemotherapy and hormone
therapy.

Physicians interested in further details and in

having their patients considered for admission may
write or telephone: Attending Physician, Medicine

Branch, NCI, Clinical Center, Room 12N-226, NIH,
Bethesda, MD 20014; Tel. (301) 496-4916.

Clinical Center Study of Patients with

Small Cell (Oat Cell) Carcinoma

Of the Lung

The cooperation of physicians is requested in the

referral of patients with small cell (oat cell) carci-

noma of the lung for studies being conducted by the

National Cancer Institute at the Clinical Center, Na-
tional Institutes of Health, Bethesda, Md.

Physicians interested in further details and in

having their patients considered for admission may
write or telephone: Harmar D. Brereton, M.D.,

NCI, Clinical Center, Room B3B-38, NIH, Bethesda,

MD 20014; Tel. (301) 496-5457.

Clinical Center Study of Patients

With Metastatic Breast Cancer

The cooperation of physicians is requested in the

referral of patients with breast cancer for studies

being conducted by the Medicine Branch, National

Cancer Institute at the Clinical Center, National In-

stitutes of Health, Bethesda, Md.

Studies will involve the investigation of hormone,

hormone and chemotherapy, and chemotherapy

manipulations.

All patients with disseminated breast cancer will

be considered for entrance to the program if they

are (1) less than 65 years of age and they have

received no prior hormone therapy; (2) have re-

ceived no prior chemotherapy; (3) have no compli-

cating medical disease; and (4) have evaluatable dis-

ease.

Patients may withdraw from the program upon
request by the individual or the referring physician.

Physicians interested in further details and in

having their patients considered for admission may
write or telephone: Attending Physician, Medicine

Branch, NCI, Clinical Center, Room 12N-226, NIH,
Bethesda, MD 20014; Tel. (301) 496-4916. r 7^

IMPACT annual dues

includes membership in

AMPAC (AMERICAN
MEDICAL POLITI-

CAL ACTION
COMMITTEE).

Types of Membership:

You can remit your annual IMPACT dues to your County Medical

Society Secretary or send direct to:

IMPACT
P.O. Box 22645

Nashville, Tennessee 37202

Enclosed is my check for $ for my
annual dues. Please enroll me as a SUSTAINING member REG-
ULAR member AUXILIARY member ..

SUSTAINING: A mini-

mum contribution

of $65.00

REGULAR $25.00

AUXILIARY $15.00

I

(Partners in Politics)

Name

Address

City Zip Code Phone

If your practice is incorporated, IMPACT and AMPAC voluntary political contributions should be vrritten

on a PERSONAL CHECK. Contributions are not limited to the suggested amount. Neither the AMA,
TMA nor the local county medical society will favor or disadvantage anyone based upon the amounts of

or failure to make PAC contributions. Copies of IMPACT and AMPAC reports are filed with the
Federal Election Commission and are available for purchase from the Federal Election Commission,
Washington, D.C. Contributions are subject to the limitations of FEC Regulations, Sections 110.1, 110.2

and 110.5 (Federal regulations require this notice).
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Tennessee Medical Association's

Exclusively Approved

DISABILITY INSURANCE
6t

MAJOR HOSPITAL INSURANCE
PROGRAMS

Authorized By

Smithy Reed^ Thompson & Ellis Co.

P.O. Box 1 280

NASHVILLE, TENNESSEE 37202

Phone 255-7625

Manager

WILLIAM H. ELLIS. C.LU.

Supervisors

ROBERT K. ARMSTRONG

THOMAS G. HENRY. JR.

ROBERT M. GARRIGUES

Underwritten

SINCE THE PROGRAM'S INCEPTION IN 1942

BY

Commercial Insurance Company

Newark, New Jersey
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CALENDAR OF MEETINGS

NATIONAL

1977

Sept, 1-6 Pan American Medical Women’s Al-

liance, Holiday Inn, San Juan, Puerto

Rico

Sept. 7-9 National Conference on Human Values

and Cancer, sponsored by American
Cancer Society, Palmer House, Chicago

Sept, 8-10 American Association of Obstetricians

and Gynecologists, The Homestead,

Hot Springs, Virginia

Sept. 9-11 Mid-Continent Psychiatric Association,

Oklahoma City

Sept, 10-11 AMA Regional Meeting, Sheraton,

Hartford, Connecticut

Sept. 10-12 AMA Seminar on Negotiations, Radis-

son South Hotel, Bloomington, Min-

nesota

Sept. 15-17

Sept. 16-17

Sept. 16-18

Sept. 24-25

Sept. 25-29

Sept. 27-30

Sept. 28-30

Sept. 30-

Oct. 2

Oct. 2-6

Oct. 5-7

Oct, 5-8

Oct. 6-8

Oct. 7-8

American Association for the Surgery

of Trauma, Renaissance Plaza, Detroit

AMA Hospital Medical Staff Leader-

ship Workshops, Carrousel Inn, Colum-
bus, Ohio

AMA Regional Meeting, Tan-Tar-A,

Lake of the Ozarks, Missouri

AMA Regional Meeting, Holiday Inn,

Chicago

Kentucky Medical Association, Ra-

mada Inn-Hurstborne, Louisville

American Roentgen Ray Society,

Sheraton Boston, Boston

American Society of Internal Medicine,

Washington, D.C.

AMA Regional Meeting, The Home-
stead, Hot Springs, Virginia

American Academy of Ophthalmology

and Otolaryngology, Dallas

American Academy of Occupational

Medicine, Brown Palace, Denver

American Group Practice Association,

Hyatt Regency, Houston

Central Association of Obstetricians

and Gynecologists, Broadwater Beach

Hotel, Biloxi, Mississippi

AMA Hospital Medical Staff Leader-

ship Workshops, Marriott Hotel, Chi-

cago

Oct. 7-9

Oct. 9-14

Oct. 10-13

Oct. 12-15

Oct. 15-19

Oct. 16-20

Oct. 17-21

Oct. 20-28

Oct. 21-23

Oct. 23-29

Oct. 30-

Nov. 3

Oct. 30-

Nov. 3

Oct. 31-

Nov. 3

AMA Regional Meeting, Sawmill

Creek, Huron, Ohio

Congress of Neurological Surgeons, San
Francisco Hilton

American Academy of Family Physi-

cians, Las Vegas Hilton

Southeastern Chapter of Nuclear Medi-

cine, Hyatt House and Benton Conven-
tion Center, Winston-Salem, North
Carolina

American Society of Anesthesiologists,

Marriott and Roosevelt, New Orleans

American Medical Tennis Association,

Lakeway World of Tennis, Austin,

Texas

American College of Surgeons, Fair-

mont Hotel, Dallas

American Society of Clinical Patholo-

gists, Convention Center and Hilton

Hotel, Las Vegas

Society of Nuclear Medicine, Aladdin

Hotel, Las Vegas

American College of Gastroenterology,

Marriott, New Orleans

American College of Chest Physicians,

MGM Grand Hotel, Las Vegas

AMA Regional Meeting, Honolulu

Interstate Postgraduate Medical Asso-

ciation, Diplomat Hotel, Hollywood,
Florida

STATE

Oct. 3-4 Tennessee Valley Medical Assembly,

Chattanooga Choo Choo Convention

and Concert Hall

Oct. 21-22 American College of Physicians—Ten-

nessee Regional Meeting, Hyatt Re-

gency Hotel, Memphis

Nov. 2-4 Tennessee Academy of Family Physi-

cians, River Terrace and Civic Audito-

rium, Gatlinburg

A UNIQUE SERVICE . . .

STENOGRAPHICS

TYPING • TRANSCRIBING

- for -

Professional Paperwork Preparation

Confidential • Convenient • Accurate

2002 Richard Jones Rd.

Suite C-103, Nashville 383-1711
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When choosing a diuretic
for day-in-day-out

hypertension control with
comfortable compliance...
’he agent you choose in mild to moderate

ssential hypertension should offer (1) long-term

ffectiveness, (2) patient comfort and compliance.

^aroxolvn offers both.

\ one long-term study ^ Zaroxolyn brought

loderately elevated (average 161/109 mm Hg)

lood pressure down to the range of normo-
msion— and held it there for a year or more.

he investigator noted, “Patient cooperation was
jrprisingly good for a study of such duration

P/2 years]. The once-daily dosage schedule with

metolazone [Zaroxolyn] no doubt contributed to

patient compliance!'

Overall compliance with Zaroxolyn is good—
very good. An analysis of controlled clinical

studies involving 188 Zaroxolyn patients showed
that only eight discontinued therapy because of

side effects. That's a discontinuation rate of only

4.3%, and broader clinical experience appears to

substantiate this low rate?

Zaroxolyn. For long-term control and comfortable

compliance in mild to moderate hypertension.

ecommcnded initial dosage in mild to moderate essential hypertension-2'/2 to 5 mg once daily

maibxs^yil
(metolazone, Pennwalt)

2V2-mg, 5-mg and 10-mg tablets

once-daily antihypertensive diuretic
5fore prescribing, see complete prescribing
formation in the package insert, or in PDR, or
ailable from your Pennwalt representative. The
Mowing is a brief summary Indications:
iroxolyn (metolazone) is an antihypertensive
uretic indicated for the management of mild to
Dderate essential hypertension as sole thera-
iutic agent and in the more severe forms of
'pertension in conjunction with other anti-

'pertensive agents Also, edema associated with
;art failure and renal disease Contraindications:
luria, hepatic coma or precoma; allergy or
nsitivity to Zaroxolyn Or, as a routine in other-
se healthy pregnant women Warnings: In

eory cross-allergy may occur in patients
ergic to sulfonamide-derived drugs, thiazides
quinethazone Hypokalemia may occur, and is

^articular hazard in digitalized patients;
ngerous or fatal arrhythmias may occur
.otemia and hyperuricemia may be noted or
ecipitated Considerable potentiation may
cur when given concurrently with furosemide
nen used concurrently with other antihyper-
nsives, the dosage of the other agents should
reduced Use with potassium-sparing diuretics

ay cause potassium retention and hyper-
lemia Administration to women of childbearing

age requires that potential benefits be weighed
against possible hazards to the fetus. Zaroxolyn
appears in the breast milk Not for pediatric use.
Precautions: Perform periodic examination of
serum electrolytes, BUN, uric acid, and glucose
Observe patients for signs of fluid or electrolyte
imbalance These determinations are particularly
important when there is excessive vomiting or
diarrhea, or when parenteral fluids are admin-
istered Patients treated with diuretics or corti-
costeroids are susceptible to potassium deple-
tion Caution should be observed when adminis-
tering to patients with gout or hyperuricemia or
those with severely impaired renal function.
Hyperglycemia and glycosuria may occur in

latent diabetes. Chloride deficit and hypo-
chloremic alkalosis may occur. Orthostatic
hypotension may occur Dilutional hyponatremia
may occur in edematous patients in hot weather.
Adverse Reactions: Constipation, nausea,
vomiting, anorexia, diarrhea, bloating, epigastric
distress, intrahepatic cholestatic jaundice,
hepatitis, syncope, dizziness, drowsiness, vertigo,
headache, orthostatic hypotension, excessive
volume depletion, hemoconcentration, venous
thrombosis, palpitation, chest pain, leukopenia,
urticaria, other skin rashes, dryness of mouth.

hypokalemia, hyponatremia, hypochloremia,
hypochloremic alkalosis, hyperuricemia, hyper-
glycemia. glycosuria, raised BUN or creatinine,
fatigue, muscle cramps or spasm, weakness,
restlessness, chills, and acute gouty attacks.
Usual Initial Once-Daily Dosages: mild to
moderate essential hypertension— 2'/2 to 5 mg;
edema of cardiac failure— 5 to 10 mg; edema of
renal disease—5 to 20 mg Dosage adjustment
may be necessary during the course of therapy
How Supplied: Tablets. 2V2, 5 and 10 mg.

References:
1 Dornfeld L, Kane R: Metolazone in essential

hypertension The long-term clinical efficacy of

a new diuretic. Curr Ther Res 18: 527-533, 1975.
2 Data on file. Medical Department. Pennwalt

Prescription Products.

fSPErMWUi
Pennwalt Prescription Products
Pharmaceutical Division

Pennwalt Corporation
Rochester New York 14603
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cducotioft opporluniMc/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-
sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology
Dermatology
Diabetes
Endocrinology

Gastroenterology
Hematology
Infectious Diseases . . . .

Medicine
Neurology
Obstetrics & Gynecology
Oncology
Orthopedics
Pathology

Samuel Marney, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
Sanford B. Krantz, M.D.

Zell A. McGee, M.D.
Grant W. Liddle, M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. Griffin, M.D.

. . . . William H. Hartmann, M.D.

Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. HoUender, M.D,
Radiology A. Everette James, Jr., Sc.J.D.M., M.D.
Renal Diseases H. Earl Oinn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery
Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David HaU, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule 1977-78

Aug. 4-

Oct. 13

Fall, 1977

Sept. 23-24

Sept. 29-

Oct. 1

Oct. 17-22

Nov. 1-5

Nov. 11-12

Dec. 1-2

March 5-10

Internal Medicine Intensive Review
(each Thursday—33 hours)

First Annual John S. Zelenik Lecture

Pediatric Cardiology—8th Annual
Pediatric Symposium (9 hours)

William F. Orr Lectureship in Psy-

chiatry

Family Practice Intensive Review
(48 hours)

6th Annual Rhamy-Shelley Lectures

(16 hours)

Anesthesiology Update 1977 (7

hours)

What’s New in Obstetrics for Phy-
sicians? (10 hours)

Radiology Update 1978 (23 hours)

March 17-18 Annual Meeting, Southern Society of

Physical Medicine and Rehabilitation

March 27 7th Annual James C. Overall Visiting

Lectureship—Pediatric Pulmonary

March 22-24 Clinical Endocrinology (21 hours)

Spring, 1978 Symposium on Clinical Gynecology

Spring, 1978 Update in Management of Urologic

Malignancies—Annual Cancer Sym-
posium (12 hours)
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Spring, 1978

Spring, 1978

April, 1978

May, 1978

May, 1978

Annual Barney Brooks Lectureship in

Surgery (1 hour)

Annual L. W. Edwards Memorial
Lecture (1 hour)

Annual Frank E. Luton Lecture in

Psychiatry ( 1 hour)

Postgraduate Course in Allergy

Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)

May 24-25 17th Annual Seminar in Psychiatry,

for Non-Psychiatrists (11 hours)

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Knoxville Unit

Oct. 7 6th Annual Internal Medicine Sympo-

sium—Wood Memorial Auditorium

(Univ. of Tenn. Memorial Research

Center and Hospital), Knoxville.

Credit: AMA Category 1 and AAFP
Prescribed.

Oct. 16-18 Cancer Concepts 1977—Sheraton Inn,

Gatlinburg, TN. Credit'. 12 hours

AMA Category 1.

Oct. 20-22 Pediatric Orthopedic Conference

—

Sheraton Hotel, Gatlinburg, TN.
Credit: 11 Vi hours AMA Category 1.

For information and/or a brochure contact: Dr.

Harvey Goodman, Director of CME, UTCHS, 1923

Alcoa Hwy., Knoxville, TN 37920, Tel. (615)

971-3345.

TENNESSEE PUBLIC HEALTH
ASSOCIATION

Nov. 15-17 Tennessee Public Health 1877-1977: A
Century of Progress, A Challenge for

the Future (national conference cele-

brating the centennial of public health

in Tennessee)—Hyatt Regency, Nash-

ville.

For information contact: Anne Stringham, 360

Capitol Hill Bldg., Nashville, TN 37219, Tel. (615)

741-1614.

EAST TENNESSSEE
CHILDREN’S HOSPITAL

Nov. 1-2 Pediatric Neurology

April 18-19 A Day and One Half of Practical

Pediatrics

May 2-3 Pediatric Infectious Diseases

For information contact: Karen Lee Shields,

Committee on Continuing Medical Education, East

Tennessee Children’s Hospital, 2018 Clinch Ave.,

Knoxville, TN 37916.

TENNESSEE ACADEMY
OF FAMILY PHYSICIANS

Nov. 2-4 Annual Meeting—River Terrace &
Civic Auditorium, Gatlinburg. Credit:

up to 30 hours AMA Category 1 and

AAFP Prescribed. Fee: physicians, $25;

interns and residents, none.

For information contact: Doris Darrow, Tennes-

see Academy of Family Physicians, 112 Louise Ave.,

Nashville, TN 37203, Tel. (615) 327-3515.

TENNESSEE CHAPTER
AMERICAN COLLEGE OF PHYSICIANS

Oct. 21-22 Tennessee Regional Meeting (Advances
in Diagnosis & Treatment/ Principles

of Prevention)—Hyatt Regency Hotel,

Memphis.

For information contact: Blair D. Erb, M.D.,
Governor for ACP Tennessee Chapter, 616 W.
Forest Ave., Jackson, TN 38301, Tel. (901) 424-

2345.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy otfice practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.
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Continuing Education Schedule 1977-78

Sept. 16-17 Fiberoptic Bronchoscopy Workshop

—

University of Kentucky, Lexington.

Credit: 13 hours AMA Category 1.

Fee: $200.

Oct. 2-7

and

Oct. 23-28

Nov. 10-12

Eighth Family Medicine Review (Ses-

sion I and Session II)—Hyatt Regency,

Lexington, KY. Credit: 50 hours AMA
Category 1 and AAFP. Fee: $295.

Pulmonary Function: New Concepts

and Techniques—University of Ken-
tucky, Lexington and VA Hospital.

Credit: 16 hours AMA Category 1.

Fee: $275.

For information contact: Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, KY 40506,

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Ultrasound

Three eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine

on the following dates: Sept. 12-Nov. 4, 1977; Jan.

9-March 3, 1978; April 3-May 26, 1978. Credit:

30 hours per week in AMA Category 1. An addi-

tional two-day course is offered for obstetricians on
Dec. 8-9, 1977. Credit: 6 hours per day in AMA
Category 1.

For information contact: James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

KENTUCKY DIVISION
AMERICAN CANCER SOCIETY

Nov. 4-5 Cancer of the Bladder and Prostate

—

Stouffer’s Inn, Louisville. Fee: None;
space limited.

For information contact: George A. Sehlinger,

M.D., President, American Cancer Society, Ken-
tucky Division, 2313 Medical Arts Bldg., Louisville,

KY 40217.

UNIVERSITY OF MISSISSIPPI
SCHOOL OF MEDICINE

Nov. 10-11 Cardiovascular Review Seminar—Uni-

versity of Mississippi Medical Center,

Jackson, MS. Fee: $100; registration

limited. Credit: 17 hours AMA Cate-

gory 1 ;
AAFP applied for.

For information contact: Continuing Health Pro-

fessional Education, University of Mississippi Medi-

cal Center, 2500 N. State St., Jackson, MS 39216.

UNIVERSITY OF LOUISVILLE
SCHOOL OF MEDICINE

Nov. 10 13 th Annual Louisville Pediatric Soci-

ety Lectureship—Health Sciences Cen-

ter Auditorium, Louisville.

Nov, 11-12 1 1th Annual Newborn Symposium

Eor information contact: Billy E. Andrews, M.D.,

Department of Pediatrics, University of Louisville

School of Medicine, 200 E. Chestnut St., Louisville,

KY 40202.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Regional Meetings, Postgraduate Courses

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related specialties.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in a wide range of

topics related to internal medicine and its sub-

specialties. Averaging three to five days, they are

directed toward practicing physicians and are pre-

sented in association with medical schools and other

teaching institutions.

ACP Regional Meetings and ACP Postgraduate

Courses have been approved by the American
Medical Association Advisory Committee on Con-
tinuing Medical Education. They fulfill Category 1

requirements for the AMA Physician’s Recognition

Award.
For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Special ACP-MKSAP Courses

The ACP will sponsor 23 courses, providing in-

tensive review of the entire spectrum of medicine,

over a five-day (30 hour) period. These courses

will differ from any ever presented in that they

complement self-learning activities (through the

ACP Medical Knowledge Self-Assessment Program
—IV) and will also serve to prepare physicians

for this fall’s American Board of Internal Medicine

recertification examination.

MKSAP Course Schedule

September

7-1 1 Ann Arbor, MI
Richmond, VA
San Francisco, CA

14-18 Kansas City, MO
26-30 Cambridge, MA

Los Angeles, CA
Philadelphia, PA
Rochester, MN
Washington, DC
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October

1-5 Montauk, LI, NY
3-7 Cincinnati, OH

Denver, CO
Houston, TX
Pittsburgh, PA

10-14 Chicago, IL

17-21 Cleveland, OH
New Orleans, LA

A catalog on the courses is available by writing:

Registrar, ACP-MKSAP Courses, ACP, 4200 Pine

St., Philadelphia, PA 19104.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Aug. 8- Chronic Hemodialysis: Maximizing the

Sept. 4 Potentials—with Eli A. Friedman,

M.D., director of the Division of Renal

Diseases, Downstate Medical Center,

Brooklyn.

Assessing the Child with Acute Ab-
dominal Pain—with Russell S. Asnes,

M.D., director, pediatric ambulatory

services, Columbia Presbyterian Medi-
cal Center, New York City.

The Undergrown Infant: An American
Problem—with Myron Winick, M.D.,

director of the Institute for Human
Nutrition, Columbia University College

of Physicians and Surgeons, New York
City.

Sept. 5- Clinical Immunology Update
Oct. 2 • The Mechanisms of Immune Com-

petence

• Immune Deficiency Disorders

• Autoimmune Diseases

The telecourse faculty on this three

part program is Robert M. Nakamura,
M.D., chairman. Department of Pa-

thology, Scripps Clinic Medical Insti-

tutions, La Jolla, Cal. and Ernest S.

Tucker, M.D., University of California

School of Medicine, San Diego.

DUKE UNIVERSITY
MEDICAL SCHOOL

Oct. 24-28 Radiology Postgraduate Course—South-

ampton Princess Hotel, Bermuda.
Credit: 25 hours AMA Category 1.

For information contact: Robert McLelland,

M.D., Radiology-Box 3808, Duke University Medi-

cal Center, Durham, NC 27710, Tel. (919) 684-

4397.

UNIVERSITY OF ILLINOIS

COLLEGE OF MEDICINE

Sept. 10-16 Annual Otolaryngologic Assembly of

1977—Eye and Ear Infirmary of the

University of Illinois Hospital, Chicago.

Presented by the Abraham Lincoln

School of Medicine, University of

Illinois at the Medical Center.

Oct. 31- Laryngology and Bronchoesophagology

Nov. 5 —Eye and Ear Infirmary of the Univer-

sity of Illinois Hospital, Chicago. Pre-

sented by the Abraham Lincoln School

of Medicine, University of Illinois at

the Medical Center.

For information contact: Department of Otolar-

yngology, Eye and Ear Infirmary, 1855 W. Taylor

St., Chicago, IL 60612.

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Interstate Scientific Assembly

Oct. 31- 62nd Annual International Scientific

Nov. 3 Assembly of Interstate Postgraduate

Medical Association—Diplomat Hotel,

Hollywood, EL. In cooperation with

the Fla. Acad, of Family Physicians,

the Univ. of Miami, and the Univ. of

Fla.-Gainesville. Credit: 26 hours

AAFP and AMA. Fee: $75 in ad-

vance; $100 at the meeting.

For information contact: Alton Ochsner, M.D.,
Program Chairman, Interstate Postgraduate Medical

Association, P.O. Box 1109, Madison, WS 53701.

AMERICAN COLLEGE
OF CHEST PHYSICIANS

Oct. 30- 43rd Annual Scientific Assembly (Car-

Nov. 3 diopulmonary Medicine and Surgery:

Current Perspectives and Future Fron-

tiers)—MGM Grand Hotel, Las Vegas.

Oct. 30 Management of a Respiratory Therapy
Service (postgraduate course held in

conjunction with ACCP Scientific As-

sembly)

Oct. 31 Cardiopulmonary Technology Today
(postgraduate course held in conjunc-

tion with ACCP Scientific Assembly)

For information contact: Dale E. Braddy, MS,
Director of Education, ACCP, 911 Busse Hwy.,

Park Ridge, IL 60068.

BETH ISRAEL HOSPITAL
DENVER, COLORADO

Continuing Education Schedule 1978

Feb. 11-18 Third Annual Vail Family Practice

Conference, The Mark, Vail

Feb. 18-25 Fourth Armual Vail OB/GYN Confer-

ence, The Mark, Vail

Feb. 25- Eighth Annual Aspen Radiology Con-

Mar. 4 ference. The Aspen Institute for Hu-
manistic Studies, Aspen
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Mar. 4-11 Third Annual Vail Psychiatry Confer-

ence, The Kiandra-Talisman, Vail

Mar. 4-11 First Annual Vail Cancer Conference,

The Lion Square Lodge, Vail

Mar. 11-18 Third Annual Vail General Surgery

Conference, The Mark, Vail

Mar. 18-25 Third Annual Vail Internal Medicine

Conference, The Mark, Vail

Mar. 18-25 First Annual Vail Urology Conference,

The Lion Square Lodge, Vail

Credit: These meetings are approved for up to 25

hours AMA Category 1 (depending upon number of

class hours scheduled) and credit has been applied

for from the appropriate specialty colleges. Fee:

general registration, $190; house officers, $125.

For information contact: Beth Israel Hospital

Conference & Institute Program, 1818 Gaylord St.,

Denver, CO 80206. /~ —^

National News . . .

Continued from page 605

lem, there is a chance of final action on some mea-

sure.

The AMA proposal is designed to insure that all

Americans receive private health insurance and fi-

nancial protection against catastrophic illness. Fed-

eral contribution to premium cost would be geared

to income. Federal intervention is kept to a mini-

mum. Standards of benefits would have to be met

by all insurance plans.

The AMA plan was first dropped in the hopper

by Sen. Clifford Hansen (R-Wyo.), and Reps. Tim
Lee Carter, M.D. (R-Ky.), John Duncan (R-Tenn.),

and John Murphy (D-N.Y.).

FTC Says Medicine Is a Business

“The Federal Trade Commission is not a health

or medical agency,” FTC Chairman Michael Pert-

schuk has told a conference on competition in health

care.
|

“The business of the FTC is business, and we rec-

ognize, along with most Americans, that the delivery

of health care is business, an industry of vast pro-

portions and vital effect. Health care has become
our business.”

Mr. Pertschuk opened a two-day conference,

sponsored by the FTC which rarely holds such

events, with a reference to the AMA.
“The FTC is now in the process of receiving docu-

ments subpoenaed from the AMA, and certain state

and local medical societies. Our intention is to learn

how self-regulation—professional control over volun-

tary and state agencies—really works. There is rea-

sonable doubt that the medical profession, by itself

or through friendly state governments, is completely

open to innovation, competition, quality control, or

consumer choice.” r

HOSPITAL

A non-governmental psychiatric hospital. Accredited

by Joint Commission on Accreditation of Hospitals.

Medicare Approved. Phone: 205—836-7201

Hill Crest Foundation, Inc.

A sliorl-lerm, intensive treatment center for psychiatric

disorders, alcoholism, and drug abuse.

MEDICAL DIRECTOR:

James K. Ward, M.D.

Member of: American Hospital Association, Na-

tional Association of Private Psychiatric Hospitals,

Birmingham Regional Hospital Council.

ADMINISTRATOR;

Robert V. Sanders

6869 FIFTH AVENUE SOUTH
BIRMINGHAM, ALABAMA 35212
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If you don’t think of communications when
you have a business probiem,you may have

more problems than you realize.

The system
isthesoiution.

@
South Central Bell

"A lot of business problems are

really communications problems in

disguise. To find the solutions, turn

to a company uniquely qualified

to help—South Central Bell."

Gene New
Vice President—Tennessee

No matter what business

you’re in, communications is

playing a larger part in it than

ever before.

For better and for worse.

For example, poor

communications can turn an
efficient production line into

an inefficient one, or weaken
customer relations.

It can cause the misuse of talent

and resources. And a lot more.

You may not even realize your
communications system is the cause
of the problem itself. So you treat

the symptom instead of the cause. A
cure that won’t last long.

How to make communica-
tions work for you instead of

against you.

If all of this sounds a bit compli-

cated, take comfort from the fact that

something can be done.

You can turn to South Central

Bell for real help. It’s our business to

come up with communications solu-

tions to tough problems.

Not just voice communications,

but data as well. (We’ve been in data

almost as long as we’ve been in

existence.)

We try to know your business

aimost as weii as you do.
To solve your problems we have

to know your problems.

So for the past year and a half,

we’ve learned a lot about Tennessee
business— industry by industry. And

your systems end to end.
Whether the solution

to your problem is improved
voice communications, data

communications, or a complex
mix of both, we take total re-

sponsibility for the design, supply,

installation, maintenance and repair

of your system.

And you’ll be pleased to know
something else: when you work with
South Central Bell, we’re the only
communications company you have

to work with.

For more infonnation, just call

South Central Bell and ask for a
“problem solving” Communications
Consultant.

we can put that knowledge to work for

you. We’ve also set up teams of com-
munications experts that specialize

in paiticular industries. For ex-

ample: health cai'e, hotel/motel,

package goods, education and
so on.

Each team is headed by a

Communications Consultant

whose job it is to analyze your
problem. Then to direct our

resources towards solving it.

We stand behind

i
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Hemiplegia—A Six-Year Summary
W. T. SATTERFIELD, JR., M.D.

Over the past six years I have been privileged

to be associated with a group of young men and

women paramedicals who are not only knowl-

edgeable, imaginative, and energetic but above

all compassionate. To them this synopsis is re-

spectfully dedicated.

In April 1971 the Stroke and Trauma Unit of

the Baptist Memorial Hospital was opened at the

Lamar Unit, an autonomous but integral part of

the vast Baptist Hospital Complex in Memphis.

Two realistic goals of rehabilitation were es-

tablished: psychologic acceptance of the handi-

cap, and adaptation to the physical limitations

imposed by the handicap. The former we felt

could best be accomplished by patient exposure

to fellow patients with similar or more severe

problems, and the latter by training supervised

by a well-coordinated, specially trained multi-

disciplinary team composed of physicians, nurses,

physical, occupational and speech therapists, so-

cial workers, psychologists, orthotists, chaplains

and dieticians. We felt that return to the labor

market or even ambulation was not necessarily

the par excellance of a successful rehabilitation

program.

Under this format, 1,222 patients have been

admitted to the unit. Of these, 1,135, or 93%,
had cerebrovascular accidents causing hemiplegia,

while the remainder had hemiplegia and/or other

neurological deficits from head or extracranial

cerebrovascular injuries or benign brain tumors.

The malignant brain tumors, in general, carry

such a poor overall prognosis that at the present

time they are excluded from admission.

The only admission criterion, other than hemi-

plegia or severe neurological deficit, is the ability

of the patient to obey commands given either

From the Lamar Unit of Baptist Memorial Hospital,

1025 E. H. Crump Blvd., Memphis, TN 38104.

verbally or gesturally. This is determined in most

cases by the medical director’s personal exami-

nation prior to admission. All are admitted only

by physician referral for a two-week evaluation

period. If a realistic rehabilitation goal can be

established by the team, treatment continues

toward that goal. If not, the patient is discharged.

In order to effect a smooth transition from the

sheltered environment to the “outside world” the

family is included in our program from evalu-

ation to ultimate discharge.

Unfortunately, in 1971-73 we were not acutely

aware of the importance of proper data gathering

and failed to record many facts which we needed.

The data, thus presented, while not absolute sta-

tistically speaking, are significant, interesting and

informative.

Of these 1,222 patients 50.2% were male and

49.8% were female; 913 were white, 308 were

black and one was Oriental (Chinese). This ratio

of Caucasian to non-Caucasian admissions was

roughly 3:1, whereas when we began in 1971,

the ratio was over 4:1. The average age was

61.9 years, which showed very little change

from year to year (Fig. 1), whereas the length

of stay has decreased dramatically since 1971

(Fig. 2).

This decrease in length of stay is due largely

to our increasing expertise in treating this type

of patient, but is due also to earlier referral of

these patients, thereby preventing many of the

time-consuming complications such as contrac-

tures, respiratory problems, decubiti and emo-

tional inertia. Before the latter part of 1972 it

was our feeling that patients bound for nursing

homes or institutions would not be permitted,

because of medicolegal difficulties, to employ

their newly learned skills, such as transfers, bath-

room ambulation or even independent ambulation
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when possible, and were therefore not admitted

to the unit if we were forewarned of their ul-

timate destination. We have been assured by ex-

tended care personnel that such is not the case

and that any improvement in ambulation or self-

care techniques decreases the need for skilled

care, increases the patient’s self-worth, and in

general promotes a more rewarding future for

even the most severely handicapped. Some fa-

cilities in Shelby County accept only patients who
are ambulatory and can perform most of their

self-care skills (feeding, dressing, bathing, toi-

letry, etc.). Fortunately 79% of our patients re-

turned home to families, relatives or friends,

whereas only 16% were institutionalized either

in private or public facilities. Five percent were

lost to follow-up.

As would be expected, the great majority of

our patients are referred from the Baptist Hos-

pital attending staff (70%), but 12% come from

other intown hospitals. In and out of town nurs-

ing facility referrals account for 12% of our pa-

tients, and outpatients (18%) also utilize our

services. Many of our patients have had sev-

eral admissions for subsequent strokes. Forty-nine

percent had signs of right hemisphere involve-

ment (left hemiplegia), 47% had left hemisphere

involvement (right hemiplegia), and 4% had bi-

lateral neurological deficits.

Communication disorders, usually but not al-

ways limited to the left hemisphere injured pa-

tients, consisted of speech problems in 39% of

our patients and language problems in 38%.

The educational level of our patients, although

information is not complete because of failure of

proper documentation, indicates that most fin-

ished at least the eighth grade of formal educa-

tion. There were 204 college graduates (17%).

Interestingly, of those who attended postgraduate

school, physicians topped the list of hemiplegics

(7), followed by engineers (4), lawyers (2),

and dentists and architects one each.

The strenuousness of the program can be at-

tested to by the fact that 87 of the patients (7%)
refused to stay for their initial two-week evalu-

ation; 6% were too sick to complete the program

and were transferred back to their acute hospital

setting. The most common causes of transfer

were cardiovascular-respiratory (37), deteriora-

tion of neurological status (28), genitourinary

(20), gastronitestinal (9), fever of undetermined

etiology (4) and other nonclassified causes (21).

Several patients had two or more complications

simultaneously.

Many of our patients had medical problems

in addition to their neurological condition which

necessitated admission to the unit. Some were

cardiacs with recent acute myocardial infarctions

prior to their stroke, while 14% were diabetic.

Suprisingly, only 28% were on antihypertensive
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therapy. The controversy still rages concerning

anticoagulants in completed strokes and many of

our referring physicians are proponents. In our

series, 23% of the patients were still maintained

on anticoagulants or one of the many varieties of

platelet inhibitors. In our opinion, the only real

indication for anticoagulants in completed strokes

is in the chronic fibrillator who has embolized.

Only 15% were on anticonvulsive medications.

Dantrolene sodium, the new skeletal muscle re-

laxant, was used in 58 of our patients with in-

conclusive but generally unimpressive results.

Eleven percent were admitted with decubitus

ulcers and many with joint contractures—both

unfortunate complications which can usually be

prevented by proper range of motion and bed

positioning during the acute phase of treatment.

Both increase the length of stay, and thereby the

cost of rehabilitation, to say nothing of the pain

and inconvenience caused the patient. In spite

of the numerous coexisting medical problems, we
have had only 15 deaths (1.3%) in 1,135 pa-

tients who remained for treatment.

Ambulation, the ultimate early goal of all

hemiplegics, is unfortunately not possible in all

cases and the patient must adjust, mainly psy-

chologically, to a wheelchair existence. Such was

the experience in 22% (247 patients) in our

series. In the remaining 888 (78%), ambulation

was possible to some degree. Thirty-five percent

were independent ambulators requiring no assis-

tance whatsoever, whereas the remaining 65%
required either supervision or varying degrees

of human assistance to ambulate. The maximally

assisted ambulator is usually able to walk with

assistance to the bathroom and perhaps to meals.

This, while not ideal, is certainly superior to

a lifetime of bedside commodes and bed served

meals. Thirty-four percent were household am-

bulators and 48% were considered to be safe

ambulating in the community.

Four important deficits influencing ambulation

are (1) balance and body image, both of which

can be taught to be compensated for to some

degree; (2) lower extremity motor function, which

can be improved by therapy and bracing; (3)

lower extremity sensation, which was involved in

48% of our patients, and which also can be

compensated for with proper training; and (4)

lower extremity range of motion, either active

or passive, which was restricted in 5% of our

series. As to lower extremity motor function,

employing the seven stages of recovery by Brunn-

strom,^ the majority (65%) of our patients fell

into stages 3-4 and 5. Orthotic devices such as

braces, knee cages, wedges, etc., were necessary

in only 8% of our series, using the four criteria

for short leg bracing, which are insufficient ankle

dorsiffexion, mediolateral ankle instability, knee

instability and proprioceptive loss in the lower

extremity. These indications may appear singly

but most often are seen in combination. Fifty-

three percent required some sort of mechanical

assistive device such as a cane, quad-cane/walk-

cane, or walker.

Even though we had an extremely high overall

ambulation rate, wheelchairs were required in

57% of our patients at discharge. In most, the

length and time of abulation was limited, mainly

because of the ever present fatigue, of which

little is known or written, but also because of

other complicating medical problems in some.

The vast majority (80%) of our patients at

discharge were able to transfer (bed to chair,

chair to commode, etc.) independently or with

the minimal aid of some family member.

Self-care skills rival ambulation for the hemi-

plegic’s attention. The degree of skill attained,

like ambulation, can be graded as to the amount

of assistance required to perform a certain task.

Independence in feeding topped the list, 64% of

our patients succeeding to this summit. This was

followed by independence in dressing (52%),
hygiene (44%), communications (37%) and

lastly, household activities (11%). Just because

the individual does not attain independence in

a particular skill does not mean he cannot per-

form that skill with supervision or assistance.

Only 17% of our patients achieved complete

independence in functional use of the upper ex-

tremity, but as with ambulation, many factors

affect functional use. These again using Brunn-

strom’s seven states of recovery,- along with re-

sults of our series are ( 1 ) motor return, which

was slightly lower (62% fell in stages 1-4) than

that obtained in the lower extremity. Only 13%
achieved complete independence in motor return.

(2) Sensation, including position sense, sharp-

dull sensation, stereognosis, light touch, tempera-

ture and texture, was impaired in 47%. (3)

Shoulder subluxation (19%), upper extremity

edema (16%), and limited range of motion

(31%). (4) Hemianopsia (30%) and visual per-

ception, which includes body scheme, vertical-

Continued on page 638
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Enflurane and Epileptics

Introduction

The use of enflurane anesthesia in man may
be accompanied by a seizure pattern on the

electroencephalogram and clinically apparent

muscle activity.^ This usually occurs at concen-

trations exceeding 1.5 MAC with accompanying

hypocapnia. There is no evidence known to this

author that cerebral oxygenation is threatened

during the period of electrical seizure activity

with proper anesthetic management and we are

aware of no reports of disturbed cerebral func-

tion in the postanesthetic period which were felt

to be related to enflurane induced seizure ac-

tivity.2 To this author’s knowledge, no evidence

exists that this seizure activity may be augmented

by a patient’s disease state. On the contrary,

available evidence supports the contention that

this is a common drug effect based on concen-

tration and PaC02 levels.

The company literature accompanying en-

flurane lists seizures as a contraindication,

and a panel in a recent anesthesia publication

unanimously agreed that enflurane should not

be used in patients with seizure disorders.^

Neither source lists any reference which suggests

that seizure patients respond any differently from

normals when exposed to a properly conducted

enffurane anesthetic. In our department, seizures

have not been considered an absolute contraindi-

cation to enffurane anesthesia; because of this we
undertook to review a series of patients with

idiopathic epilepsy receiving enflurane anesthesia

for elective surgery without nondepolarizing

muscle relaxants.

Report of Cases

Twenty-four patients with apparent idiopathic

epilepsy were anesthetized with enflurane for elec-

tive surgery. All were on phenobarbital and

From the University of Tennessee Center for the

Health Sciences, Memphis, TN 38163.
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diphenylhydantoin and were reasonably well

controlled. All patients had seizure disease of

the grand mal type. Patients with petit mal or

psychomotor seizures were eliminated from the

review. All patients were normothermic prior to

surgery and no patients presented with respiratory

failure. All patients were induced intravenously

with a thiobarbiturate. Patients were not moni-

tored with an electroencephalogram, though they

were observed for clonic motor movements or

twitching. Fourteen of the 24 received succinyl-

choline for intubation. Ventilation was assisted by

hand or controlled. Sparodic PaC02 measure-

ments were not below 30 torr. Although induc-

tion concentrations were higher, maintenance con-

centrations were nearly always 2.0% or below.

No twitching or clonic activity was seen in this

group of patients. Seizures were not seen with

emergence or induction of anesthesia. No evi-

dence of disturbed cerebral function attributable

to anesthesia was seen in the postanesthetic

period.

Discussion

This author is not endorsing or condemning

the use of enflurane in epileptics, but merely re-

porting our experience. We feel seizure activity

with enflurane is related to the circumstances of

drug use rather than to preexisting patient dis-

ease. Our clinical experience to date with this

drug in epileptics is reported to assist others who
might have some need to use enflurane in humans

with idiopathic epilepsy or other seizure dis-

orders. any
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The Tennessee Physieian as a Medieal

Expert Witness—Free for the Asking or

With Reasonable Compensation?
GARY J. BYRD, M.D.

Editor’s Note: Following is a well-researched paper on the economics of

testifying as an expert witness. The reader should be aware that if he

follows the author’s advice he will be subject to contempt proceedings,

as the author i/vas. This has not yet been tested in Tennessee courts, and

a test case would be in the making.

This article is one of the products of three years of legal research at a

cost of about $25,000, in which the topic was “shepherdized” in every state

of the union and the District of Columbia. This initial work involved some
50 plus attorneys. The product was further refined by consultation with

leading medicine specialists from all sections of the United States. More
than 50 textbooks and several hundred articles were reviewed.

The author is a specialist in forensic medicine and has testified as a

medical expert witness in several hundred cases. He withheld expertise

as described in the article, was held in civil contempt of court, and
using the exact method described in the article, prevailed in his challenge.

Since his successful challenge, physicians in Houston have uniformly

been paid a negotiated fee for their testimony.

Again, be warned, if you are tempted to follow his lead. The law needs

to be tested in Tennessee, so go into it with your eyes open, prepared to

accept the consequences.

With the marked increase in medically related

cases, practicing physicians are being called into

courts of law to serve as expert witnesses in con-

stantly increasing numbers. In some instances the

physician called is a specialist in legal medicine

and thus well prepared for the task. More often

the physician being sought is primarily a chnician

who may be unfamiliar with the courtroom and

unaware of his rights and duties as a medical

expert witness.

The current status of the law in Tennessee will

be given; the various alternatives which are avail-

able to the physician who has been called to be a

medical expert witness will be examined; and the

basic rights of physicians under the United States

Constitution will be given.

From the Baylor College of Medicine, Department
of Psychiatry, Texas Medical Center, Houston, TX
77030.

A witness in a court of the law may serve as a

witness to fact in which case he primarily pro-

vides direct responses to questions asked by the

trial attorneys concerning factual matters which

are in dispute. In contrast, an expert witness may
do one or more of the following: (I) review facts

and express opinions; (2) come to conclusions;

(3) comment on hypothetical situations; (4) re-

view and explain technical procedures to the jury;

(5) insist upon clarification of a question or upon

a modified response in situations where a simple

yes or no answer to a question could be mis-

leading.

Statutory fees for witnesses are provided by

Tennessee state law. However, there is no pro-

vision in the law for extra compensation for

expert witnesses.^

Refusal to answer as a witness may be pun-
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ished as a contempt of the court in which the

action is punished.^

A subpoenaed witness who fails to appear in

court forfeits $125 to the party in whose behalf

he was called, and he is liable for all damages

resulting from lack of his testimony.^

The testimony of a medical expert witness is

based on his education, specialized training, and

clinical experience. In some jurisdictions expertise

of this nature has been regarded as being equi-

valent to property, A Pennsylvania ruling states

that “the private litigant has no more right to

compel a citizen to give up the product of his

brain than he has to compel the giving up of

material things.”'* The right of the expert witness

to be reasonably compensated has been decided

by a state supreme court ruling in ten states:

Colorado,^ Florida,® Illinois,'^ Indiana,® Iowa,®

Kansas,^® Nebraska,^^ New Jersey,^^ Pennsyl-

vania,^® and Rhode Island.^'* In each of these

decisions, except Nebraska, the absolute right of

an expert witness to be paid for his time and

knowledge was affirmed.

As the knowledge, expertise, and training of a

Tennessee physician are in all likelihood his

personal property, then if he is forced to convey

this property in the form of expert medical testi-

mony without proper compensation he would

have been deprived of his property without due

process of the law. This would violate his rights

as secured under the 14th Amendment to the

United States Constitution. As an alternative,

should the physician refuse to testify as an expert

witness on the grounds that he does not choose

to work under the circumstances he could raise

the 13th Amendment to the United States Consti-

tution which prohibits involuntary servitude.

Thus, the physician may not be involuntarily im-

pressed into the service of the state.

Then either if he simply did not want to be

involved or if he had been ordered to be an

expert witness without fair compensation, the

physician could appear in court and refuse to

testify after explaining his reasons. When faced

with the physician’s refusal to testify the presiding

judge may cite the physician for contempt of

court. The two types of contempt are criminal

contempt and civil contempt. In criminal con-

tempt citations the individual is cited for a trans-

gression which has occurred and the individual

may be punished by a fine or incarceration or
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both. In a civil contempt citation, the individual

is usually cited for that which he has failed to do:

specifically to comply with an order of the court,

and the punishment is limited to incarceration.

The expert witness who is in this particular situ-

ation, according to the United States Supreme

Court in Gompers vs. Buck’s Stove and R. Co.^®

carries with him the keys with which he may
unlock the jail at any time simply by yielding to

the demands of the court.

This would seem to place the physician expert

witness at the mercy of the trial court. There is

an alternative, however. In order for a judge

to legally cite a witness for contempt and order

him jailed until he complies with the demands of

the judge, it is essential that those demands be

reasonable and that the judge have specific au-

thority in the law to make such demands. If the

medical expert witness should believe that the

court cannot meet these requirements then he can

test the validity of the contempt citation collat-

erally by way of an application for a writ of

habeas corpus. This would establish a test case

which could be appealed to a higher court. Upon
review in the higher court, should Tennessee

state laws conflict with the rights guaranteed the

physician expert witness under the United States

Constitution then the former would have to yield

to the latter.

Prior to a specific ruling from a Court of

Appeals in Tennessee, a possible alternative would

be for the local bar associations, medical societies,

and judiciary to design a mutually acceptable

method of fairly compensating the Tennessee

physician for serving as a medical expert witness.

REFERENCES

1. Tenn Code Annotated §§ 24-401 to 24-406, 40-2421.

2. Tenn R Civ Proc 45.06.

3. Tenn Code Annotated § 24-208.

4. Pennsylvania Co for Insurance Philadelphia, 262 Pa 439,

442, 1918.

5. Lamont Riverside Irrigation District, 498 P 2d, 1972.

6. Tiedke vj Fidelity and Casualty Co of NY, 222 So 2d 206,

210, 1969.

7. Ill Sup Ct R 17-2, 5 Sept 1961 (Impartial Medical Experts).

8. Dills State, 59 Ind 15, 1877. (Additionally, the State

Constitution states “No man’s particular services shall be de-

manded without just compensation.”)
9. Snyder vj Iowa City, 40 Iowa 646, 1875.

10. Womer vi Aldridge, 125 P 2d 392, 1942.

11. Peek Vi Ayre’s Auto Supply, 155 Neb 233, 51 NW 2d 387,

1952.

12. Stanton r^i Rushmore, 112 NJL 115, 169 A 721.

13. Evans I’i Otis Elevator Company, 403 Pa 13, 168 A 2d 573,

1961.

14. L’Etoile vi Director of Public Works of State of Rhode
Island, 153 A 2d 173.

15. Gompers vi Buck’s Stove and R Co, 221 US 418, 31,

Super Ct 492, 1911.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



An Evaluation of the Roll-Over Test
R. DANIEL BRAUN, M.D., and ALFONSO E. BARNES, M.D.

In 1974, Gant et aP reported on a clinical test

for predicting the development of acute hyper-

tension of pregnancy which they referred to as

the supine pressor test. Since that time, it has

been popularly referred to as the “roll-over” test.

This evaluation of the roll-over test was under-

taken because if further extensive study verified

the original results, this simple clinical test which

can be performed anywhere with a minimal

amount of equipment would predict patients who
would develop toxemia of pregnancy. Armed
with these data, we could select patients for

testing various forms of preventive therapy, and

perhaps in the very near future we would be

able to prevent toxemia.

Materials and Methods

One hundred and six normal gravidas, 57

primigravidas and 48 multiparas, between 28

and 32 weeks’ gestation were chosen at random

from the Baroness Erlanger Hospital Obstetric

Clinic. All patients were followed in the obstetric

clinic in the routine manner. Diet control and

sodium restriction were not imposed. The head

nurse in the obstetric clinic performed the test

using the exact technique described by Gant. That

is, the patient was placed in the left lateral re-

cumbent position and auscultatory blood pressure

measurements utilizing the first and fifth sound

of Korotkoff were obtained at five-minute in-

tervals until a constant baseline diastolic blood

pressure was established. This required a mini-

mum of 15 minutes and a maximum of 35

minutes.

When the constant baseline had been achieved,

the patient was told to roll over to the supine

position and the blood pressure was again

measured immediately and also five minutes later.

If the diastolic blood pressure increased 20 mm
of mercury, the test was considered positive. The

results of this test were recorded only in a book

which was kept by the clinic nurse, and the results

were not made known to the clinicians managing

the patients.

From the Department of Obstetrics and Gynecology,

University of Tennessee College of Medicine, Clinical

Education Center—Chattanooga, Chattanooga, TN
37403.

Dr. Barnes is now with the University of Cincinnati.

The clinician who managed the patient made
the diagnosis as to whether or not the patient

had been hypertensive. For the purposes of the

study, hypertension is defined as a blood pressure

increased to at least 140/90 mm of mercury, ac-

companied by an increase of the diastolic blood

pressure of at least 20 mm of mercury above

previous levels during the pregnancy. At the

completion of the study, the clinic nurse turned

her record book over to the investigator who
then correlated the results of the roll-over test

with the outcome of the patient.

Results

Of the 106 roll-over tests performed, 35 were

positive and 71 were negative. Of our 106 pa-

tients, 26 (24%) developed hypertension ac-

cording to our previously mentioned definition.

TABLE 1

Positive Tests Negative Tests

Hypertension 15 11

Toxemia 10 6

Looking at these 26 patients (Table 1) only

15 had positive tests, while 11 had negative tests.

Sixteen patients had classic preeclampsia with

albuminuria, edema, or hyperreflexia in addition

to hypertension. This is 15% of the whole group

and is equal to the average incidence of toxemia

in our clinic population over the last year. Of

these 16 patients, ten had a positive test (seven

primigravidas and three multiparas) while six had

a negative test (five primigravidas and one multi-

para).

Positive Tests

False Positive

Negative Tests

False Negative

TABLE 2

Primigravidas Multiparas

13 22

6 (46%) 14 (64%)

44 27

8 (18%) 3 (11%)

Looking at the positive tests (Table 2) 20

of the 35 (58%) did not develop hypertension

(six primigravidas and fourteen multiparas),

while 15 (42%) did become hypertensive. On
the other hand, 60 of the 71 (85%) patients

with negative tests did not develop hypertension,

while 11 (15%) did develop hypertension.
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The total number of correct predictions was

75 of 106 (71%). Dividing our group into multi-

paras and primigravidas, there were 43 of 57

(75%) correct predictions in primigravidas and

32 of 49 (66%) correct predictions in multi-

paras.

Oiscussion

From this, it can be seen that if we had used

the roll-over test as a predictor on our pa-

tients, we would have predicted that 35 (33%)
of them would develop hypertension. In reality of

this 35, only 15 of the 26 patients who developed

hypertension were identified. This means that only

57% of those patients with hypertension were

identified in the group of one third of the entire

population.

While looking at it from the other side, 11 of

71 (15 %) of the patients with negative test did

develop hypertension.

It is obvious from our results that we have

not been able to equal the 93% accuracy for

Hemiplegia . . .

Continued from page 633

horizontal perception, form consistency, direc-

tionality, visual-motor coordination and, spacial

relations, 15%.
Slings, either of the walking or overhead type,

were advised in 15% of our discharges. Splints,

usually of the resting hand or cock-up types, were

employed in only 7%.
Outpatient therapy was recommended in only

18%, due largely to the inaccessibility of trans-

portation and the scarcity of qualified physical,

occupational and speech therapists in the rural

areas.

One rehabilitative modality which is increasing

in use is rehabilitative surgery. Surgical interven-

tion for correction of joint and tendon contrac-

tures, the elimination of painful and/or frozen

joints and for procedures such as neurolysis and

neurectomy is increasing in popularity. Our ex-

perience with this modality is extremely limited

but hopefully will broaden in the coming years.

Motivation, that elusive attribute which can

neither be borrowed, bought, inherited nor wished
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a positive test or the 9 1 % accuracy for a negative

test reported by Gant and co-workers.

Conclusion

In our OB population, toxemia is a severe

disease. Over one half of our perinatal mortality

is associated with toxemia. It therefore would

have been very helpful to our practice if we had

verified the Dallas work.

However, utilizing the exact technique de-

scribed by Gant et al, we have not been able to

duplicate their results. While we realize that this

is not a large series of patients, we do feel that

it is large enough to be significant; however, we
are continuing the work at the present time and

would hope to report at a later date on a much
larger group of patients. We also eagerly look

forward to seeing the results of other investigators

around the country. r ^
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for, is the hallmark of successful rehabilitation.

Motivation encompasses acceptance. So often the

handicapped masters the arts of ambulation and

self-care only to find himself consumed in hope-

less frustration because of his inability to accept

his disability. Successful rehabilitation requires

psychological acceptance of and adaptation to the

limitations imposed by the handicap. Depression,

a common emotional state in hemiplegic patients,

can best be decreased by early mobilization, vis-

ualization of others less fortunate, and hard work.

Surprisingly, in our series we have had only one

suicide in 1,135 patients (0.9%).

In some small way we hope that this synopsis

has contributed to your knowledge of hemiplegia,

and that with knowledge comes understanding.

It is our hope that with that understanding these

individuals can be helped to live out the re-

mainder of their lives in dignity and contentment.
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The Foggy Crystal Ball:

A Look at Mandatory Continuing Medical Education

JOHN B. THOMISON, M.D.

In Spite of all that has been written and said

about continuing medical education (CME) and

the administrative and educational process, there

is an appalling lack of knowledge about it, even

among people who should know. This is about

CME—where we are and where I think we are

going, as much as I can tell where it looks like

we are going. The complexion of things has

changed in the past year or so, and for a more

detailed account of that I refer you to an earlier

article I wrote.

^

Because of the confusion over the accrediting

process, I am going to review it

briefly. It is much oversimplified,

and does not pretend to consider

all the ramifications. Until this

July, accreditation of CME was

carried out through the AMA
Council on Medical Education.

All other medical education ac-

creditation (undergraduate and

graduate) was carried out

through the Coordinating Coun-

cil on Medical Education
(CCME) through its liaison

committees, the Liaison Com-
mittee on Medical Education (LCME) and the

Liaison Committee on Graduate Medical Edu-

cation (LCGME). On July 1, accreditation of

CME went under the Liaison Committee on

Continuing Medical Education (LCCME). The

LCCME is formed of representatives from the five

parent organizations of the CCME: the AMA

—

four representatives; the Association of American

Medical Colleges (AAMC), the American Hos-

pital Association (AHA), the American Board of

Medical Specialties (ABMS), and the Council of

Medical Specialty Societies (CMSS)—three rep-

Chairman, Tennessee Medical Association Committee
on Continuing Medical Education.

resentatives each. Each of these has veto power.

Also represented are the Association for Hos-

pital Medical Education (AHME—directors of

medical education in large hospitals), the Fed-

eration of State Medical Boards (FSMB)—one

representative each; and finally one representative

from the public and one from the federal govern-

ment.

There is a great deal of suspicion all around.

The state medical associations’ CME committees

feel they should have a voice in the LCCME, and

the chairmen of the state committees have formed

a presently loose organization to

that end. It is, after all, the state

committees who are doing most

of the leg work in the accredi-

tation process. The LCCME, on

the other hand, and particularly

the AAMC, is suspicious of the

state organizations—that they are

sloppy and recommend accredi-

tation of programs which should

not be accredited. Representa-

tives of the state organizations

will begin in September to attend

LCCME meetings as observers,

beginning with the first three states to be ap-

proved for accreditation: California, Tennessee,

and Pennsylvania, plus Virginia.

The AMA is opposed to adding another or-

ganization to the LCCME because the committee

is already so large as to be unwieldy, and they

feel the state societies are adequately represented

through the AMA members. The state committees

do not agree.

As a final touch, the Federal Trade Commis-
sion has stated it is in conflict of interest to allow

an organization or group to accredit itself, and

has said medicine should not be allowed to ac-

credit its own educational institutions. I must
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ask, “Who else is qualified to pass on medical

education but those who either do it or use it?

Just who do they have in mind?” The answer

—

you guessed it. We may get to 1984 before 1984!

And so continuing medical education rolls on.

The feeling is spreading that we may have cre-

ated a monster. Exactly who “we” is, is by no

means certain. And though his exact size and

shape are hard to make out, I doubt the monster

can be killed. But we may be able to stunt his

growth. The monster is mandatory CME.
It has been about ten years since President

Johnson’s “blue ribbon” commission on health

manpower made its famous report containing the

unfounded and libelous accusation that doctors

were endangering the public welfare, as after

graduation from medical school they never learned

anything new, and were therefore depriving the

public of advances in medical knowledge.

Reaction to the report did not stop with the

usual disclaimers that doctors have always con-

tinued their education as long as they remain in

practice. With a few glaring exceptions that are

often highly visible, this certainly is true. The
AMA Board of Trustees saw by the handwriting

on the wall that in some circles at least we had

been found wanting, and by setting about to shore

up continuing medical education, we got the jump
on the feds. Barely.

Historically, the medical schools had for the

most part turned their backs on postgraduate

education. Their few sorties into the area had,

with a few exceptions, such as the University of

Kansas, proved a waste of time and effort. The

problem, of course, was that little attention was

paid to the actual needs of the practicing physi-

cian, and the faculty generally was not interested

either in finding out those needs or in doing the

necessary work. The physician gained his educa-

tion by his own efforts—reading journals, consult-

ing his colleagues, and attending meetings.

Mostly, it served him and his patients well. The

problem was with the few who neglected it.

The problem still exists. It will not be cured by

much of anything in CME, because those problem

doctors will just log in their hours and play golf.

Only the requirement of a challenge examination

has a chance to make any impression on that

group, and that has been determined to be a

poor method of assessing physician competence.

It says nothing about how the doctor cares for his

patients, which is a function of the medical audit,

and in that sense the audit is a good educational
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tool as well as a disciplinary “stick” for those few

who need it.

Once started, the CME snowball picked up

not only momentum but also a lot of accretions.

It is the accretions which form the monster.

The Oregon doctors, for reasons I do not know
and which probably are not germane, determined

that a certain number of CME hours should be

required for membership in the Oregon state as-

sociation, and at about the same time the AMA
had decided it would be nice to give an award

to physicians who completed 150 hours of CME
in three years. Some other medical associations,

and then some legislatures and specialty societies

got into the act, and mandatory CME became a

reality.

Why did it?

Professions are by definition elitist. They were

originally limited to medicine, the law, and theol-

ogy. Implicit in the term is the idea that profes-

sional men know about the subject they profess,

and the laity do not. The term came to be ex-

panded in scope to include classes of people origi-

nally designated artisans and, later, technicians.

The idea that a professional person would not

desire to remain the most knowledgeable person

around in his particular field is totally foreign to

the term “professional” as it is defined, so in

the sense that he has to be coerced into doing

what he must do to remain professional is a dero-

gation of both the term and the position. Perhaps

that stricture is a natural outgrowth of expanded

scope.

Just who thinks doctors are wanting in scholar-

ship and interest? Is it the public? Public opinion

polls indicate physicians as a group are still held

in highest regard. If it is not the public, who then?

Legislators? At least in some instances, appar-

ently so. “Doctor watching” in the form of PSRO
began in reality as a cost containment measure,

but in order to avoid appearing crass and unfeel-

ing, the involved senators and congressmen in-

sisted they were really interested in “quality” of

care, and that maybe improved care might save

money—but that was only incidental.

Early discussion in CME conferences—say

eight or ten years ago—centered around motiva-

tion. “How do you motivate doctors to continue

their education? Do you use the carrot or the

stick? And what is the carrot? What is the stick?”

Now there is of course nothing wrong with

CME. It is both necessary and desirable. Genera-

tions of physicians have witnessed to this fact.
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And the information explosion of the past few

decades has complicated the education process

tremendously. But somewhere along the line we

have been led down a primrose path (though I

do wish to state that both your own CME Com-
mittee and the TMA Board have steadfastly op-

posed mandatory CME in this state). Benjamin

Wells, M.D., director of CME at the University

of Alabama in Birmingham, has written several

penetrating articles on the subject, and while I

am not in agreement with his every conclusion,

I think in general his head is screwed on right.

In commenting that some random items he had

assembled in an editorial entitled “CME—Pro

and Con”^ did not really hang together. Dr. Wells

says, “There is not a logical flow from one to the

other. But this is characteristic of life and real

experience. When things begin to make logical

sense, you can be sure that someone, usually a

politician or a do-gooder, is constructing a sce-

nario that you are expected to believe. Ten to one

you will believe it as soon as the facts are suffi-

ciently distorted to make the fiction look good.”

I am afraid this is where we are right now with

CME. Too close inspection of how the scenario

got constructed or who constructed it would be

at best unfruitful, and I suspect actually counter-

productive. Quite likely all of us who have had a

part in CME have been accomplices to some

extent, mostly unwitting. The fact of the matter

is, though, that this is where we are, and we are

going to have to live here. We just need to make

as sure as possible that we handle the situation

in the best possible way.

The problems of medical care are due in part

to a general lack of knowledge, in part to the lack

of dissemination of the knowledge which is the

property of a few experts, in part to the difficul-

ties in the application of the knowledge we have,

in part to imponderables, and in part—a very,

very small part—to the indolence, greed, and/or

callousness of a few members of the profession.

CME speaks to the second item only, and man-

datory CME to the last and by far the smallest

part of the problem. Many other elements are

involved to which CME does not speak at all,

and yet the federal bureaucracy and sometimes

the medical and commercial establishments be-

have as if it does and that all we have to do to

solve all the nation’s health care problems is to

be sure every doctor gets 150 hours of CME
every three years and possibly takes a recertifying

examination.

Dr. Wells has pointed out that not only must

real needs be identified and met by carefully de-

vised educational experiences, and the results

tested and evaluated (none of which we yet know
how to do very well), but that we are just begin-

ning to realize that the most critical deficiencies

of health care are not those that relate to lack

of knowledge or skill. There are those which he

says can best be described as behavioral, and

concern the overall logistics of health care: the

organization of services; the optimal use of allied

and subprofessional support; patient orientation,

education, and motivation toward disease preven-

tion and self-care; the economical and safe use

of diagnostic and treatment procedures; and a

host of similar topics. These have emerged only

in recent years, and we are poorly prepared to

teach them. We are, he says, for much of truly

relevant CME, still looking for the ballpark.

In a previous paper,® Dr. Wells addressed sev-

eral other problem areas associated with CME.
I will touch on them briefly, with some comments.

The first is that there are two basic misleading but

highly persuasive implications in the presentation

of formal courses in CME. These are that knowl-

edge conveyed in courses is somehow certified as

correct, and the corollary that “certain groups and

individuals know how to practice medicine, and

their methods should be immediately transferred

to the large body of physicians who do not know
how to practice medicine.” He points out that

this “town-gown” distinction is unsupported and

indeed unsupportable in this present generation,

and is certain “to produce antagonism if not

downright hostility toward much of continuing

medical education.”

In fact, says Dr. Wells, “we do not even know
how to teach beyond the graduate level. CME is

demonstrating that we can indeed teach an old

dog new tricks, but it is really hard to find a

teacher who knows more than the ‘old dog,’ and

we have so far found no way of measuring his

improvement. CME remains essentially experi-

mental,” Any experienced teacher knows that

when a “topic expert” expounds on the state of

his art from the podium, 90% of his words “fall

soundlessly between the chairs of a nonparticipat-

ing audience.”

There are two other schools of thought: one

thinks of CME in terms of hardware; the other

is busily designing “huge libraries of software

designed for the painless conveyance of knowl-

edge and skills. Under the threat of mandatory
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CME we have been overly concerned with the

process of education. . . . We have been so busy

keeping score that we may forget to play the

game. . . . Learning is a private and highly indi-

vidualistic matter into which teachers may seldom

penetrate. Learning is an independent process

which is subject to no external mandate. . . . True

learning begins with an individual desire and indi-

vidual insights into one’s own needs, and individ-

ual resolution followed by self-discipline and self-

responsibility. Teachers, if they are needed at all,

only supply a measure of stimulus, select the

pages, and change the slides.

Dr. Wells has summarized the situation quite

well, as far as he goes. There are some other

accretions in the snowball, though, which need

attention, and these are impinging increasingly

on the consumers of CME. That’s us.

Willie Sutton had been a robber of banks for

years when he masterminded the famous Brinks

robbery. When he was finally caught, psycholo-

gists were enthralled by the notion that they

would gain some insight into what makes bank-

robbers tick. In answer to the simple question,

“Willie, why do you rob banks?” came the simple

answer, “Because that’s where the money is.”

This became known as Sutton’s Principle. It is fol-

lowed by many people and groups—by most of

us, consciously or un-, to some extent. It is being

applied very successfully to CME.
The magic word is “cost.” If carried to its logi-

cal conclusion it could consume a pretty good

chunk of the gross national product. A number

of commercial ventures have arisen with an eye

toward the CME market, offering cruises, safaris,

and what have you. Some of the courses being

offered are incredibly expensive.

I do not wish to accuse anybody of anything,

but it is a strange coincidence that there are those

in the AAMC who affirm that only the medical

schools, which over the years have eschewed

CME as a waste of time and effort, are capable

of carrying out acceptable education programs.

In addition, all the aforementioned cruises—at

least those approved for Category 1—are manned

by university people in lavish accommodations

for which the participants pay. Much of the im-

petus for mandatory CME came from the medical
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educators, and I suspect the momentum has been

generated by them as well.

A question which desperately needs answering,

though, is this: When everyone is required to

have a certain number of hours of CME, and

perhaps examinations, where will we put all the

reluctant, rebellious students, and who will teach

them? The one who will ultimately bear the bur-

den for all this expense and effort is the patient,

as more and more of the doctor’s time, energy,

and money goes into the education process, much
of it unnecessary and of little or no value.

The AMA and your own Board of Trustees

and CME Committee went into this program with

the notion that most of the physician’s educational

needs could be met close to where he practices,

based on his own perceived needs and desires,

and at little cost. The fear is that mandatory CME
and the requirements of the LCCME will change

all that.

A certain amount of cynicism about the edu-

cation process is already detectable, and it is

growing. Already there is visible an effort to get

the most Brownie points for a minimum of effort.

Our objective, to bring about a change in practice

habits, must be wholly acceptable to the individ-

ual doctor, otherwise we are wasting our time and

a great deal of money.

Dr. Wells, who, mind you, is a long-time medi-

cal educator, ends his aforementioned editorial

with the statement that “We must give increasing

weight to the experience and opinions of prac-

ticing professionals as opposed to academic spe-

cialists and professional teachers,” as well as

“keep the system open, flexible, and voluntary.

Not one of us is yet qualified to impose his views

on the rest of us.”

To which I can only say. Amen. I’m not sure,

though, that the establishment will buy it. We
had best gird up our loins for a hard fight, or

else drink the hemlock. /~

230-25th Ave., North
Nashville, TN 37203
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Cholestyramine Treatment of

Intractable Diarrhea

CHURKU MOHAN REDDY, M.D., SABURO HARA, M.D., and E. PERRY CRUMP, M.D.

Cholerheic enteropathy is characterized by

diarrhea and cramps resulting from excessive

amounts of bile salts in the colond Cholestyr-

amine is a quaternary ammonium anion ex-

change resin with a strong affinity for bile salts.

^

Its oral administration has been beneficial in the

treatment of diarrhea associated with ileal re-

section or bypass,® irritable colon syndrome'^ and

acquired hypogammaglobulinemia.® Seven infants

with persistent nonspecific diarrhea have been

successfully treated with a brief course of oral

cholestyramine therapy.® Berant and Associates^

treated 20 infants with intractable diarrhea of

infective as well as of unknown etiology. A dra-

matic response to cholestyramine resin in two

adult patients® and in a 6-month-old infant® with

pseudomembranous colitis have been reported.

This communication describes an additional

case of an infant with intractable diarrhea who
responded to cholestyramine therapy.

Case Report

A 6-month-old white male infant of 40 weeks’ gesta-

tion with a normal delivery was admitted to Hubbard
Hospital on Feb. 12, 1977. Admitting complaints in-

cluded a three-week history of diarrhea which did not

respond to oral administration of electrolyte solution

and variable strengths of milk formulas suggested by
his doctor. He continued to have watery stools 10 to

12 times per day prior to admission. He lost about
1.4 kg over a period of three weeks. Upper gastro-

intestinal series with barium were done by a private

physician and reported as normal.

At the time of admission the infant was noted to be
irritable, with a temperature of 36.8 C and weight of

7.6 kg. He was in poor nutritional status and was
severely dehydrated. Eyeballs and anterior fontanel were
sunken. Skin turgor was poor. On admission, blood
chemistries were as follows: Serum sodium 119 mEq/L,
potassium 3.8 mEq/L, C02 20 mEq/L, chloride 76
mEq/L, total protein 5.6 gm/dl and albumin 3.8 gm/dl.
Serum calcium, phosphorus, alkaline phosphatase, glu-

From the Department of Pediatrics, Meharry Medical
College, Nashville.

Reprint requests to Department of Pediatrics, Meharry
Medical College, Nashville, TN 37208 (Dr. Reddy).

cose, glutamicoxaloacetic transaminase, BUN, uric acid

and cholesterol were normal. The peripheral WBC was
8,100/ml, with segmented neutrophils 44%, and lympho-
cytes 56%. Hemoglobin was 12.2 gm/dl. The admission
lumbar puncture revealed a clear cerebrospinal fluid

with 2 WBC/ml. The protein was 89 mg/dl and a CSF
glucose of 59 mg/dl with a concomitant serum glucose

of 85 mg/dl. Subsequent cultures of the blood and
cerebrospinal fluid cultures revealed no growth for bac-

teria.

Stool cultures were repeatedly negative for bacterial

and parasitic pathogens. Stools for reducing substances
were repeatedly negative and stool pH was neutral.

He was initially managed with intravenous fluids and
continued to require massive amounts of fluid and
electrolytes intravenously to replace stool losses. Over
the next four days, he had an average of 12 watery
stools daily. Then cholestyramine 2 gm was given orally

at eight-hour intervals for seven days. Within 24 hours,
the number of stools decreased to four and became
pasty. He began passing normally formed stools within
36 hours, oral feedings were gradually initiated and
parenteral fluids were discontinued. Cholestyramine was
discontinued over the next three days. The infant was
discharged after a two-week hospital stay on a regular
diet and in a satisfactory condition. He was subsequently
followed in the office and he is doing well without re-

appearance of diarrhea.

Discussion:

The terminal ileum has been shown to be the

major site of bile acid reabsorption. If this

portion of the bowel is resected, bypassed or

diseased, increased amounts of bile acids reach

the colonic lumen. Bile salts in the large bowel

decrease water and glucose absorption, augment

large intestinal mobility, or increase the secretion

of water and sodium by the colonic mucosa.^’®

Cholestyramine has been shown to bind bile

acids- and endotoxins. It may act through bind-

ing of endotoxins or bile acids in the intestinal

lumen, thus allowing time for recovery from

injury to intestinal mucosa. In the above case,

the infant continued to receive massive amounts

of fluids and electrolytes. Probably he might have

secretory diarrhea, even though detailed studies

were not done.

Continued on page 661
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Digitalis Intoxication

CHARLES E. KOSSMANN, M.D, Editor

JAMES G. PORTERFIELD, M.D.:
This 77-year-old black man was admitted on March

15, 1976 with the chief complaint of three episodes of

dizziness over the previous four days. They occurred

suddenly without relation to position or activity and
were not associated with loss of consciousness.

The patient was thought to have atherosclerotic heart

disease manifested by premature systoles and some
electrocardiographic abnormalities. Symptoms of dimin-

ished cardiac reserve were said to have begun in 1960.

He was placed on digitalis and a daily diuretic at that

time with minimal or no improvement of symptoms.
Nevertheless he was kept on the medication irregularly

thereafter. In the next 16 years he was followed in the

cardiac clinic with little or no progression of his disease.

In 1965 he had an appendectomy and a prostatectomy
(transurethral) without incident. In 1974 he had a pneu-
mococcal pneumonia, uncomplicated. He had smoked
a pack of cigarettes daily for 30 years. Digoxin 0.25 mg,
P.O., q.d. was begun again on Jan. 12, 1976 and di-

uretics were continued as before. The serum potassium
was 4 to 5 mEq/L on several determinations. He had
atypical chest pain on several occasions and was felt

to have had small coronary closures in the course of
his disease. On the present admission he also complained
of dyspnea on exertion on walking one block or on
climbing one flight of stairs.

On examination the pulse was 42 beats per minute
and regular with premature systoles. The blood pressure

was 130/80 mm Hg. He was well nourished and well

developed and in no acute distress. He was oriented for

time, place and person and displayed good mentation

and appropriate affect. The pupils were round and
reacted to light and accommodation and the extraocular

muscles were intact but the retinae showed a fairly ad-

vanced degree of arteriolarsclerosis. Signs of congestion

of the circulation were limited to distention of the

jugular veins, bilateral small inspiratory rales in the

lungs, and a trace of pretibial edema. The heart was
slightly enlarged with the first and second sounds nor-

mally split. There was a third sound audible at the apex.

Laboratory studies were as follow: Hematocrit 40%,
WBC 7,100 with 76% polymorphonuclear leukocytes.

The blood glucose was 111 mg/dl and the BUN 24
mg/dl. Serum potassium, sodium, bicarbonate, and
chloride were 5.5, 140, 29 and 106 mEq/L respectively.

The electrocardiogram showed sinus bradycardia with

an angle alpha of approximately minus 30° in the

frontal plane, and there were some premature ventricu-

lar systoles. There was relatively high voltage of QRS
with depressed S-T segments and inverted T waves in

leads from the left side of the precordium such as seen

with left ventricular hypertrophy. The x-ray of the

chest showed some atherosclerosis of the aorta and
minimal enlargement of the heart. A serum digoxin

City of Memphis Hospital Case #022730.

level on March 16, 1976 (the day after admission) was
2.4 ng/ml (normal 0.5 to 2.0 ng/ml).
The digoxin was discontinued and within three days

the heart rate increased to normal values and symptoms
of cerebral ischemia subsided. But in view of the appar-
ent evidence of sick sinus syndrome, the patient was
considered for a pacemaker and this was subsequently
inserted.

It was the impression that the patient’s dizziness was
on the basis of the sinus bradycardia secondary to

atherosclerotic ischemic disease of the sinoatrial node
and serum digoxin above the normal therapeutic range.

The plan was to re-evaluate the digoxin dosing regimen
based on the patient’s renal function and the measured
level of digoxin that resulted from the previous dose
of 0.25 mg daily.

ARTHUR B. STRAUGHN, Pharm. D.:

Several prospective and retrospective studies in

recent years have shown the incidence of toxicity

to digitalis glycosides to range from approximate-

ly 10% to 35%. In these studies, the mean toxic

serum concentration for digoxin ranged from 1.7

ng/ml to 5.7 ng/ml. In two studies by JelUffe

and Ogilvie,^^^ the incidence of toxicity to digoxin

in hospitalized patients was 35% and 23% re-

spectively. After a program was begun in which

the housestaff was taught how to administer

digoxin using pharmacokinetic principles, the in-

cidence of toxicity was reduced by half. A review

of serum digoxin levels in the City of Memphis

Hospital by a doctor of pharmacy resident re-

vealed that over a period of six months 35% of

all the levels of digoxin were greater than 2.0

ng/ml. This does not mean that 35% of the

patients were toxic, because it was not known
why the serum levels were ordered, but it does

indicate that many patients displayed levels often

associated with toxicity.

The contemporary approach to prescribing

digoxin involves the utilization of pharmacokinetic

principles. Pharmacokinetics is not an esoteric

mathematical science that requires the use of

sophisticated computer systems but is a valuable

clinical tool that can be used by therapeutists

with a minimum of mathematical background.

Briefly defined, pharmacokinetics is the study of
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the body’s action on drugs. It is the quantitative

study of the rates at which the body absorbs,

distributes, metabolizes and excretes drugs. In

the clinical application of pharmacokinetics, the

body is regarded as a mathematical model which

allows drug levels at specific times during the dos-

ing interval to be estimated. When using pharma-

cokinetics clinically it is assumed that there is a

relationship between the drug level in the serum

and the pharmacological response in the indi-

vidual patient. For example, the optimal thera-

peutic response with digoxin in patients with un-

complicated congestive heart failure is usually

achieved with levels between 0.5 ng/ml and

2.0 ng/ml.

Pharmacokinetics is a relatively new discipline

and has become of value clinically only with the

development of specific and sensitive assays for

the measurement of drug levels in biological sys-

tems. Ideally, the way to characterize the pharma-

cokinetic parameters of absorption, distribution,

metabolism and elimination in a patient would be

to measure multiple serum levels over a single

dosing interval but with digoxin this would be

costly and in most cases impractical. (The cost

of determining one digoxin level in this institution

is approximately $20.) Therefore, the essential

pharmacokinetic parameters must be estimated

from the patient’s physiological status. For ex-

ample, the rate at which digoxin is eliminated

from the body has been shown to be related to

the patient’s renal function. Thus the half-life*

of the digoxin may be estimated from the pa-

tient’s creatinine clearance (v.i.).

Essentially, pharmacokinetics is a tool that may
be used in a clinical situation to estimate serum

drug levels resulting from a specific dosing regi-

men. It must be emphasized that pharmacoki-

netics, like any other clinical tool, must be utilized

as part of the overall decision-making process in-

volved in developing the patient’s pharmacologic

management. The final decision regarding the

patient’s drug therapy should be based on all

clinically relevant parameters. For example,

pharmacokinetic analysis of a patient’s digoxin

therapy might estimate the serum levels to be in

excess of 3.5 ng/ml, but even if the measured

levels are in agreement, there would be no need

to change the therapy if the patient was respond-

*The half-life or half-time (tVi) of a drug (also

called the elimination half-time) is the unit of time in

which 50% of it has been eliminated from the body.
For digoxin the iV2 is approximately 44 hours in pa-
tients with normal renal function.

ing satisfactorily without clinical toxicity.

In a patient receiving digoxin, the most mean-

ingful serum levels are usually those obtained

at the end of the dosing interval just before the

next dose. A recent study conducted by a

doctor of pharmacy resident evaluated the use-

fulness of digoxin levels ordered in the City of

Memphis Hospital. He determined that only 10%
of the levels were of real clinical value because

the times at which the serum samples were ob-

tained and the dosing regimen of digoxin at the

time the samples were obtained were unknown.

It was not possible from these levels to suggest

a better course of therapy because of inaccuracies

in collecting the data. Obviously, many patients

enter the hospital with an unknown digitalis

dosing history. A serum level in these will aid

in determining compliance or in confirming tox-

icity, but in order to maximize the use of serum

digoxin levels, dosing history and sampling times

are of the utmost importance.

Dr. McGraw is going to discuss the pharmaco-

kinetic techniques used in evaluating and devel-

oping digoxin dosing regimens.

BENJAMIN F. McGRAW, Pharm. D.:

The four essential pharmacokinetic parameters

used to evaluate digoxin therapy are absorption,

distribution, metabolism, and excretion.

Absorption

The absorption of the digoxin (Lanoxin)

tablets is approximately 60%; of the elixir ap-

proximately 80%. I am referring to the Lanoxin

brand of digoxin in this discussion because recent

literature indicates that the absorption of other

brands of digoxin are quite variable.®

Burroughs Wellcome has recently revised the

dosing recommendations for digoxin.'^ This is not

because of a change in formulation of the digoxin

tablets; they are no more bioavailable than pre-

viously. The new recommendations are the result

of pharmacokinetic and pharmacologic studies

that indicate most patients actually need less

drug in the body than was previously thought.

The amount of digoxin absorbed becomes clin-

ically important when switching a patient from

intravenous to oral therapy or the reverse. The

dose must be increased or decreased by approxi-

mately 40% to maintain the same effect. The

absorption of intramuscular digoxin has been

shown to be erratic, and this route of adminis-

tration is also painful. It is recommended that
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intramuscular digoxin not be used unless other

routes of administration are impractical.

Distribution

The next pharmacokinetic parameter to con-

sider is distribution. The actual term used to

describe distribution is “apparent volume of dis-

tribution,” or “Vd,” It is an abstract term used

to describe the relationship between the amount

of drug in the body and the serum concentration

and is expressed as a ratio of the two:

_ Total amount of drug in body

Concentration of drug in serum.

Stated another way, apparent volume of distribu-

tion is that volume of fluid which appears to be

necessary to dilute the amount of drug present in

the body to yield the concentration seen in the

serum. The volume of distribution for digoxin

changes with the patient’s renal function. A pa-

tient with normal renal function has a volume of

distribution of approximately 7.3 L/kg of lean

body weight. A nephritic patient with a creatinine

clearance of 25 ml/min/1.73 m^ or less will have

a volume of distribution of only 4.7 L/kg or 65%
of what is found in a patient with normal renal

function. Our studies at the City of Memphis
Hospital have shown that patients with creatinine

clearances between 25 and 50 ml/min/1.73 m^
have a volume of distribution of about 6 L/kg.

When evaluating volume of distribution it should

be remembered that digoxin distributes into lean

body tissue. A patient with considerable adipose

tissue should be dosed on the basis of lean body
weight.

The volume of distribution also changes in

certain disease states. For example, it will in-

crease in hyperthyroidism and will decrease in

hypothyroidism.

Metabolism

Digoxin is approximately 26% metabolized

except in patients with severely congested livers.

The other 74% is excreted unchanged through

the kidneys. Since the rate of metabolism of

digoxin is fairly constant, changes in elimination

of the drug are dependent on renal function.

Figure 1 is a schematic diagram of the one

compartment open model used to describe the

pharmacokinetics of digoxin. Each of the k’s

represents a specific rate constant: ka is the

absorption rate constant, km is the metabolic rate

constant, and kr is the renal elimination rate con-

stant. From this model it can be seen that digoxin
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Kg - kf + kfY,

Figure 1. One compartment open model in which the

rate constants for absorption, renal excretion and me-
tabolism of digoxin are designated as ka, k^ and k^. Vd
is the volume of distribution; kp is the elimination rate

constant.

is absorbed into a compartment volume represent-

ed by Vd and eliminated by metabolic and renal

pathways. The Vd does not correspond to any

specified body fluid but rather to the “apparent”

volume of distribution mentioned above.

Excretion

To estimate the half-time (tVi ) of digoxin in a

patient with decreased renal function, the pa-

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



tient’s overall ability to eliminate the drug must

be evaluated. The overall elimination rate con-

stant (ke) for digoxin in normal patients is equal

to the sum of the metabolic rate constant (km)

and the renal elimination rate constant (kr), or

ke = km + kr. Thc ovcrall elimination rate con-

stant for a patient with renal dysfunction (ke*)

is equal to the metabolic rate constant, km, plus

the normal kr multiplied by the percent of renal

function remaining in the patient or

Thus a patient with a creatinine clearance of

50 ml/min/1.73 m^, the normal being 100 ml/

min/1.73 m^, will have 50% of the normal elimi-

nation of digoxin by renal mechanisms or ke* =
km + 0.5 kr. The patient’s overall elimination

rate constant, ke*, is then converted to the half-

time by dividing it into 0.693 (the Ln or natural

logarithm of 2).f

The mean half-life of digoxin in patients with

normal renal function is approximately 44 hours

while the half-life of digoxin in patients with no

renal function has been shown to be approxi-

mately 169 hours. From these values it can be

shown that the km for digoxin is 0.693/169 hr

or 0.0041 hr and that the kr is 0.693/44 hr

—

0.693/169 hr or 0.01 16 hr "h

Maximum and Minimum
Serum Concentration

Equations are available to estimate the maxi-

mum and minimum serum concentrations of

digoxin at steady state.®

^ F X D 1

Cp„ max = X

Cpss min = Cp5s max x e'V
where:

Cp5s max = maximum concentration of drug at

steady state

Cp 55 min = minimum concentration of drug at

steady state

F = fraction of drug absorbed into systemic circu-

lation (equal to one if dose is administered

intravenously)

D = dose administered

Vd = apparent volume of distribution

ke = elimination rate constant (ke = )
tVa

r = dosing interval

e = base of the natural logarithm, 2.71828.

Steady state serum concentrations are defined

t A rate constant expresses a fractional change per
unit of time. In first order (exponential) kinetics, the
product of the rate constant, k, and of the half-time,

tVi, is equal to 0.693 or ke tVi = 0.693, and tVi =
0.693.5

ke

as the maximum and minimum concentrations

possible for a given dosing regimen. Steady state

is reached when the amount of drug eliminated

from the body over a dosing interval is equal to

the amount of drug put into the body over the

same dosing interval. The time it takes to reach

steady state serum concentrations if no loading

dose is given is approximately five times the half-

time of the drug. Therefore with digoxin the time

it will take to reach steady state in a patient with

normal renal function is 44 hours times five, or

approximately nine days. To use the equations,

a value for the dosing interval, r, and for F, the

fraction of the dose absorbed after oral dosing,

are needed. The usual dosing interval for digoxin

is 24 hours and the fraction of the dose absorbed

is 0.6 or 60% as discussed earlier. By altering

the dose or dosing interval the most appropriate

dosing regimen for the patient can be calculated

based on achieving a specified maximum and

minimum serum concentration.

Figure 2. Theoretical serum concentrations of digoxin in

a patient receiving a daily oral maintenance dose (lower

curve) as compared to a patient receiving an initial load-

ing dose followed by a daily maintenance dose (upper
curve).

Figure 2 is a computer printout of projected

serum digoxin levels using different dosing tech-

niques. The serum concentrations in the lower

curve represent the expected levels in a patient

who is begun on a maintenance dose of digoxin

of 0.25 mg, P.O., q.24 hr. A steady state is slowly

reached at which time the maxima and minima

become constant. If this patient was loaded with

two intravenous doses of 0.25 mg and then main-

tained with 0.25 mg, P.O., q.d. (upper curve),

in 24 hours his daily maximum and minimum
concentrations would be approximately as high as

those achieved with a fixed oral dose over eight

days.

Figure 3 is the computer printout of today’s
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Figure 3. Computer estimation of digoxin concentrations
in patient after a serum level, determined 24 hours after
admission, became available.

patient’s serum levels. He came into the hospital

receiving 0.25 mg of digoxin daily. Our calcu-

lated maximum level was 2.2 ng/ml; the measured

maximum serum level was 2.4 ng/ml. Using the

estimated digoxin half-time for this patient we
calculated how long the drug should be withheld

for the level to drop to the steady state minimum
expected on a new dosing regimen of 0.125 mg,

P.O., q.d. At this point we estimated that the

serum concentration would be 0.9 ng/ml; the

measured level was 0.8 ng/ml.

TABLE 1

PHARMACOKINETIC
PRINCIPLES IN DIGOXIN THERAPY

Dose by Lean Body Weight

Oral Tablet Absorption is 60%
Volume of Distribution Decreases in Renal Impairment

Proper Interpretation of Serum Level Data is Dependent
on Knowledge of Time Sample was Drawn and Previous

Dosage Regimen

Pharmacokinetics is a Tool to be Used Only in Conjunc-

tion with Clinical Judgment to Determine Dosing Re-

gimens

Summary of Pharmacokinetics

There are several important points to re-

member when dosing a patient using pharmaco-

kinetic principles (Table 1). First, dose the pa-

tient using estimated lean body weight since

digoxin does not distribute to any extent into

adipose tissues. Next, recalling that the oral tablet

is approximately 60% absorbed is important when
changing the dosing from the intravenous to oral

or oral to intravenous route. The apparent volume

of distribution of digoxin decreases with renal

impairment. Proper interpretation of serum level

data is dependent on a knowledge of the time

the sample was drawn and the dosing regimen
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the patient was receiving. Finally, pharmacoki-

netics is a tool to be used only in conjunction

with clinical judgment to evaluate and determine

an appropriate drug dosing regimen for the

individual patient. Pharmacokinetic estimations

should never be used without input from all

clinically relevant data. In light of all the clinical

data available, a decision must be made on what

serum level is most appropriate and then use

pharmacokinetic technique to achieve it.

Digoxin has been shown to have a high inci-

dence of toxicity, but through the use of pharma-

cokinetics the incidence of toxicity can be re-

duced. By including pharmacokinetic techniques

in patient care we can suggest an individualized

dosing regimen which may produce a serum level

for maximum effect yet remain within statistically

safe limits. Pharmacokinetics give the practitioner

insight into an aspect of therapy which he has

not had in the past and should aid him in devel-

oping effective dosing regimens with digoxin.

CHARLES E. KOSSMANN, M.D.:

The physician who has struggled with the prob-

lems of digitalization over a professional lifetime

sits in wide-mouthed awe of the elegant tech-

niques now available for putting numbers on

many of the variables involved, thanks to the

pharmacokineticist. Exponential rate constants of

absorption and excretion, “apparent” volumes of

distribution, elimination half-times, maxima and

minima of serum or plasma concentrations—all

give him a feeling of previously unattainable

quantitative reassurance and capability in pro-

viding cardiotonic support to the patient with a

failing heart or hazardous arrhythmia. He might

be a little wistful at the realization that these

numerical approaches to digitalis dosing may
presage his ultimate elimination from the therapy

of heart failure and his replacement, at least in

part, by a machine—the computer. Like all prag-

matic clinicians he accepts this potential fate so

long as it provides him with much needed help

in carrying the burgeoning load of management

of patients with failing hearts.

In a more guarded moment, however, he re-

calls the hazards, failures, and disillusionments

in his past experience with many aspects of thera-

peutics. He wonders whether the single compart-

ment model is too simple to encompass the great

variability of the human biologic system. He finds

somewhat worrisome the assumptions on which

it is based—that elimination of the drug remains
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constant with time; that distribution of it is uni-

form and occurs rapidly; that digitalis effect is

closely and invariably related to serum concen-

tration; that absorption and elimination constants

follow faithfully the laws of first order kinetics;

that the elimination process is not saturated by

toxic levels of the drug. Most important, perhaps,

he notes the great variability of therapeutic (0.5

to 2.0 ng/ml) and of toxic (1.7 to 5.7 ng/ml)

serum levels, facts which suggest that the clinically

elusive myocardial concentration may be a sig-

nificant factor in effective digitalization of the

patient. Drs. Straughn and McGraw have warned

us not to neglect the clinical data which include

age and lean weight of the patient, nature of

the myocardial disease, severity and stage of the

congested state, level of the serum electrolytes

particularly potassium, blood gases, and renal

function. So perhaps the bedside clinician cannot

be dispensed with just yet in the prescribing of

digitalis. In fact Dr. Straughn has told us that

he must have a serum level to begin the whole

process of pharmacokinetic appraisal; the phy-

sician must be involved at least to that point.

None of the above is meant to diminish the

dramatic and significant contribution of pharma-

cokinetics to the better understanding of drug

therapy in general.

Objectives of Digitalis Therapy

In trying to explain to the student or physician

what he should be trying to do with digitalis, the

question posed by the young bride who was bak-

ing a cake for her new husband comes to mind.

The recipe she was using stated, at the end, to

“cook until done.” Her concern, naturally, was

how one determines that a cake is indeed fully

baked. Digitalization has the same superficially

nebulous objective—to “cook until done” or in

clinical terms, to give the drug until the desired

digitalis effect is obtained. Fortunately, there are

specific therapeutic endpoints in the case of digi-

talis, and relatively simple though not adequately

utilized criteria for deciding that they have been

achieved. They are ( 1 ) to relieve or prevent con-

gestion of the circulation secondary to heart

failure; (2) to control the ventricular rate in a

rapid atrial rhythm such as atrial fibrillation or

atrial flutter by inducing junctional exit block;

(3) to convert an abnormal rhythm (atrial tach-

ycardia) back to normal.

In reaching for the endpoint in the patient with

a congested circulation from heart failure the

therapeutist must provide enough of the drug

often enough to maintain a level in the body in

the therapeutic range or, stated differently, above

the ineffective range but below the toxic range.

As you heard, we now can define the therapeutic

range in terms of a serum level, at least of

digoxin. This is approximately 0.5 to 2.0 ng/ml

but there are, as noted, wide variations in these

numbers depending on circumstances, a fact

qualitatively well known to the clinician long be-

fore a method of determining serum levels of

digoxin was available.

Bedside Principles for

Avoiding Digitalis Toxicity

Time does not permit a comprehensive cov-

erage of the use of digitalis but some brief re-

marks can be made which may help in avoiding

digitalis toxicity. These remarks will be limited to

one preparation, namely digoxin.

A long time ago G. Canby Robinson® stated

that “the first requisite for the successful employ-

ment of digitalis is the recognition of its toxic

effect.” Although the signs and symptoms of tox-

icity, so well described by Withering,^ must be

known and recognized by the prescribing phy-

sician, probably it is more important for him

to know how to recognize the therapeutic effects

which are being sought. If the physician makes

frequent observations on his patient and watches

for the easily detectable signs of success in treat-

ing congestive failure (decreased dyspnea and

orthopnea, diuresis with loss of weight, reduction

in heart size, slowed heart rate, falling pulmonary

wedge pressure) toxicity should be produced

rarely. If a very sick patient requires fairly rapid

digitalization, he should be examined before each

additional dose, and if readily available, an elec-

trocardiogram recorded not only to note the ef-

fects of the drug on the S-T segment and T wave

but to detect any early toxic rhythm such as an

accelerated junctional rhythm which cannot be

recognized by physical examination alone. Al-

though digoxin prescribed either orally or intra-

venously reaches its peak effect in six hours, an

initial effect is usually apparent within an hour

and peak effect may occur as early as two hours.

If after a given dose, perhaps 0.5 mg, P.O., none

of the desired effects is apparent, it is reasonable

to assume that the volume of distribution is large

or some other factor is operating to make a larger

than usual dose desirable. Under these circum-

stances, a second dose can be given at the end of
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two hours. This need is especially easy to judge

in most cases with atrial fibrillation where the

ventricular rate is usually an excellent indicator

of digitalis effect.

The dose of digitalis required for therapeutic

effect is less than average in certain situations.

In the elderly (roughly over 60 years of age,

vagotonia), in the very young (less than 2 weeks

old, vagotonia), in patients with jaundice (vagal

stimulation), in myxedema (decreased Vd), in

renal insufficiency (reduced creatinine clearance

and Vd), in fresh myocardial infarction (in-

creased excitability and automaticity), and in cor

pulmonale (hypoxia), the dose required is usually

less than average in part for the reasons given

in parentheses with each example.

Doses greater than average may be required

in atrial fibrillation or flutter especially if they

occur in the course of mitral insufficiency. The

dose required in hyperthyroidism is larger than

average, sometimes strikingly so, even though

only a quarter of the given digoxin is metabolized.

When rapid digitalization is required it is al-

ways wise to divide the estimated digitalizing dose,

giving half initially and one quarter at each of

the next dosing intervals. A rhythm strip of the

electrocardiogram, as noted, is of value in de-

tecting a toxic rhythm. If the serum electrolytes

are abnormal (low potassium, high calcium) or

the blood gases and pH abnormal (hypoxia,

hypercapnia, acidosis) additional efforts to cor-

rect these by other than cardiotonic therapy are

essential.

One of the principal reasons for the present

day high incidence of digitalis toxicity is the ag-

gressive and often excessive use of the powerful

diuretics available to the clinician today. Clearly

the patient in pulmonary edema needs every help

he can be given but once this distressing aspect

of circulatory congestion has been overcome, a

sharp reduction in the need for diuretics usually

occurs as the inotropic effect of digitalis increases.

It is probable that most patients after recovery

from the first bout of heart failure do not need

a daily diuretic and many of them will need no

diuretic at all.

A careful check of a previous history of digi-

talis therapy must be obtained to gauge dosage

properly. A general rule, which is very helpful

in the management particularly of the patient with

chronic congestive heart failure who is admitted

to the hospital for a worsening of the congested

state, is to withhold digitalis for at least 24 hours
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while gathering more data, perhaps including a

serum digoxin level. Meanwhile the patient can

be kept comfortable with sedation, oxygen, bed

rest, possibly diuretics, other inotropic agents such

as aminophylline, and the recently popularized

reduction of afterload by vasodilators.*

It is definitely hazardous to give a patient intra-

venous digoxin if some is known to have been

taken orally in the previous five days.

Treatment

The treatment, as indicated, is or should be

entirely preventive. Adherence to the principals

enumerated above along with frequent observa-

tion of the patient (several times daily in early

digitalization) should make digitalis toxicity an

infrequent rather than the frequent clinical prob-

lem it is. This is especially true if the pharmaco-

kinetic considerations presented are observed, and

if serum digoxin levels are available.

There is no specific treatment (if passive trans-

fer of digitalis antibodies is eliminated from con-

sideration at present).^ Therapy specific for the

toxic cardiac effects will depend on the arrhythmia

or block produced in the heart. These specific

problems will be considered at some future

“Grand Rounds.” Suffice it to say now that

pharmacologic agents are required for control

of ventricular arrhythmias; cardioversion is haz-

ardous and not to be used electively. High grade

atrioventricular block may be managed with

temporary pacing if increasing cardiac output by

increasing rate is deemed desirable.

Early recognition of toxicity with discontinu-

ance of the drug forthwith is important. But most

important of all is not to produce toxicity in the

first place. EZZIP
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itnA K-ray of the moAlh

A. JAMES GERLOCK, M.D.

A lateral view radiograph was taken of the

skull of a 30-year-old woman who has sustained

head trauma in an automobile accident (Fig. 1).

The vital signs are stable, but the patient is un-

conscious. What is your diagnosis?

1. Skull fracture

2. Fracture through the frontal sinus

3. Odontoid fracture of the cervical spine

4. Occipito-atlantal dislocation

Figure 1. Lateral view of skull of patient who sustained
head trauma in an automobile accident.

Discussion

Almost all radiographic views of the skull in-

clude a good lateral view of the odontoid and

occipito-atlanto-axial joints. Appreciation of this

fact can be extremely helpful in evaluating an

acutely injured patient. To emphasize this point,

the radiograph of the lateral skull is shown to

demonstrate the importance of looking at the

odontoid on the lateral radiographic view of the

skull.

From the Department of Radiology, Vanderbilt Uni-
versity Hospital, Nashville, TN 37232.

Fractures of the odontoid can occur with both

forced hyperflexion or hyperextension of the head

and the neck. In hyperflexion injuries, the odon-

toid is displaced anteriorly and there is forward

subluxation of the atlas on the axis. Hyper-

extension injuries can cause the odontoid to be

displaced posteriorly, and there is posterior sub-

luxation of the atlas on the axis as shown in

Figure 1. Fractures of the odontoid can also

occur without any displacement of the atlas on

the axis. In all of these injuries, the fracture line

involving the odontoid runs traversely across its

base. The base of the odontoid is that portion

which joins the spongy bone of the body of the

axis. Hence, the spongy bone of the axis is weak,

and the fracture line involving the base of the

odontoid secretly extends downward to involve

the body of the axis.

Fractures of the odontoid without displacement

or subluxation of the atlas on the axis can be

most difficult to diagnose. Laminography or poly-

tomography of the odontoid in the anterior-

posterior or lateral projections can be most help-

ful in detecting these fractures. This technique

can be used whenever the patient has a history

suggesting a possible fracture of the odontoid

and the diagnosis is uncertain on the routine

views of the cervical spine.

The test case radiography shows a posteriorly

displaced odontoid with a fracture at its base.

The atlas is posterior subluxated on the axis.

This has resulted in posterior displacement of the

anterior arch of the atlas and a stepoff configura-

tion of the spino-laminal line. This injury is un-

stable and may, if not immobilized, result in se-

vere neurological damage. r

ANSWER-. Odontoid fracture of the cervical

spine.
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TTflA hypcften/ion revieui/

Screening Recognition of Primary Aldosteronism

JEFFREY B. ESKIND, B.A., MARSHALL FRAZER, Ph.D., DORENDA LATTA, M.T.,

SHEILAH WINN, R.N. and JOHN W. HOLLIFIELD, M.D.

The autonomous overproduction of aldosterone

by the adrenal gland (primary aldosteronism)

with its accompanying hypokalemia and sup-

pressed plasma renin activity is an uncommon
disorder accounting for less than 1% of all

patients with hypertension/ However, this syn-

drome is often mentioned in the differential diag-

nosis of a patient with hypertension because of

the relatively common findings of low serum po-

tassium due to diuretic use and low plasma renin

activity which is seen in 20% of essential hyper-

tensives. The disorder presents a particularly

difficult diagnostic problem because confirmation

of the diagnosis usually requires lengthy hospitali-

zation in a specialized metabolic unit. Thus the

cost of confirming primary aldosteronism in pa-

tients suspected of having it is quite high, and no
reasonable screening technique exists for detect-

ing the disorder in the hypertensive population

at large.

A number of factors control aldosterone pro-

duction, and it has been well shown that both

plasma aldosterone levels and urinary aldosterone

excretion vary inversely with the sodium intake.^

Thus, the greater the sodium intake the lower the

aldosterone level. This principle can be used as

an aid in the diagnosis of primary aldosteronism

because normotensive subjects and those with es-

sential hypertension exhibit a decrease in al-

dosterone excretion during high sodium intake.

On the other hand, patients with primary al-

dosteronism (since their adrenal gland is au-

tonomous and not controlled by sodium intake)

will not suppress their aldosterone production

From the Specialized Center of Research in Hyper-
tension, Vanderbilt University School of Medicine,

Nashville, TN 37232.
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with increased sodium intake. Kem and his co-

workers have simplified this approach to the

recognition of primary aldosteronism by infusing

normal saline and observing its effect on plasma

levels of aldosterone.^ We report our experience

using a modification of their protocol in distin-

guishing a group of patients with primary al-

dosteronism from those with other forms of

hypertension and from normotensive subjects.

Method

Patients chosen for this study were those fol-

lowed by the Specialized Center of Research in

Hypertension at Vanderbilt University Hospital.

Patients were studied either during hospitalization

or as outpatients according to the protocol listed

in Table 1. Plasma aldosterone is measured by a

sensitive and specific radioimmunoassay. For the

purpose of this study, plasma samples for al-

dosterone determinations were obtained at times

TABLE 1

PROTOCOL FOR HYPERTENSION CENTER STUDY OF
SCREENING RECOGNITION OF PRIMARY

ALDOSTERONISM

1. Exclude from this study any hypertensive patients

with a history or physical findings compatible with con-

gestive heart failure, angina pectoris, or recent myocardial

infarction.

2. Exclude from this study any hypertensive patient with

a diastolic blood pressure greater than 125 mm Hg until

after treatment.

3. NPO after midnight except for water.

4. Supine after 8 am until 9 am.

5. Obtain plasma aldosterone determination at 9 am
(control value).

6. Infuse normal saline at 17 cc/min for 30 minutes.

(Total 510 cc during the first 30 minutes.) Then reduce

infusion rate to 8.3 cc/min for 120 minutes. (Total 1,000

cc during the following two hours.)

7. At the conclusion of 2.5 hour saline infusion, obtain

plasma aldosterone sample (post-saline).
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0, 30, 60, 90, 120 and 150 minutes; however,

only the 0 (control) and 150 minutes (post-

saline) samples are used for analysis presently.

Results

The data generated during evaluation of 45

subjects, 13 of whom were found to have primary

aldosteronism by formal metabolic balance stud-

ies, are included herein. Four other patients

were referred to the Hypertension Center with a

tentative diagnosis of primary aldosteronism. This

diagnosis was excluded on the basis of formal

metabolic balance studies, which revealed urinary

aldosterone excretion to be less than 12 /ig/24

hr with a dietary sodium intake of 150 mEq/day
and urinary sodium excretion greater than 110

mEq/24 hr. Two of these patients were found

to have renovascular hypertension and two es-

sential hypertension. The results for our group

are presented schematically in Figure 1. The
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Figure 1. Results of Hypertension Center study of screen-
ing recognition for primary aldosteronism.

upper panel shows the control plasma aldosterone

concentration demonstrating some degree of over-

lap between patients with primary aldosteronism

and other hypertensive patients or normotensive

controls. In the lower panel, the plasma al-

dosterone levels post-saline are shown and clear-

ly separate those patients with proven primary

aldosteronism from all others (hypertensive or

normotensive).

Plasma aldosterone concentrations and samples

from 16 normotensive subjects were in the range

of 15 to 20 ng/dl at control time. Of these, 13

fell to undetectable levels (less than 3.3 ng/dl)

at the end of the saline infusion. The majority

of these had reached this minimal level within

the first 90 minutes of the saline suppression test.

This signifies that the renin-angiotensin aldos-

terone system is significantly inhibited by the

sodium loading. Several secondary forms of

hypertension other than primary aldosteronism

are also shown in Figure 1, demonstrating a

similar suppression of plasma aldosterone levels

even in renovascular hypertension, primary renal

disease, and the various subgroups of essential

hypertension. The mean plasma aldosterone level

following saline infusion in patients with primary

aldosteronism was 20.1 ng/dl. No patient ex-

hibited a post-saline value of less than 15 ng/dl

following infusion of saline. Primary aldos-

teronism was confirmed in seven of these 13

patients by surgical removal of an adenoma with

resultant improvement in blood pressure eleva-

tion. Repeat saline suppression tests in three

patients following removal of their adenoma re-

vealed normal suppressibility of plasma aldos-

terone determinations.

Discussion

The data presented in this study indicate that

the saline suppression test has a high degree of

accuracy in recognizing primary aldosteronism.

The results correlate nicely with other more

complicated and expensive methods of evaluating

patients for primary aldosteronism. To date, the

absence of false positives (patients without pri-

mary aldosteronism who failed to suppress their

plasma aldosterone values to less than 8 ng/dl)

or false negatives (patients with proven primary

aldosteronism whose plasma aldosterone level

suppresses to less than 15 ng/dl) indicates that

this technique may be extremely useful in the

future in the recognition of primary aldosteronism

and the separation of it from all other forms of

hypertension. r ^
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rmn CKG of Hie monHi

W. BARTON CAMPBELL, M.D., Co-Director

A 71 -year-old retired welder was admitted to the

hospital complaining of shortness of breath. He had a

history of a long-standing cough productive of scanty

amounts of brownish sputum daily. He continued to

smoke cigarettes. Three days prior to admission he
noted progressive increase in shortness of breath which
became much more severe the morning of admission.

He had severe orthopnea the night preceding admission.

He was confused and unable to give a reliable history.

On examination he was notably tachypneic. He had
distant heart sounds with no rubs, murmurs or gallops.

Expiratory wheezes were audible bilaterally. An electro-

cardiogram was obtained (Fig. 1).

Discussion

This electrocardiogram shows sinus tachycardia

at a rate of 115 per minute. The PR interval is

normal. Note that the tracing is half (V2 ) stan-

is marked loss of R wave in Vo through Ve.

This tracing is interpreted as showing right

ventricular enlargement resulting in the rightward

and anterior QRS forces and T inversion in Vi
and V2 . Although an anterior infarction of in-

determinate age is suggested by the QS wave in

V3 and V4 in the setting of severe chronic ob-

structive lung disease this reading cannot be made
with specificity. The notably inferior P forces

resulting in tall P waves in III and AVF are also

compatible with chronic lung disease and are

suggestive of right atrial enlargement. The maxi-

mum voltage of the P wave in lead II is 2 mm,
however, this is of borderline amplitude to read

right atrial enlargement. The patient upon whom
this electrocardiogram was obtained was notably

Ml. Ml t aVR, aVL. aVF 1 V>, V2 . Va ! V4, V-„ Vr, I CAL.IMV

Figure 1

dardized in the precordial leads. There is re-

markable right axis deviation resulting in QS
waves in standard lead I and tall R waves in

AVR. In addition there are prominent anterior

forces in Vi resulting in an R wave. The T waves

are inverted in lead Vi and biphasic in V2 . There

From the Department of Cardiology, St. Thomas
Hospital, Box 380, Nashville, TN 37202.

hypoxemic with a PO2 of 44 mm Hg and a PC O2

of 54 mm Hg. The sinus tachycardia is thought

to be secondary to this chronic lung disease.

Final Diagnosis: (1) Right ventricular enlarge-

ment resulting in right axis deviation and promi-

nent R wave in Vi with T inversion in V 1-V2 .

(2) Sinus tachycardia. (3) Tracing is compatible

with chronic obstructive lung disease. r ^
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Laboratory Investigation of Hemolytic Anemias

Part II

C. SOTELO-AVILA, M.D., and W. M. GOOCH, III, M.D.

Identification of the Specific Mechanisms
Of Hemolysis

1. Membrane defects. Best represented by he-

reditary spherocytosis and hereditary ellipto-

cytosis.

a. Osmotic fragility of red blood cells, 24-hour

incubation. The osmotic fragility after in-

cubation at 37 C for 24 hours is the single

most useful laboratory determination in this

group. Increased fragility characterizes red

blood cells of hereditary spherocytosis but

it is not specific, since increased fragility

is also found in other hemolytic anemias

in which spherocytes are present. The test

may be combined with the spontaneous

hemolysis developing in blood incubated at

37 C for 48 hours (autohemolysis test,

see 2a(l) below).

2. Enzymatic defects. Diagnostic tests of enzy-

matic red cell defects include screening tests

and specific enzyme assays.

a. Screening tests vary in specificity and sensi-

tivity. Positive or equivocal results with

screening tests require quantitative specific

assays for the enzymatic anomaly for con-

firmation.

(1) Autohemolysis test. Lack of specificity

limits the usefulness of this test. The

three distinct autohemolysis patterns

are shown in Table 1.

In acquired hemolytic anemia, the

autohemolysis test results are variable

and not diagnostic.

(2) Heinz bodies preparation, incubated.

This screening test identifies unstable

hemoglobins and enzymatic deficien-

cies in the pentose phosphate pathway

From the Department of Pathology, University of

Tennessee Center for the Health Sciences of Memphis
(Dr. Sotelo-Avila) and Le Bonheur Children’s Hospital,

Memphis (Dr. Gooch). Dr. Sotelo-Avila is now with
the Department of Pathology, Texas Children’s Hospital,

Houston.

TABLE 1

AUTOHEMOLYSIS PATTERNS

Autohemolysis Type

I. Autohemolysis partially

corrected with adenosine
triphosphate (ATP) or

glucose.

II. Autohemolysis corrected

with ATP but not glu-

cose.

III. Autohemolysis complete-

ly corrected with ATP or

glucose.

Definition of Disorder

Glucose-6-phosphate dehy-

drogenase deficiency, hexo-

kinase deficiency and he-

reditary spherocytosis.

Piruvate kinase (PK)

deficiency.

Triosephosphate

isomerose.

(hexose monophosphate shunt), i.e.,

G-6-PD and glutathione reductase.

(3) Ascorbate cyanide. This very sensitive

but nonspecific test gives positive re-

sults in G-6-PD, PK, glutathione re-

ductase and glutathione peroxidase

deficiences, and paroxysmal nocturnal

hemoglobinuria. It detects G-6-PD de-

ficiency in the heterozygous state and

during hemolytic episodes. False-posi-

tive results may be obtained in new-

born infants due to relative deficiency

of glutathione peroxidase.

(4) Dye reduction (brilliant cresyl blue

dye) test is specific for G-6-PD but

less sensitive. False-negative results

may be obtained during or immediately

after a hemolytic episode due to se-

lective destruction of G-6-PD deficient

(older) cells.

(5) Spot fluorescent tests for G-6-PD or

PK. These tests are useful for screen-

ing large numbers of individuals de-

tecting both homozygous and hetero-

zygous PK deficient subjects, but only

G-6-PD deficient homozygotes.

b. Specific tests for G-6-PD and PK are avail-

able, but laboratory identification of other

red cell enzyme deficiencies is beyond the

scope of most hematology laboratories.

3.

Hemoglobin: Structural abnormalities (hemo-
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globinopathies).

a. Solubility test is based on the insolubility

of reduced hemoglobin S (HbS) giving pos-

itive results in HbS disease and HbS trait.

Positive results must be confirmed by

hemoglobin electrophoresis.

b. Alkali denaturation test for HbF (Singer).

Increased HbF concentrations are found

in homozygous HbS and HbC, hetero-

zygous and homozygous beta thalassemia,

hereditary persistence of HbF, HbE-thalas-

semia, and in newborn and young infants.

The concentration varies from normal to

elevated in HbC disease, HbSC disease and

HbC-thalassemia.

c. Hemoglobin electrophoresis detects and

identifies the hemoglobinopathies and un-

balanced synthesis of hemoglobin (thalas-

semias).

d. Heat-instability test. The laboratory diag-

nosis of unstable (thermolabile) hemo-

globins depends on the demonstration of a

heat-labile hemoglobin, i.e., Hb Louisville,

Hb Zurich, etc.

4. Hemoglobin: Abnormal rate of synthesis

(thalassemias).

a. Hemoglobin A 2 quantitation and HbA:
HbAo ratio. In beta thalassemia minor, the

HbA2 concentration is characteristically in-

creased. In beta thalassemia major, HbA^
values expressed as a percentage of the

total hemoglobin tend to be normal or

reduced, but the normal 40:1 HbA:HbA2

ratio is always reduced. The HbA2

quantitation should be combined with the

alkali-resistant HbF determination and the

Hb electrophoresis.

5. Obscure etiology (paroxysmal nocturnal hemo-

globinuria [PNH]).

a. Sucrose hemolysis. The whole blood screen-

ing test and the confirmatory sucrose hemol-

ysis test are highly specific and sensitive

tests for PNH. Positive results must be con-

firmed by the acid hemolysis (Ham) test.

All three tests depend upon susceptibility

of red cells to lysis by complement.

b. Acid hemolysis (Ham) test. A positive test

characterizes PNH.
6. Chemical agents (drugs).

a. Heinz bodies, direct. Direct supravital

staining of red cells during an acute hemo-

lytic episode will demonstrate denatured

hemoglobin in the form of Heinz bodies.

b. Methemoglobin spectrophotometric identi-

fication. Increased amounts of methemo-

globin are identified in congenital methemo-

globinemia and in normal individuals and

those with enzymatic abnormalities (G-6-

PD, glutathione and glutathione reductase

deficiencies), unstable hemoglobins (Hb
Zurich) and hemoglobin M after exposure

to any of a variety of oxydizing drugs, and

organic and inorganic nitrates and nitrites.

c. Suljhemoglobin spectrophotometric identi-

fication. Many of the drugs which produce

methemoglobin will also produce sulfhemo-

globin, i.e., sulfanilamide, acetanilide and

sulfonal. Patients with Clostridium welchii

septicemia may also have circulating sulf-

hemoglobin.

Summary
A. Recognition of Anemia

1. Hematocrit, hemoglobin and red cell indices

2. Peripheral blood smear

3. Reticulocyte count

B. Recognition of Hemolysis

1. Hemoglobin binding capacity of haptoglobin

2. Plasma hemoglobin

3. Urinary hemosiderin

4. Serum bilirubin

5. Fecal and urinary urobilinogen

Further Studies

1 . Red cell survival studies

2. Bone marrow aspiration and biopsy

C. Identification of the General Mechanisms of Hemoly-

sis

1. Direct Coombs positive

a. Cold agglutins

b. Donath-Landsteiner

c. Antibody identification

2. Direct Coombs negative. (See D below)

D. Identification of Specific Mechanisms of Hemolysis

1. Membrane defects

a. Osmotic fragility, 24-hour incubation

2. Metabolic (enzymatic) defects

a. Screening tests

( 1 ) Autohemolysis

(2) Heinz bodies preparation, incubated

(3) Ascorbate cyanide

(4) Dye reduction

(5) Spot fluoroscence for G-6-PD or PK
b. Specific red cell enzyme assays for G-6-PD

and PK
3. Hemoglobin structural abnormalities

a. Solubility test

b. Alkali-resistant HbF (Singer)

c. Hemoglobin electrophoresis

d. Heat-instability test

4. Hemoglobin abnormal rate of synthesis

a. Hemoglobin A2 quantitation and HbA:HbA2

ratio

5. Obscure etiology (PNH)
a. Sucrose hemolysis tests

b. Acid hemolysis (Ham) test

6. Chemical agents (drugs)

a. Heinz bodies, direct

b. Methemoglobin
c. Sulfhemoglobin /~
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Posterior Mitral Valve Vegetation

ROBERT L. BELL, M.D., and CARTER WILLIAMS, M.D.

This 69-year-old man developed daily fever spikes of

100 F and right flank pain two months after a TUR for

prostatic hypertrophy. The daily fever spikes persisted

for approximately flve months during which time

petechiae were observed on his legs. He was then ad-

mitted to the hospital.

The patient was pale, had emphysema, and there was
a loud murmur consistent with mitral insufficiency. Small
petechiae were seen on the soft palate and there was a

red rash between the toes. An echocardiogram and
pulsed doppler study were performed.

Because of coarse echoes or reverberations in

the mitral orifice during diastole, together with

prolapse of the posterior leaflet of the mitral

valve during systole (Fig. 1) the differential

Figure 1. V = Echoes in mitral orifice (vegetation)

P = Prolapsed posterior mitral valve leaflet in

systole

diagnosis on the echocardiogram was ( 1 ) vegeta-

tion on the mitral valve, (2) flail mitral valve,

and (3) left atrial myxoma. However, numerous

normal mitral valve echoes were seen, without

irregular echoes in the mitral orifice during di-

astole. The posterior leaflet closed well during

systole (Fig. 2). These relatively normal echoes

essentially ruled out left atrial myxoma and flail

mitral valve.

Furthermore, the clinical history also did not

support the diagnosis of left atrial myxoma or

flail mitral valve.

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, TN 37203.

Figure 2. M = Mitral orifice with no internal echoes

> = Posterior mitral valve leaflet in systole

The pulsed doppler study (Fig. 3) showed

turbulence in the left atrium during systole. Five

blood cultures all revealed group D streptococci.

The patient showed a good response of his

fever and his pain after antibiotic therapy was

undertaken (ampicillin) . The murmur still per-

sists. In this locus a 70% to 80% recovery rate

might be expected with a small bacterial vegeta-

tion treated with the appropriate antibiotics.

Figure 3. Upper arrow = line representing sample cursor
in left atrium behind mitral

valve

T = Graph of turbulent flow in left atrium (ar-

rows indicate systole) r
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Centennial of Public Health in Tennessee

JEAN H. INMAN

To observe the 100th anniversary of public

health in Tennessee, a national and state health

conference is planned for Nov. 15-17, 1977, at

the Hyatt Regency Hotel in Nashville.

The centennial conference is sponsored jointly

by the Tennessee Department of Public Health

and the Tennessee Public Health Association and

will highlight accomplishments in public health

in Tennessee and nationally. In addition, the con-

ference will explore major issues in health care

delivery and the role of public health in the

development and implementation of national

health policy in the future.

Participants in the conference will be em-

ployees of the Tennessee Department of Public

Health, members of the Tennessee Public Health

Association, representatives of various facets of

the health care delivery system in states other

than Tennessee, and representatives of federal

programs having policy influence in the delivery

of public health services, plus governmental and

legislative representatives for the state of Tennes-

see, representatives of the private sector of the

health care industry within the state of Tennes-

see, and consumers of health services.

General chairman for the conference is Dr.

H. P. Hopkins, director of Policy Planning, Ten-

nessee Department of Public Health. Dr. Mary

B. Duffy, director, Knox County Health Depart-

ment, is president of the Tennessee Public Health

Association and Dr. Eugene W. Fowinkle is com-

missioner of the Tennessee Department of Public

Health.

The keynote address will be given by a mem-
ber of the Carter administration who will address

the administration’s plans for development of a

national health policy.

Participants and topics designed to focus on

current issues in the provision of public health

services include the following: issues in delivery

From the Tennessee Department of Public Health,

Nashville.
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of services at the local level—George Pickett,

M.D., director, San Mateo County Department

of Public Health and Welfare, San Mateo, Cal.

and president, American Public Health Associ-

ation; issues from the state perspective—Maurice

Reizen, M.D., director, Michigan Department of

Public Health; economic issues in public health

service delivery—Michael Zubkoff, M.D., Depart-

ment of Community Medicine, Dartmouth Uni-

versity; and organizational issues: administrative

problems, alternative delivery systems—George

A. Silver, M.D., professor of public health, Yale

University School of Medicine.

Workshops designed to expand on the above

topics will give all conference attendees an oppor-

tunity to participate. Workshop sessions are also

planned to follow the speaker on national health

policies. In the latter, participants will discuss

the role of public health in medical care delivery,

prevention, chronic disease control, regulation and

monitoring of the environment, and influencing

health pohcy.

A special feature of the conference is a ban-

quet and multimedia presentation highlighting the

progress and accomplishments of the first 100

years of service in Tennessee public health. Peo-

ple who played significant roles in the growth

of Tennessee public health will be recognized at

the banquet on Tuesday night, Nov. 15.

The conference sessions are organized around

three broad areas of emphasis: the accomplish-

ments of public health in Tennessee in its first 100

years of service, an examination of the current

issues in provision of public health services, and

an examination of major issues in development

of future national health policy. “We envision our

celebration as a unique opportunity to reaffirm

some traditional roles of public health in our com-

munities and to explore some alternatives for the

role that public health can perform in the health

care delivery system of the future,” Commissioner

Fowinkle said. / ^
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Residential Treatment for Emotionally Disturbed

Children & Adolescents in Tennessee

W. W. LEWIS

The Tennessee Department of Mental Health

and Mental Retardation operates a network of

five residential treatment centers for children and

adolescents with serious emotional and behavioral

problems. While each of the centers is adminis-

tered by one of the regional mental health insti-

tutes (formerly psychiatric hospitals), and four

of the five centers are accredited by the Joint

Commission on Accreditation of Hospitals, the

centers are operated as small residential schools,

staffed principally by educators.

The model for these programs was developed

in Nashville with the help of a federal grant and

was referred to as Project Re-Ed during the

demonstration phase. The demonstration school,

Cumberland House, was opened in 1962 to work

with children ages 6 to 12. An important part

of the motivation for the demonstration was to

develop a less expensive mode of treatment than

psychiatric residential centers staffed by mental

health professionals and one that was more effec-

tive than placing children in state hospitals de-

signed for an adult population. There were at

that time virtually no residential treatment fa-

cilities in the southeastern states especially for

children or adolescents. A small number of chil-

dren were sent to expensive private programs in

other parts of the country, but most had to be

placed inappropriately in large public institutions

or managed at home under very trying conditions.

Cumberland House was designed to serve 40

children, organized into five groups of eight chil-

dren, with a team of three educators working

with each group of children, and mental health

professionals in supporting, rather than direct

service, roles. The three team members are

organized functionally according to three roles:

the day teacher-counselor emphasizes remediation

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville.

of academic deficits in classroom activities; the

night teacher-counselor emphasizes learning of

social and behavioral skills in group and home-
like situations; and the liaison teacher-counselor

plans with the child’s parents, public school

and community agencies for his return home. To-

gether, the teacher-counselors identify specific

goals toward which they, the child, and his com-
munity caretakers work, to increase the child’s

competence and to support that positive change

in his natural behavior settings.

In contrast to conventional mental health treat-

ment, the Re-Ed program was able to return chil-

dren to their homes and public schools usually in

about six months, with careful planning for

follow-up. The brief period of residential treat-

ment, and having children return home each

weekend, make it less likely that children will

adapt to institutional living and keeps responsi-

bility where it belongs, in their homes and com-
munities.

The residential treatment is not seen as suffi-

cient in itself, but as a temporary resource to

influence in specific ways the quality of a child’s

interactions with agents of his socialization with

whom he has come into conflict. This led to an

emphasis on the “ecological unit,” meaning that

change in the child’s behavior is important, but

change in his natural behavior settings that en-

courage continued progress is equally important.

Goals for treatment are simple and direct, involv-

ing skills that can be taught and learned. Two cri-

teria are important: The goal must be achieved

in a brief period of time and its attainment should

enhance the child’s relationship with other mem-
bers of his ecological unit. Even though improve-

ments in a child’s behavior are modest ones, they

may, coupled with changes in home, school and

community, be sufficient to sustain him and his

ecological unit in mutually rewarding, growth-
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facilitating relationships.

A typical day in one of the residential pro-

grams begins after breakfast with each group of

children going to class and engaging in school

activities, with breaks for recess and lunch. The

school day is carefully programmed with instruc-

tion in basic academic skills: reading, arithmetic,

and language usage. Since placement of children

in groups is based as much on social maturity as

educational achievements, much of the academic

instruction is individualized to develop skills

that will have maximum utility for each child.

However, units of instruction that support hetero-

geneous educational abilities, such as preparing

for a field trip, are also an important part of the

curriculum.

The nonacademic part of the day also programs

for individual competence which has social cur-

rency for students, but which has not been devel-

oped. The ability to catch a baseball or roller-

skate or swim may have social utility as impor-

tant as arithmetic skills in a child’s reintegration

into his normal and home environment. Thus a

program of planned instruction, reflecting an as-

sessment of children’s needs for socially adaptive

skills is extended beyond the bounds of the usual

school day. That is also true of the evening pro-

gram, which emphasizes competence in living har-

moniously with a group of peers and the adults

to whom a child is responsible. It is one of the

important strengths of the staffing pattern that the

afternoon and evening hours, including routine

tasks, are supervised by well-trained, sensitive

adults. Parents are continuously involved through

the weekends at home and their interactions with

staff related to those occasions.

Each child’s individual progress is reviewed

periodically, along with the progress made in

planning with his family, school, and community

resources. As soon as the child is functioning

well enough, and/or his ecological unit is chang-

ing its tolerance thresholds and opportunities

enough to support his behavior with a prognosis

for his healthy development, plans to return him

to his own home and school will be activated.

Part of the initial demonstration was a careful

evaluation of the effectiveness of the new treat-

ment program. Status of former students was

assessed 1 8 months to two years after they left the

residential school. Information from the students,

parents, and teachers indicated that about 80%
of them were doing well in their own homes and

schools. The others continued to need special
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treatment. Comparisons with more conventional

treatment programs are problematic, but it ap-

peared that the results of the new program were

as beneficial and had the added advantages of

being briefer, less expensive, and less demanding

of time of scarce mental health professionals.

For these reasons, the department adopted the

new model of residential treatment for replication

in all of its regional mental health institutes. In

1967, schools for children were opened in Mem-
phis and Chattanooga and, after that, the first

school for adolescents in Chattanooga. Still later,

programs were initiated in Knoxville and Bolivar,

and adolescent components were added to those

that did not have them. The programs became

part of the five regional mental health institutes

to serve as the institutes’ inpatient facilties for all

persons up to age 18. A total of about 250 chil-

dren and adolescents are enrolled in all five pro-

grams, but because of the relatively brief stay,

many more can be served in a year. During 1976

almost 800 children and adolescents were ad-

mitted to the programs. Since these programs

have been in operation, it is an extreme raritv

for a child or adolescent to be placed in out-of-

state residential treatment or on an adult ward
in a mental health institute.

The schools vary in size; the smallest accom-

modates 20, and the largest 80. They also vary

in composition of support staff, and in arrange-

ments of physical facilities, but all have main-

tained the essential elements of the original model.

Some modifications were necessary because

they are located administratively in state mental

health institutes. There is more immediate access

to medical support services. A psychiatrist reviews

and approves treatment plans, and nursing ser-

vices are available around-the-clock. While these

and administrative support services have increased

the costs of the programs, they have also improved

their overall quality. Even more important have

been the legal consequences of having become

the child and youth service of a state mental

health facility.

The original demonstration school, Cumberland

House, was designed to treat children who were

mildly to moderately disturbed with average or

higher intelligence. Not all referrals were ac-

cepted, since the staff could exercise judgment

in admitting only children they felt could profit

from the program. As part of a state system the

schools must accept responsibility for children
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and adolescents who might have been considered

poor treatment risks during the demonstration

phase. For example, any child whose condition is

considered an emergency (suicide attempts, dan-

gerous to others, etc.) by a licensed physician

must be admitted, as must a juvenile committed

to Corrections who is judged to be mentally ill.

In addition, a juvenile court judge may order

that a child be evaluated in a residential program

for a period of up to 30 days.

The consequences of these added obligations

Case Report . . .

Continued from page 643

Recurrence of diarrhea is avoided by reducing

the dose gradually over several days, and its

administration can be resumed with higher doses

if diarrhea reappears. Long-term usage may re-

sult in steatorrhea, with deficiency of fat-soluble

vitamins and folic acid.^® Recently, intestinal ob-

struction has been reported with short-term use

of this drug.^®^^^ We should consider, and at the

same time be cautious about, the use of this drug

in the management of intractable diarrhea which

does not respond to conventional therapy.
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The Oath of Asaph and Jochanan

This Oath Is Found At The EjuI Of The Medical Work By Asaph The
Physician Who Lived In Israel In The Sixth Century A. D. The Oath Was
Administered By The Jewish Teachers Of Medicine When Awarding Di-

plomas To Their Students.

And this is the oath administered by Asaph, the

son of Berachyahu, and by Jochanan, the son of

Zabda, to their disciples; and they adjured them in

these words: “Take heed that ye kill not any man
with the sap of a root; and ye shall not dispense a

potion to a woman with child by adultery to cause

her to miscarry; and ye shall not lust after beautiful

women to commit adultery with them; and ye shall

not disclose secrets confided unto you; and ye shall

take no bribes to cause injury and to kill; and ye

shall not harden your hearts against the poor and

the needy, but heal them; and ye shall not call good
evil or evil good; and ye shall not walk in the way
of sorcerers to cast spells, to enchant and to bewitch

with intent to separate a man from the wife of his

bosom or a woman from the husband of her youth.

And ye shall not covet wealth or bribes to abet de-

praved sexual commerce. And ye shall not make use

of any manner of idol-worship to heal thereby, nor

trust in the healing powers of any form of their

worship. But rather must ye abhor and detest and
hate all their worshippers and those that trust in

them and cause other to trust in them, for all of them
are but vanity and of no avail, for they are naught;

and they are demons. Their own carcasses they can-

not save; how, then, shall they save the living? And
now, put your trust in the Lord your God, the God
of truth, the living God, for He doth kill and make
alive, smite and heal. He doth teach man understand-

ing and also to do good. He smiteth in righteousness

and justice and healeth in mercy and lovingkindness.

No crafty device can be concealed from Him, for

naught is hidden from His sight. He causeth healing

plants to grow and doth implant in the hearts of

sages skill to heal by His manifold mercies and to

declare marvels to the multitude, that all that live

may know that He made them, and that beside Him
there is none to save. For the peoples trust in their

idols to succour them from their afflictions, but they

will not save them in their distress, for their hope
and their trust are in the dead. Therefore it is fitting

that ye keep apart from them and hold aloof from
all the abominations of their idols and cleave unto

the name of the Lord God of all flesh. And every

living creature is in His hand to kill and make alive;

and there is none to deliver from His hand. Be ye

mindful of Him at all times and seek Him in truth

and uprightness and rectitude that ye may prosper in

all that ye do; then He will cause you to prosper
and ye shall be praised by all men. And the peoples

will leave their gods and their idols and will yearn
to serve the Lord even as ye do, for they will per-

ceive that they have put their trust in a thing of

naught and that their labour is in vain; (otherwise)

when they cry unto the Lord, He will not save them.
As for you, be strong and let not your hands slacken,

for there is a reward for your labours. God is with
you when ye are with Him. If ye will keep His cove-

nant and walk in His statutes to cleave unto them,
ye shall be as saints in the sight of all men, and
they will say: “Happy is the people that is in such a

case; happy is that people whose God is the Lord.”
And their disciples answered them and said: “All that

ye have instructed us and commanded us, that will

we do, for it is a commandment of the Torah, and it

behooves us to perform it with all our heart and all

our soul and all our might: to do and to obey and
to turn neither to the right hand nor to the left.”

And they blessed them in the name of the Highest
God, the Lord of Heaven and earth. And they ad-

monished them yet again and said unto them: “Be-
hold, the Lord God and His saints and His Torah be
witness unto you that ye shall fear Him, turning not
aside from His commandments, but walking uprightly

in His statutes. Incline not to covetousness and aid

not the evildoer to shed innocent blood. Neither shall

ye mix poisons for a man or a woman to slay his

friend therewith; nor shall ye reveal which roots be
poisonous or give them into the hand of any man,
or be persuaded to evil. Ye shall not cause the shed-

ding of blood by any manner of medical treatment.

Take heed that ye do not cause a malady to any
man; and ye shall not cause any man injury by
hastening to cut through flesh and blood with an
iron instrument or by branding, but shall first observe

twice and thrice and only then shall ye give your
counsel. Let not a spirit of haughtiness cause you
to lift up your eyes and your hearts in pride. Wreak
not the vengeance of hatred on a sick man; and alter

not your prescriptions for them that do hate the Lord
our God, but keep his ordinances and commandments
and walk in all His ways that ye may find favour in

His sight. Be ye pure and faithful and upright.”

Thus did Asaph and Jochanan instruct and adjure

their disciples.
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Public Policy

And the Paradoxes of Plenty

ALEXANDER HEARD, Ph.D.

Here is the paramount irony. The United States

is the most productive and freest society, pos-

sessed of the greatest opportunity for individuals,

among all comparable political entities in the

world’s history. Yet it is beset by problems so

fundamental and intractable as to erode our faith

in our own destiny.

We are not truly sure that we can provide

health care and educational services of the kinds

people want, even less sure we know and can

provide the kinds they need, and we are espe-

cially unsure that the United States can afford

either.

Mr. President, ladies and gentlemen and guests

of the Clinical Congress ... I value much the

honor of the invitation to deliver this year’s

Martin Memorial Lecture, and the privilege it

affords to speak directly with an eminent group

of highly trained, highly specialized, highly pro-

ductive, highly respected, and—in the ways most

people judge such things—highly successful citi-

zens of the United States and other nations. I

count it a special privilege to be here in a year

when my old personal friend from days in Chapel

Hill and now my illustrious academic colleague.

Bill Scott, is your President. I am grateful to all

of you.

The persons who have spoken on this occasion

in previous years, and the range of topics they

have elected to speak about, as well as the nature

This is the 1976 Martin Memorial Lecture delivered

by Professor Heard on October 14, 1976, in Chicago,

to the 62nd annual Clinical Congress of the American
College of Surgeons.

Mr. Heard is chancellor and professor of political

science at Vanderbilt University. Previous to coming to

Vanderbilt he was professor of political science and
dean of the graduate school of the University of North
Carolina.

Reproduced with permission of the American College
of Surgeons, from the Bulletin, December, 1976.

of this distinguished audience, confirm my instinct

that this is a suitable time and place to address a

very difficult central puzzlement of our contem-

porary world.

I have, for today, labeled this perplexing

puzzlement “the paradoxes of plenty.” I suppose

I might have called it “the anomalies of success,”

or the “enigmas of abundance.” I am concerned

with what strikes me as an insufficiently antici-

pated and inadequately understood characteristic

of the 20th century: our successes often breed

new problems that seem as great as those they

ameliorate or solve. It could seem as though we
are finding that there is an end to “progress.”

On May 24, 1844, Samuel Finley Breese Morse

tapped out his famous message on the first tele-

graph line. It ran from the Supreme Court room

in the capitol in Washington to the city of Balti-

more. The message asked, “What hath God
wrought?” Whether it was God’s design or

Morse’s ingenuity, or the former working through

the latter, we need not say here. But the telegraph

and the cascade of other inventions, discoveries,

and scientific applications before and since, espe-

cially during the last two centuries—James Watt’s

first practical steam engine, we have been re-

minded more than once in this Bicentennial year,

appeared just about two hundred years ago—have

more than any other single influence shaped the

contemporary world on all continents, among
all peoples. The fundamental paradox of our

time is the problems begot by the successes of

science and technology.

The United States and all the world around

it are heir to accelerating consequences of applied

science and the technological culture it has bred.

Puzzling illustrations abound everywhere, but at

this Clinical Congress I remind us of the ironic

one provided by improvements in health care.

There was a time, in the 14th century, when

SEPTEMBER, 1977 669



in less than a single generation at least a third

of the population of all Europe was wiped out

through the simple inefficiency of medical care.

The Black Death was a horrible death, with fright-

ful blotches on the body, hardened glands, swell-

ings that responded to neither salve nor lancing,

carbuncles, delirium, insanity. In the words of

Sir Winston Churchill, ‘Tt seemed to be the death-

rattle of the race.”

I read with deep interest Dr. Charles Roland’s

comments “On the Advantages of Being Healthy

in 1776” that appeared in the special July 4 issue

this year of The Mayo Alumnus. It made me
aware that the men of fame we associate with the

great events of 1776, with the Revolutionary War,

with the adoption of the Constitution—Jefferson,

Madison, Hamilton, Washington, Franklin,

Adams, Jay, and the others—had more in com-

mon than just their genius. They were all alive.

They were healthy enough to be alive, an impor-

tant achievement in 18th-century America.

Dr. Roland reports that the average life span

for a member of the laboring class in 1776 was

probably less than 25 years. Not only was physi-

cal health precarious from “natural” causes, but

overwork and other stresses produced another

condition. “A disease that ravaged the entire

country at that time,” he reports, “was alcohol-

ism.” He notes that, generally, “.
. . the history

of medical care in 1776 ... is the story ... of a

population willing to try almost any means of

cure, in the absence of any regular reliable meth-

ods. It is the story of a population following natu-

ral law, verbalized and made famous a century

later; ‘the survival of the fittest.’
”

I remember a scene under a street light one

night when I lived in Quito, Ecuador, 35 years

ago. An Indian mother had just given birth. The

United States trained nurse who was my compan-

ion remarked that if the child were not dead al-

ready it probably soon would be. We understood,

without anybody really knowing, that 90% of

Ecuadoran children born died within the year.

Biological science, medical practice, and pub-

lic health policies have led to enormous prog-

ress in preventing, controlling, and curing dis-

ease. Death rates have gone down and life ex-

pectancy has shot up. Yet, as we now all realize,

the consequences are not alone relief from suf-

fering and longer, healthier lives for millions.

The progress has brought, in addition, aggravated

population expansion and abundant problems de-

rived from overpopulation and extended life
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spans—poverty, overcrowding, malnutrition, fam-
ine, desecration of landscape, social dislocation,

personal degradation.

I dwell on this paradox because, after all, who
is likely to oppose improvements in health care?

To identify the condition is not to regret medical

advance. It is, however, to say that we need to

recognize the full consequences of our successes,

those that are negative as well as those that are

desired. We must acknowledge that invention can
be the mother of necessity.

Your profession is freighted with dilemmas
that issue from the plenty of your achievements.

To face the choice sometimes of whether to pro-

long a life or let it end is only one of them.

The paradoxical consequences of accelerating

applied science are found through all reaches of

our society. I was intrigued, and startled, to read

the other day a comment made by Mr. Justice

Oliver Wendell Holmes in February 1913: “.
. . I

fear that we are running through the world’s

resources at a pace that we cannot keep. . .
.”

The extraordinary productivity of our civiliza-

tion has the curious consequence of threatening

the survival of our civilization. Perhaps we have

an absurd instance of corporate suicide by over-

consumption that leads to starvation. And, too,

the production of material plenty, in which we
are unprecedentedly successful, contaminates as

well as exhausts the environment.

Accelerating applied science imposes seemingly

unbearable burdens on traditional social institu-

tions as well. Instant communications, swift

travel, widespread economic enterprise, and social

interdependence, as well as changing interpreta-

tions of the origins of the universe and the unique-

ness of humankind, have led to radical alterations

in the significance of churches, families, home-

towns, traditions, inherited values. Even the

avidly sought, remarkable increases in educational

opportunity and achievement attained in many
parts of our contemporary world can lead to dis-

harmony between employment needs and oppor-

tunities on the one hand, and the expectations and

characteristics of training and education of many
persons in the labor force on the other, with

debilitating personal and disruptive social results.

There are large dimensions to the paradoxes of

material plenty. I will make one more comment

about them by quoting Dr. Soedjatmoko, former

Indonesian Ambassador to the United States, who
a year ago spoke at the Centennial celebration of

Bill Scott’s and my university, Vanderbilt. Noting
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some of the problems faced within the United

States and elsewhere, he said:

. . we are brought up short by our aware-

ness that with our own fragmented knowledge

we lack the concepts and the analytical tools that

would allow us properly to define these problems

and to gain purchase on their solution. In part

these problems are the result of the phenomenal

growth of systematic knowledge itself and the

technology it gave birth to during the past two

centuries. They have reshaped the natural condi-

tions of peoples’ lives and created a new environ-

ment which gives us great power and has opened

up unparalleled new opportunities for the fulfill-

ment of our needs, for the enrichment of our lives

but also for its destruction. They have at the same

time also imposed on all of us the terrible psychic

burden of living with continuing and continuously

accelerating change as a permanent condition of

our lives in directions which seem to escape our

control. In principle, mankind should now be

able to fulfill all of its material wants. Still, pov-

erty remains the seemingly permanent condition

of hundreds of millions in large parts of this globe.

We have developed the most sophisticated instru-

ments for the expansion and transmission of

knowledge, but the number of illiterates in the

world is growing both in relative and absolute

terms. We know much more about the individual

and human nature through scientific inquiry, but

we cannot seem to avoid having to spend a large

portion of our resources for armaments, and

violence has become our permanent companion

in modern life.”

It is easier to speak of the problems that flow

from material abundance than it is to examine

the effects of our extraordinarily durable and

successful American political system. Such is es-

pecially so when cherished values of democratic

dogma are involved. Consider the accelerating ex-

pectations for liberty and equality. One is on

tender ground even to hint that problems may
flow from expanding the definition, or extending

to new groups—minor children, for example—the

application of the definition, of liberty or of

equality.

I, at least, am tempted to think that liberty and

equality are like wisdom and justice. By defini-

tion, we cannot have too much of them. But prob-

lems do flow from the need to define what we
mean, or what we believe the founders of the

nation meant by liberty, and by equality. The
gravest problems flow from the need to define

what we want liberty or equality to mean in the

future. Into that process the difficulties, or the

appearance of the difficulties, of excess can enter.

Let us look at some of the uncertainties of

definition. The courts, the Congress, and the

President have been wrestling in recent years with

such issues as equal educational (or employment)

opportunity versus equal educational (or employ-

ment) results, as equal present opportunity versus

compensation for unequal past opportunity. In

each of these cases, which is the goal the nation

should pursue?

Our governmental leaders have also been con-

cerned with how, for another example, to inter-

pret and apply the First Amendment to the Con-

stitution, which reads in part as follows:

“Congress shall make no law . . . abridging

the freedom of speech, or of the press; or the

right of the people peaceably to assemble, and

to petition the Government for a redress of griev-

ances.”

Few have ever argued that speech and press

can be totally unrestrained. In most places, one

may not exercise his freedom of speech nightly by

bullhorn to the effect of disturbing his neighbors,

nor disrupt a string quartet concert with a public

address. But controversies arise around issues of

taste and, especially in these days, the asserted

effects on children of what is carried by print and

broadcast media. Ultimately, the question asks

whether a society has standards and values it can

identify and can properly seek to encourage. The

counter question asks whether a society should

seek to identify standards and values and should

seek to encourage them, or impose them on indi-

viduals. The issue goes to the basic assumptions

of our culture.

My concern is with degree, with how one ex-

pands concepts of freedom in a way that yet

achieves the optimum harmony of a society’s val-

ues. Freedom of press could be so unrestrained

as seriously to deny other values we also seek to

respect, privacy, for example. The search to

assure literal equal opportunity for all persons

could also run athwart other values, the right to

acquire and transfer property, for example.

It is awkward for public figures to express

any view about such values as liberty and equality

except to urge their extension. The paradox is

that failure to define and restrain their meaning

in operation, and the failure to seek to reconcile

them with other goals we cherish, can threaten

their own realization. The social and political
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context that they require in order to flourish is

ultimately fragile, and its viability depends on a

structure of compatible values that is widely re-

spected, and also on widespread understanding

and support for the definitions of liberty and

equality that are applied in the society.

Here is the paramount irony. The United States

is the most productive and freest society, pos-

sessed of the greatest opportunities for individ-

uals, among all comparable political entities in the

world’s history. Yet it is beset by problems so

fundamental and intractable as to erode our faith

in our own destiny.

We are not truly sure that we can provide

health care and educational services of the kinds

our people want, even less sure we know and can

provide the kinds they need, and we are especially

unsure that the United States can afford either.

The paradoxes of plenty should be notably con-

spicuous to the providers of health care and edu-

cation.

A symbol of our frustration is the present

condition of the United States Government’s an-

nual budget. We now have a level of accumulated

federal indebtedness that inescapably raises

questions about the ultimate efficacy of govern-

ment. Burdensome debt-carrying charges not only

lead to deficits and inflationary pressures, but they

also severely handicap government’s capacity to

address effectively its whole range of responsibili-

ties. Such conditions can, in addition, tempt a

government, including our own, to search for

ways to meet problems through social and eco-

nomic interventions that would restrict both lib-

erty and equality.

Frustration sometimes produces bewilderment,

sometimes fear, sometimes determination. What-

ever the reaction, the course and response lie in

public policy—affirmative policies, or passive

policies, or sometimes the policy of having no

policy. By “public” policy I do not mean govern-

ment policy alone, but rather the nation’s total

behavior, including the attitudes and actions of

individuals and groups.

In times of bafflement or despair, when difficul-

ties seem beyond mastery, individuals sometimes

retreat into mysticism. Comfort may be achieved,

at least for a while. The retreat is usually an

abandonment of responsibility. We have seen

some of this in American history not excepting

recent years.

More generally in times of travail, we instinc-

tively look for leadership. We seek to find a
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leader who will shoulder the common burdens,

show the way out of the darkness, and comfort

the rest of us by the knowledge that he is doing

so.

There have been occasions in American his-

tory when, quite literally, the future of all then

living, and the lives of each here present, were

directly influenced by leadership of an individual:

Thomas Jefferson formulating the hopes and

aspirations of independence, George Washington

presiding over the Constitutional Convention,

Abraham Lincoln preserving the Union, Franklin

Roosevelt restoring a people’s spirit and leading

them in war, are four cases. Such leadership, or

that of Theodore Roosevelt or Woodrow Wilson,

emerges in each case from a particular context,

from a special confluence of needs. When an indi-

vidual strongly suited to his time appears, the

leadership is remembered. October of any presi-

dential election year is a season to remind us that

leadership is often offered as the best solution to

all our problems.

America’s and the world’s present condition

calls for more, I think, than the strength, vision,

courage, integrity, ingenuity, and ambition of a

great leader, whether as president or in another

capacity. Such leadership is to be devoutly hoped

for and gratefully appreciated—always. But I

think the American condition is now different in

fundamental ways than it was at the founding of

the Republic, during the Civil War, or in the

Great Depression and World War II.

Each time of crisis is of course different from

its predecessors. Our present grave condition,

however, is of a different order from its predeces-

sors. It is much more a chronic condition than a

distinctively defined crisis. If I may indulge in an

Irish bull, it is a chronically acute condition.

By what public policies do we address this

condition?

I am conscious that I am speaking to elegantly

trained and expert practitioners of highly special-

ized professional skills. There is greater certainty

to much of what you do than enjoyed by a politi-

cal scientist or university officer like myself. It is

yet another paradox that with so much that is

certain and controllable in the world, there is so

much more that is unpredictable and unmanage-

able.

The tasks ahead belong to all of us. Acceptance

of that fact is necessary for effectiveness of the

“public policies” I propose as requisite for a via-

ble American future. Some of what I suggest may
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strike you as excessively abstract, or so demand-

ing of personal self-control as to run against

nature, or calling for such vision as to require

radically changed cultural conditioning, or to

mean such a revision in established institutions

and expectations as to be revolutionary. Perhaps

so, but we are a practical people, reared in liberal

Western traditions of adaptability and give-and-

take, realistic in knowing that the alternative to

doing what a situation requires is to languish

with the consequences of not doing so. In our

case, the consequences no more than 50 years

from now may not be tolerable.

We need to adopt three basic stances. I will

speak to each separately.

There is a painting by Philipe de Loutherbourg

that portrays in burning, sun-red hues the incan-

descent glow of the 18th century Darby blast

furnaces at Coalbrookdale in Shropshire. It would

seem to be of a hell on earth, or of the hell here-

after.

Robert Burns, whose poetry celebrated simple

things, was not the first, nor were Vanderbilt’s

agrarians of half a century ago, whose noted

book, ril Take My Stand, deplored the dangers

of more complicated things, the last, to know the

two-edged sword of science and invention.

And I have tried in these remarks to make it

clear that the uses of knowledge and the conse-

quences of knowing are not automatically and

invariably beneficial to humankind.

Yet—call it still another paradox, if you wish

—there is now no turning back, and to become

the masters of our fate requires the purposeful

extension and application of knowledge. Because

dominant problems in our lives are traceable to

knowledge-based technology, that is no argument

to retreat now into anti-intellectual know-nothing-

ness, into a mystical nihilism. The rich glories and

incredible privileges of present life for many

—

including all in this hall—and the unprecedented

hopes we hold for all humankind, stem also from

that same base of knowledge. Our urgent task is

to develop the new information, new concepts,

new strategies that will permit the amelioration

and solution of our problems. We have no practi-

cal choice but to try.

How we try will make a difference. We have

extraordinary national resources of investigation,

knowledge, and invention. Yet they will not serve

without enhanced skill in directing them toward

the goals we seek. We need a magic amalgam of

government policy and private enterprise. The re-

quirements are stern.

I read recently a passage from a new publica-

tion of the Brookings Institution, Setting National

Priorities: The Next Ten Years, by Henry Owen
and Charles L. Schultze. The authors stated:

“In domestic as in foreign policy, the place to

start is with a sober analysis of what government

can and cannot do well. Ten years ago a review of

major economic and social problems would have

concentrated on asking how government might

best deal with them. In today’s climate of public

opinion the same kind of review must begin by

asking whether government is capable of dealing

with them. Ten years ago government was widely

viewed as an instrument to solve problems; today

government itself is widely viewed as the prob-

lem.”

This is not to call for a less decisive govern-

ment, but to call for an increasingly wise govern-

ment.

The greatest leverage knowledge can give us

on contemporary difficulties is through better defi-

nition and understanding. Infantile paralysis was

effectively eliminated by research and insight

—

not by attending physicians and iron lungs, essen-

tial though they were and are to stricken victims.

In other realms of need, definition, research, in-

sight, understanding can make for solutions, too.

Someone said that there is no power like that of

an idea whose time has come. There is no multi-

plier of effective effort like systematic, timely

thinking. In our new world, optimum practice in

energy and resource use, in population control

and food production, in health and education, in

armaments control and international finance,

in almost anything, will not emerge by chance,

nor solely from good will.

National policies to enhance the central think-

ing organs of our society, public and private, in-

cluding research-intensive universities and insti-

tutes, are needed if we are to surmount the physi-

cal and social dangers that confront us. We can-

not meet our needs by simply doing more and

more of the same that we have been doing

—

whether in seeking to improve education, or medi-

cine, or social welfare, or international negotia-

tions, or living standards, or legal justice, or what-

ever, including ethical behavior and constructive

social values.

That brings us to the second basic stance that

I find necessary.

Pursuit of more effective powers of mind will
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not by itself suffice for the future. The future re-

quires commitments to a general welfare, to a

concept of human unity—commitments rooted in

the realistic, pragmatic understanding that our in-

dividual destinies are, in truth, so inextricably

intertwined with each other that they are for prac-

tical purposes one.

The achievements of American government are

remarkable. Our political system may arguably be

called, for a society of anything like its scope and

diversity, the most extraordinary achievement in

human organization and polity. In its net conse-

quences it has served us well. The question now

is whether it is adequate for the future.

As a political scientist, I am much conscious

of the competitive political aspirations of interest

groups, and of the theory that through the com-

petitive clashes of narrow purposes in our politi-

cal processes a net gain and good for the Republic

result. The concept is to some extent analogous

to the argument on behalf of a fully unfettered

competitive economic system. No one of course

argues for either in a pure state. But in a mount-

ingly complex and interconnected social system,

concepts of the general good, of the national in-

terest, of a world interest, increasingly require

encouragement.

One theory of representation imposes on the

elected official the obligation to represent the

articulated interests of that segment of the elec-

torate that gave him office. A different theory of

representation calls for the official to pursue the

interests of the larger whole of which smaller

constituencies, including his own, are component

parts.

We need to shape our political institutions and

encourage our political expectations to strengthen

the latter concept of political obligation. In con-

trast to some systems elsewhere, the United States

has a highly responsive set of political institutions.

We applaud this feature when our own special

concerns are well attended by officials, and de-

plore it when we find that our competitors for

political decisions prevail. We must in our institu-

tions, in our officials, and in ourselves encourage

loyalty to broadest community objectives—be

they local communities, the national community,

or the world community.

Recent changes in regulations governing the

financing of presidential election campaigns illus-

trate institutional changes that contribute to this

end. These changes, including public financing

of some campaigns, help to free candidates from
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obligations to financially robust special interests,

and from those who collect political money on

behalf of those interests.

Other institutional changes can improve the

potential for broader political vision and conse-

quently for more effective democratic government.

I have come to wonder whether a Bicentennial

Constitutional Convention in 1987 could usefully

recast some of our federal procedures and struc-

tures. The procedures for nominating presidential

candidates, the length of term of members of both

houses of Congress, the sizes of the jurisdictions

they represent, the powers exercised by the

branches and levels of government, the protec-

tions accorded individuals, and other qualities of

our system would benefit from the kind of deliber-

ative processes that characterized the Constitu-

tional Convention of 1787.

Concepts of common allegiance, of a larger

welfare, require renewed assertion and strength-

ened loyalty in all reaches of our society. In re-

cent decades it has not been so much the fashion

as once it was to extoll the virtues of national

obligation and patriotism, of a superior general

good within each arena of our lives, to which

we owe loyalty above particular interests.

To advocate these qualities of expanded loyalty

is not to diminish the importance of individual

and group determination to right the wrongs of

an imperfect society. But it is to say that in the

long run the self-centered objectives of all will

have a better prospect for lasting realization if

we recognize the realities of our common destiny.

It is difficult to inspire enthusiasm for the

third stance that I find necessary for our future.

Yet, like a plea for morality, it rests unassailably

on ultimate realism. Moderation is the quality of

which I speak.

I was struck growing up in Savannah by the

unusual fact that the Georgia State Seal bears

—

has long borne—the word Moderation, along with

the words Justice and Wisdom. For a while I was

perplexed why Moderation was in that triumvi-

rate. Certainly it is not one of our celebrated

national abstractions like Justice and Wisdom.

But the social utility of Moderation has become

increasingly apparent as our national and world

societies have become ever more intensively orga-

nized and intricately interdependent, and as ac-

celerating rates of change have wrought revolu-

tionary alterations in almost all conditions of

human life.
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Moderation means self-restraint. Self-restraint

is not a frequently celebrated quality. Yet I doubt

that a popular, republican government like ours,

in a highly organized, diverse, pluralistic society

like ours, can function successfully in the world

we are entering without the moderation of self-

restraint. Moderation means modifying immediate

expectations: political, economic, social, personal,

public expectations.

We all want more, and to be better. Ambition

for more and better is a driving dynamic—diffi-

cult, let us say impossible, to modify for a large

population. But “more” and “better” are not al-

ways the same, and more now is not always com-

patible with the goal of more later. And people

are capable of discerning where their largest

interests lie.

A changed stance, not a changed national

ethos, is required to develop our capacity to fit

our expectations of society to society’s capacity

to fulfill them. We have resources to draw upon.

Persons reared in the liberal political and intel-

lectual traditions of the English-speaking world

have demonstrated considerable ability to be flex-

ible, to negotiate, to compromise in order to

achieve consensus, even on occasion peaceably

to give up wealth and power, because they had

the temperament and wit to see that the altern-

atives were less preferable. We will need in future

all such qualities as we can muster.

This is not just to say, however, that informed

and prudent people will need to take a long view.

They also need to seek and seize a richer, far

more varied set of satisfactions than afforded by

the narrow confines of material resources. As
world populations expand, as pressures on re-

sources increase, as geographical frontiers disap-

pear, as basic material needs are satisfied within

specific populations and areas now deprived, per-

sons intelligent and imaginative enough to find

new forms of satisfaction in our infinitely varied

and intriguing universe will avoid dislocation and

frustration as, inevitably, material rewards are

shared more equitably among the disparate parts

and populations of the globe.

All of this is to say that, if we would survive,

we must become persons of more robust intellect,

of greater vision and deeper insight, and of wise

humility and compassion in understanding our

divine unity as a human race. r ^
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Physician Recruitment Reception Held

In Memphis

A physician recruiting program recently orga-

nized in an effort to help interest resident phy-

sicians in remaining in Tennessee has been re-

ceived with considerable enthusiasm from phy-

sicians, hospital administrators, legislators, and

community leaders across the state.

Spearheading the campaign is the Tennessee

Hospital Association which in July launched a

series of receptions for resident physicians in the

Memphis area, providing them an opportunity of

meeting and talking with physicians, legislators,

and community leaders from across the state who
are interested in securing more physicians for

their area.

Many residents are recruited by hospitals and

communities in other states because they are not

aware of the opportunities for practice in Ten-

nessee. This is an effort to make young physicians

aware that there are as many attractive oppor-

tunities in Tennessee for locating and developing

a practice as there are in other states.

At the Memphis reception, representatives from

31 Tennessee communities were introduced to 40

resident physicians who are in their final stages of

medical training.

Lieutenant Governor John Wilder of Nashville

represented the Tennessee General Assembly and

there were representatives from the offices of U.S.

Senator James Sasser and Representative Harold

Ford.

Also present at the reception were Dr. T. Al-

bert Farmer, chancellor of the University of Ten-

nessee Center for the Health Sciences, and Jim

Marler representing the Tennessee Hospital Asso-

ciation staff.

Physician shortage continues to plague many
smaller communities as well as some more popu-

lated areas in Tennessee. The Tennessee Medical

Association as well as many other groups, both

medical and lay, are well aware of these medically

underserved areas and are participating in various

programs to train medical students who hopefully

will establish practices in these areas upon com-

pletion of their medical training.

Unfortunately, far too many medical graduates

move to other states to set up practice upon

completion of their internship and residency, in
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many instances leaving the medically underserved

areas still searching for medical relief.

Annual receptions will be held in Nashville,

Knoxville, Chattanooga, and Memphis, r ^

Tennessee’s Lt. Gov. John Wilder (left) welcomes UT resi-

dent, Dr. Barton Warner.

T. A. Farmer, Jr., M.D., chancellor of UT Center for the
Health Sciences (left), Lt. Gov. John Wilder (center) and
James D. Marler, senior vice president, Tennessee Hospital
Association (right).
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Freedom
“Freedom is seldom lost all at once, but rather in small degrees.”

—David Hume, British philosopher (1711-1776)

It was the same year that historian essayist David Hume died that the

greatest experiment in personal freedom ever known on a national scale

was born. The founding fathers of our great nation were men of unusual

wisdom and ability. They were able to develop a constitution as a basis for

government—a representative republic of federated states—which has pro-

vided an atmosphere for personal freedom never before experienced in a

civilized nation. The desire to live in a nation without binding restraints on

economic activities and limitations on ability to move about freely brought

many hundreds of thousands of immigrants to this country during the first

150 years of our nation’s history.

We still have the greatest homeland on earth, but it seems evident we
are losing our freedom by degrees. During the past 50 years, government

has grown almost incomprehensibly; regulations and government interference

have become stifling. No longer is it sufficient for government to guarantee

to every citizen the free and inoffensive use of his facilities for physical, intellectual and moral self-

improvement. Politicians are responding to the ever-increasing demand for security and welfare

—

cradle to grave. This is the seductive lure of socialism but we must realize that for every degree of

security provided by government, we lose a degree of freedom.

Samuel Gompers said, “Look over all the world where you will, and see those governments where

the features of compulsory benevolence have been established and you will find the initiative taken

from the hearts of the people.”

The practice of medicine in the United States has flourished in the atmosphere of freedom. The

doctor has had the privilege to practice wherever he desired and was needed. The patient has had

the privilege to choose the doctor he preferred. This so-called nonsystem of health care has proven

to be the best system ever.

Medical practice is at a crossroads in our country at this time. In the near future our represen-

tatives in Congress will be deciding whether we continue in this atmosphere of freedom or whether

the practitioner of medicine becomes a government employee or contractor.

At a recent AMA leadership conference a British National Health Service administrator advised,

“Do not make the same mistakes as we have. You can surely see that the greatest good, both for

the patient, the profession, and the government itself, will come from leaving the profession jree

from constraint. Do not be misled by the overtures of the government: fight against the elimination

of the insurance mechanism, oppose the contracting of physicians to government, and above all, re-

sist having your physicians in the employ of government.”

The AMA is striving to insure that any medical care legislation passed by the U. S. Congress

preserves those freedoms which have served to benefit the citizens of this nation.

It is my opinion that if the citizens of this great nation and their representatives in Congress

can be made to understand the real issue—freedom or nonfreedom—government medecine will

be rejected and private medical care can be perpetuated in an atmosphere of freedom.

Our challenge is to inform.

David H. Turner

pic/iclenlV
P<i9«

Sincerely,

PRESIDENT



joumol of the

lenne//ee
mcclicol o//ockilion

PUBLISHED MONTHLY
DEVOTED TO THE INTERESTS OF THE MEDICAL

PROFESSION OF TENNESSEE

OFFICE OF PUBLICATION, 112 LOUISE AVENUE,
NASHVILLE, TN 37203

JOHN B. THOMISON, M.D., EDITOR

ADDISON B. SCOVILLE, JR., M.D., ASSOCIATE EDITOR

JEAN WISHNICK, MANAGING EDITOR

Acceptance for mailing at special rate of postage
provided for in Section 1103, Act of October 3, 1917,

authorized July 15, 1932.

Copyright for protection against republication. Journals
of the American Medical Association and of other
state medical associations may feel free to quote

from this Journal whenever they desire
merely giving credit to this publication.

Address papers, discussions and scientific matter to

John B. Thomison, M.D., Editor, P.O. Box 70,

Nashville, TN 37202
Address organizational matters to L. Hadley Williams,
Executive Dir., 112 Louise Avenue, Nashville, TN 37203

COMMITTEE ON SCIENTIFIC AFFAIRS

OSCAR M. McCALLUM, M.D., Chairman, Henderson
CHARLES E. ALLEN, M.D., Johnson City

WINSTON P. CAINE, JR., M.D., Chattanooga
GERALD I. PLITMAN, M.D., Memphis
W. A. SPICKARD, M.D., Nashville
JOHN B. THOMISON, M.D., Nashville, Ex-Officio

SEPTEMBER, 1977

cdHofiol/
Cancer Answer

Playing with words is one of man’s favorite

pastimes, and medical students used to, and

probably still do, like to tamper with eponyms.

An onomatopoetic concoction from the past is

the “Percival Potts puffy tumor,” which may or

may not refer to anything at all. But in any case,

in 1775 Dr. Potts did make the observation that

chimney sweeps developed “soot warts” on the

scrotum which after many years became large

tumors which could go on to kill. In 1843, at a

time when the cellular character of tumors

was first coming to be recognized. Curling wrote

a definitive description of scrotal cancer in

chimney sweeps.

Just 100 years after Potts’ observations the in-

vestigation of the genesis of cancer began with

von Volkmann’s conclusion that the cancer oc-

curring in industrial tar and paraffin workers

around Halle was due to chronic irritation by

chemicals. The list of carcinogens and suspected

carcinogens is now, another hundred years after

Potts, long indeed. Among the latest are poly-

vinylchloride, chelating agents, and, lo and

behold, saccharin. Civilization is belching forth

carcinogens by the barrelful, and the end is not

in sight.

Somewhere along the line somebody realized

all this was bad for you and ought to be con-

trolled, and the FDA, which originally was set

up to monitor food and drugs (mostly cos-

metics) was put into the act. We finally got the

Delaney clause which banned out of hand any

substance which can be shown to produce cancer

in man or animals. Period. This, of course, un-

qualified, includes practically everything, maybe

even water.

One of my medical school teachers, a surgeon,

observed that probably within my lifetime cancer

would cease to be a surgical disease, because it

would probably turn out to be metabolic in origin

and medically treatable. What we are looking for

now, of course, is something which will, even

more selectively than radiation and some of our

present antimetabolites, kill cancer cells and spare

the normal ones.

For a while, back in the ’50s and ’60s, it looked

as if viruses were the culprit, and all we needed

to do was find a way to kill the viruses or to

neutralize their effect. It turned out that sure

enough viruses probably do cause some cancers.

But not all. Now an investigator at Michigan

State has made the statement, probably correct,

that we will never find a cure for cancer, because

cancer is not a disease. It is many diseases.

Tissues and the cells which make them up can

react morphologically to stimuli in only a few

ways, regardless of what the stimulus is. Unless

one can find the organism, it is hard to tell

whether a granulomatous reaction is due to the

tubercle bacillus, an atypical mycobacterium, his-

toplasma, cryptococcus, or what. The same is
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true of carcinogens. On the other hand, what is

going on in the cell’s works may be a lot dif-

ferent in each of them. But the situation is not

hopeless. We have just had to attack each in-

fectious disease one at a time. There are other

ways to tell them apart, and slowly but surely

infectious diseases have come under control. The

cure depends upon early institution of proper

treatment. Proper treatment depends upon ac-

curate and early diagnosis.

In dealing with cancer, we can learn a lot from

our experience with infectious diseases. Preventive

medicine is important. We do not knowingly ex-

pose ourselves to an open case of tuberculosis,

so why should we (editorial “we”—/ Quit) keep

pouring cigarette smoke into our lungs? We do

not ignore red streaks spreading from a cut, so

why ignore bleeding or a lump? We have pro-

gressed a long way with the surgical treatment

of cancer. Progress is being made in chemo-

therapy. There is already a lot we can do—the

earlier the better.

The future may not be as bright as our fondest

dreams, though it seldom is in any area of life.

But neither is it hopeless, or even as gloomy as

it often appears. Maybe there will never be a

cure for cancer. But there will be, and even

already are, cures for cancers. The answer is, as

it is for any other illness, early detection, for

the early institution of proper treatment. Investi-

gation is being carried on in many areas to make

all that possible.

We need to make more of an effort in public

education. We need to get to people before they

become our patients, because there is a lot they

can do to prevent it. Because medical students

find courses in preventive medicine dull, the

doctors they become are not very interested.

Neither, apparently, is the public, except insofar

as it involves other people.

The responsibility for changing that attitude

rests to no small measure with you and me.

J.B.T.

While the Earth Remains

This has been the dryest summer I remember;

the drought started a month earlier than usual,

and though it is true the summer is not over

yet, there is no relief in sight. By mid-July our

yard looked like it does in the fall. Trn past

worrying about the lawn; it looks now as if we’ll

lose some trees. The drought seems the worst

ever, at least in the nearly 20 years we’ve been in

our present home.

Yet memories are notably short, especially

where things like weather are concerned. There

have been few records set this summer and when
dates are given, the record high temperatures

have been scattered through the late ’40s and

’50s. You can read in one place that the world

is cooling off, in another that it is overheating,

and in still another that it is drying up. It can

all be proved by statistics, and for seemingly

valid reasons. And yet one writer, possibly the

most objective because he apparently had no

axe to grind, pointed out that weather is notably

cyclic, not only over the centuries and millenia,

but for the short term as well.

A couple of weeks ago I spent a weekend in

the Great Smokey Mountains National Park. I ar-

rived at Cades Cove before eight, about an hour

after sunrise. I had the place to myself for about

the first hour, and the Smokies were indeed

smokey. I got to watch the drifting fog being

burned away across the cove and in the sur-

rounding hills and mountains. No drought here.

The woods were wet and dripping, the grass

dew-dropped and cool from a shower the night

before. Up the trails, bright multicolored fungi

peeped out from under the leaves and pine

needles covering the forest floor and clung to

stumps and trunks of fallen trees. An occasional

horror popped up, offal of civilization dropped

by the uncivilized—a soft drink can or paper

cup. Mercifully these were few, but they intro-

duced a jarring note into the peace and harmony
of the valley.

The only sign of the drought was diminished

water in the streams, but they seemed about

normal for this time of year. I was told they had

been replenished by a good rain the week before;

Laurel Falls was as lovely as ever. Trailside

markers tell us the mountainside in that area was

logged over in the years before the park opened

about 45 years ago, and that forest fires had

also burned it over on occasion, so that the forest

there consists now of relatively new growth, and

no forest giants remain. Those were mainly chest-

nut oaks, which were destroyed by the blight of

the ’30s.

The markers went on to say that the first trees

to appear on a reforested mountainside are the

pines. They grow in competition with hard-

woods—oak and poplar—and eventually lose out

because they do not do well in shade. Hemlocks

do, though, and later the trees are mostly tall

hardwoods and lower hemlocks, making the
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forest floor dark and brooding, with little under-

growth. Finally the oaks and hemlocks go, and

beeches, poplars, and so on, remain. Periodically

the floor is purged by tire. Except in extreme

drought, the larger trees are not killed. The forest

continues to renew itself.

The first words to go by Samuel F. B. Morse’s

telegraph, in May, 1844, were, “What hath God
wrought!” We need to remember that the forests

and meadows were here before man wrought

anything, and that in fact the problems we face

have a great deal to do with man’s works and

his tampering with nature. It was widely pre-

dicted until very recently that man was about

to tame nature. Now one western state is being

sued by another for stealing its rain by cloud-

seeding, man-made reservoirs in the West are

drying up, whole mountains are stripped for coal

or metals and what remains is washed away by

flooding streams. Some of our earthquakes are

thought to be caused by earth shifts due to man’s

removal of underground gas, oil and water.

Tame nature? She is a tough opponent, and

from the looks of things man would do well to

forget about that and learn to live with her. In the

meantime, we have God’s promise that, “While

the earth remains, seedtime and harvest, and cold

and heat, and summer and winter, and day and

night shall not cease.”

There is a condition: “While the earth re-

mains.” Sometimes we seem to be doing our

utmost to see it does not.

J.B.T.

Request for Information

To the Editor:

We of the Cumberland Chapter of the National

Hemophilia Foundation have recently initiated a

project which is part of a national effort to develop

a registry of hemophilic patients. Although this may
ostensibly seem to be a rather simple task since the

hemophiliac’s symptoms are quite pronounced and

somewhat rare, because of isolation or lack of se-

verity or the relative newness of the State Hemo-
philia Program, we feel that there are, unfortunately,

persons who have not yet contacted the Foundation

or the State Program. Both organizations have in-

valuable services to offer the hemophilic patient;
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we are therefore asking persons in the medical pro-

fession to systematically survey their bleeding dis-

order patients and have those who have not done
so, contact us or Mr. Ralph Maxwell, coordinator

of the State Hemophilia Program, Ben Allen Rd.,

Nashville, TN 37216; Tel. (615) 741-7206.

We realize that such requests upon physicians’ and
nurses’ time are frequent and are therefore easy to

ignore. But we feel that this project presents a spe-

cial urgency since the ability to determine accurately

present and future blood needs is a goal that affects

every segment of the population and is of utmost
importance.

We assure that all information gathered will be

kept in strictest confidence and will not be released

(except in aggregate statistics) without prior con-

sent of the patient or patient’s family.

Mark A. Hall

Director of Special

Projects/ Statistician

Cumberland Chapter of the

National Hemophilia Foundation

One Maryland Farms
Brentwood, TN 37027;

(615) 373-0400

Richard Carl Light, age 63. Died July 26, 1977.

Graduate of Ohio State University School of Medi-

cine. Member of Nashville Academy of Medicine.

Thomas S. Long, age 63. Died June 18, 1977.

Graduate of Washington University School of

Medicine. Member of Chattanooga & Hamilton

County Medical Society.

Clement H. Marshall, age 83. Died July 16, 1977.

Graduate of University of Tennessee School of

Medicine. Member of Memphis and Shelby County

Medical Society.

Doris L. Upchurch, age 57. Died December 14,

1976. Graduate of University of Louisville School

of Medicine. Member of Roane-Anderson County

Medical Society.

ncui membcf/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

GREENE COUNTY MEDICAL SOCIETY
Michael W. Bean, M.D., Greeneville

KNOXVILLE ACADEMY OF MEDICINE
David A. Birdwell, M.D., Knoxville

Michael V. Otis, M.D., Knoxville

Vijaya R. Patil, M.D., Knoxville
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NASHVILLE ACADEMY OF MEDICINE
Glenn H. Booth, Jr., M.D., Nashville

M. Terry Burkhalter, M.D., Nashville

Wesley L. Coker, M.D., Nashville

Robert S. Cooper, M.D., Nashville

Robert B. Faber, M.D., Nashville

William M. Gavigan, M.D., Nashville

Ronald Gilmer, M.D., Nashville

James H. Haynes, M.D., Nashville

Robert E. Mallard, M.D., Nashville

Gilmore M. Sanes, Jr., M.D., Hendersonville

John A. Shields, M.D., Nashville

Lucien C. Simpson, M.D., Nashville

Robert B. Snyder, M.D., Nashville

Song W. Wong, M.D., Nashville

SULLIVAN-JOHNSON COUNTY MEDICAL
SOCIETY
Carl Slocum, M.D., Kingsport

pcf/OACil neui/

Walter M. Boehm, M.D., Chattanooga, has been
elected president of the Birth Defects Center board
of directors. Nicholas Forlidas, M.D., Chattanooga,

has been elected assistant treasurer and assistant

secretary. The center provides medical assistance

to children with birth defects at no cost to the

patient or the family.

Harold W. Jordan, M.D., Nashville, commissioner of

the Tennessee Department of Mental Health, has

been awarded the Citizen of the Year Award by
the Most Worshipful Prince Hall Grand Lodge of

Free and Accepted Masons of Tennessee.

Victor W. McLaughlin, M.D., Oak Ridge, has been
elected first vice president of the East Tennessee

Chapter of the American Heart Association.

John B. Thomison, M.D., editor of the Journal

of the Tennessee Medical Association since

1971, has been elected editor of the Southern

Medical Journal. He assumed his new editor-

ship duties for the Southern Medical Associ-

ation July 1. Dr. Thomison will continue to

serve as editor of the TMA Journal.

meclicol neui/
in tenne//ee

UTCHS Announces Appointments

Dr. Amoz Chernoff, newly appointed associate

vice chancellor for academic affairs at the Uni-

versity of Tennessee Center for Health Sciences-

Knoxville Unit, is the principal investigator of a

National Institute of Health study of cystic fibrosis,

an important hereditary disease and a major killer

of children in this country. The Cystic Fibrosis

Foundation has been awarded a one-year contract

—

funded by the National Institute of Arthritis, Me-
tabolism, and Digestive Diseases and the National

Heart, Lung, and Blood Institute for this in-depth

study.

Dr. Chernoff, for many years director of the

University of Tennessee Memorial Research Center,

recently took an 18-month sabbatical leave from the

Research Center and served as the national medical

director of the Cystic Fibrosis Foundation in At-

lanta. On return to Knoxville in July, he assumed

his new duties as associate vice chancellor, while

relinquishing the Research Center leadership role

to Dr. Robert Lange, formerly assistant director of

that unit.

Dr. Chernoff is assisted in the cystic fibrosis

study by Dr. Charles Congdon, research professor.

University of Tennessee Memorial Research Center.

Tennessee Wins AMPAC Award

Tennessee was one of 19 states receiving recog-

nition from AMPAC for having 100% of its

leadership delegation become sustaining members
of AMPAC—American Medical Political Action

Committee. David H. Turner, M.D., President of

the Tennessee Medical Association (left) accepted

the award from Michael P. Levis, M.D., secretary-

treasurer of AMPAC at the AMA’s 126th Annual
Convention in San Francisco.
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From the AMA’s Office in Washington

Hospital Cost Containment
Gains Momentum

Strong pressure from President Carter and other

administration officials and a desire by Congress to

get some handle on rising health care costs appear
to be weakening Congress’ previously firm sentiment

against the administration’s Hospital Cost Contain-
ment program. Some hill observers now believe the

plan—in some form or other—is picking up enough
momentum to clear Congress this year, a possibility

viewed as remote earlier in the session.

The Cost Containment plan calls for imposition

of an annual ceiling of about 9% on all hospital

revenue increases. It places a $2.5 billion limit on
capital expenditures. Major health provider groups,

including the AHA and the AMA, have assailed the

plan as a revival of the discredited wage and price

freeze several years ago.

Other versions of the administration’s plan, how-
ever, are taking shape in the Congress. Here are

some recent developments:

• Rep. Paul Rogers (D-Fla.), chairman of the

House Commerce Subcommittee on Health,

has introduced a modified version of the ad-

ministration bill and held one day of public

hearings.

• The House Ways and Means Subcommittee on
Health headed by Rep. Dan Rostenkowski
(D-Ill.) has started marking up a measure
following introduction of a version by Rosten-

kowski.

• Sen. Edward Kennedy (D-Mass.) called his

Senate Human Resources Subcommittee on
Health to put together a bill containing major
elements of the administration plan.

• Sen. Richard Schweiker (R-Pa.), ranking Re-
publican on Kennedy’s subcommittee, has intro-

duced an alternative plan that would beef up
state control of hospital costs and prohibit

capital expenditures for 18 months. Schweiker

has been joined by Sen. Thomas McIntyre
(D-N.H.).

Public hearings now have been completed on the

issue by three of the four congressional committees
with jurisdiction. The exception—the Senate Finance

Subcommittee on Health—has conducted public ses-

sions on legislation by Subcommittee Chairman Her-

man Talmadge (D-Ga.) that is limited to restric-

tions on Medicare-Medicaid spending by hospitals,

but could be broadened to include all revenues.

Congress takes a month vacation during August
and leaders are pushing for an October recess date.

This does not leave much time for the four involved

committees to resolve their differences and agree on
such a volatile issue as controls on one segment of

the economy.
The AMA has testified that the Rogers’ bill “un-
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fortunately retains those programs which would in

effect allow the (HEW) secretary to determine rev-

enue increases, capital expenditures, and utilization

rates.” The arbitrary limitations on revenue increases

“would prove to be disastrous for many hospitals,

especially to the already more efficient hospitals and
those hospitals which are located in rural areas,”

said Edgar T. Beddingfield, Ir., M.D., chairman of

the AMA Council on Legislation.

The major changes made in the administration

plan by Rogers would extend the government’s

power to regulate the purchase of new major medi-

cal equipment, provide incentives for hospitals to

eliminate services, and award hospitals for cutting

costs. Dr. Beddingfield lauded the concept of in-

centives, but questioned the details of the new plan.

The AMA official said that financing incentive

payments to hospitals out of general revenues raises

constitutional questions. “Should Congress pay out

of the general treasury amounts to hospitals for

providing services for which the federal government
otherwise has no obligation to pay?” he asked, noting

that all inpatients, not just federal beneficiaries,

would be covered.

Under the measure, expensive equipment pur-

chased for use in a physician’s office could be sub-

ject to a certificate of need restriction. Dr. Bedding-

field attacked this provision. “Any initial inroads

into medical practice seeking to control physician

offices or the acquisition of practice equipment

would jeopardize the independent practice of pro-

fessions,” he said.

Dr. Beddingfield continued: “Such an action could

only lead to more stringent controls eventually con-

trolling practice locations and extent of services

available and affecting quality of care. Medical prac-

tice—the physician’s office in particular—should not

be treated as a public utility.”

The Carter administration also opposed the

amendments recommended by Rogers. Sticking to

their game plan of fighting for its proposal with no

changes, HEW officials told the House Commerce
Health Subcommittee that the suggested changes

“have much long-run potential,” but “often raise

more questions than they resolve.”

Karen Davis, deputy HEW assistant secretary for

planning, said “we simply do not have the time

to refine proposals (such as those in the Rogers

bill) to ensure that they have the desired effect and

preserve administrative simplicity.” The Hospital

Cost Containment Act as originally proposed should

be enacted “as the fi’^st and desperately needed step

in devising a permanent solution to the critical na-

tional problem of controlling rising health costs,”

she said.

Patient Package Inserts for Drugs

A bill before the Congress would mandate that

prescription drug packages would carry a warning

label stating:

“Warning to physicians and patients—the Fed-

eral Food, Drug and Cosmetic and Devices

Administration approves this drug or device
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for the following purposes and no other

purpose.”

Drugs would be accompanied by patient package

inserts approved by the FDA explaining in layman’s

language the uses of the drug, a description of the

side effects, and so on.

This provision of a sweeping drug measure pro-

posed by Sen. Edward Kennedy (D-Mass.) was
attacked by the AMA. “By setting out in bold print

and by directing the warning to physicians and pa-

tients, the statement raises a spectre that a drug as

prescribed is dangerous,” said Lowell H. Steen, M.D.,

a member of the AMA’s Board of Trustees. “We
believe that such a phrase unduly intrudes into the

practice of medicine in an attempt to limit in some
manner the use of a drug,” said Dr. Steen.

“To mandate a drug label warning that in any
way suggests that a drug can, because of special

federal approval, be used properly for only certain

conditions and not for any other condition is an

improper attempt to restrict the necessary freedom
of the physician to prescribe the needed treatment,”

Dr. Steen said.

Dr. Steen noted that the AMA supports certain

additions to the drug labeling requirements and has

drafted a bill that would require certain information

to be listed on the drug container dispensed to the

patient.

But, he told Kennedy's Health Subcommittee, “it

is highly inappropriate to include a requirement that

the proposed warning be placed on all drug labels.

Moreover, we believe that all drugs should not

be required to have patient package inserts. The
preparation and distribution of the information to

be required in the patient package inserts pose a

number of problems. Patients differ in their drug

requirements with respect to dose, duration of

therapy and adjunct medication. They also differ

in therapeutic response, adverse side effects and
toxic reactions. ‘Patient package insert’ might be

helpful to some patients, but might confuse, frighten

or even harm other patients.”

The most appropriate source for a patient desiring

drug information is the physician. The AMA official

testified “we do not believe that it is desirable for

the commissioner of FDA to publish mini-treatises

on drug usage for dissemination to patients for all

drugs. A professional judgment on what is the best

treatment for the patient is the physician’s responsi-

bility and is made on the basis of extensive training

and experience.”

Dr. Steen spoke favorably of a Kennedy provision

for an expanded drug-testing program for drugs

that have not yet received new-drug application ap-

proval. This, he said, “could be highly beneficial in

bringing new drugs and chemical entities to the

market as expeditiously as possible. There have been
indications that our present system of new-drug ap-

proval has led to a relative drug lag between the

United States and other industrialized countries.”

HEW Regionals’ Power Gutted

Much of the autonomy and power of the ten

HEW regional offices have been eliminated in a

major reorganization by HEW Secretary Joseph

Califano.

Powers once vested in the regional directors were
shifted to HEW headquarters in Washington, D.C.,

bringing to dust the goal of the Nixon administra-

tion to establish “mini-HEW’s” with substantial

independence to deal with regional problems. How-
ever, the ten oflSces with tens of thousands of

employees across the nation will stay in business,

but with much closer ties to the nation’s capital.

Califano designated Eugene Eidenberg as deputy

under secretary for intergovernmental affairs. “In

this role, Mr. Eidenberg will be my principal liaison

and point of contact on a daily basis with the

PSROs,” he said.

“In the past,” he said, “there has been confusion

about the role of the regional offices and often con-

siderable discrepancy between the rhetoric that was
used to describe their functions and their actual

functions. The regional offices, on paper, were mini-

HEW’s and the regional director a field secretary

with line direction over program operations in the

field.”

“Our five-month review of the regional operations

has led to the conclusion that this has not, in fact,

been the function of the regional offices and that it

should not be,” Califano continued.

Instead, the secretary said, “the reorganization is

intended to provide clear and direct accountability

between the program people in the field and their

respective headquarters program offices in Washing-

ton, without the presence of the regional director

as ‘middleman.’
”

The reorganization will make the heads of the

department’s major program divisions (the assistant

secretaries and commissioners) accountable for all

aspects of the operations of their program on a

nationwide basis.

Califano said that the reorganization would be

implemented gradually to avoid disruption of es-

tablished operations and to minimize any adverse

impact on HEW employees.

VA Drs.’ Pay Increase Urged

The AMA is supporting a bill to increase Veterans

Administration physician and dentist pay.

The legislation before the Senate would extend

for one year authorization (Pay Comparability Act
of 1975) for the administrator of the Veterans Ad-
ministration to provide special pay to eligible phy-

sicians and dentists. The bill also provides that a

physician or dentist who has entered into an agree-

ment with the Veterans Administration which will

be completed during the extended authorization

period may enter into a new agreement not to

exceed four years in duration.

In a letter to the Senate Committee on Veterans

Affairs, James H. Sammons, M.D., AMA executive

vice president said;

“The AMA has been supportive for many years

of the federal government’s efforts to recruit and
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retain career-minded health professionals for fed-

eral health delivery programs.”

“We urge that the Congress act favorably on this

legislation and to assure the continuation of current

authorities to provide more adequate and equitable

compensation for physicians and dentists in the

Veterans Administration health care system,” said

Dr. Sammons.

Thoughts on Controlling Health

Care Costs

In remarks before a recent conference in Wash-
ington, D.C., on the subject of controlling health

care costs, Lewis Thomas, M.D., president of Sloan-

Kettering Cancer Center, shared these following

thoughts with those present:

“The roster of major diseases that have become
controllable within my lifetime made up the main
body of the textbooks of medicine and pediatrics

in the 1930s. Most of this transformation occuned
in the field of infection, thanks to immunization
and the antibiotics, but there have been improve-
ments of comparable magnitude in other fields,

notably hematology. And the change is still going

on.

“There has never been a time like it, in all the

long history of medicine, and the prospects strike

me as brighter today than ever before. Of all times

these are the unlikeliest for slowing down or stop-

ping science, or for trying to put restraints on tech-

nology. We will not be helped by restraining in-

novation, we will simply stay where we are, unable
to change the largely unsatisfactory and costly

things we are obliged to do for the diseases whose
mechanisms we still fail to understand. And those

diseases—heart disease, cancer, stroke and the rest

—

are not going to go away by themselves, nor are

we going to be able to talk them away. The prob-

lems are much more complex and profound than

most people realize . . . there is within medicine,

somewhere beneath the pessimism and discourage-

ment resulting from the disarray of the health care

system and its stupendous cost, an undercurrent of

unqualified optimism about what may lie ahead for

the treatment of human disease—if we can only

keep learning.”

Richmond New U.S. Surgeon General

Julius Richmond, M.D., the newly appointed

assistant secretary for health at the HEW Depart-

ment, also will bear the title—long considered

moribund—of U.S. surgeon general. This post hadn’t

been filled for several years. Though Dr. Richmond
isn’t a career Public Health Service officer, the

resurrection of the title brought joy to the Uniform
Corps which has been under constant threat of

extinction but has managed to survive. The surgeon

general is the top official of the Corps. /~

Valley Psychiatric Hospital
P. O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421 • Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psychological,

alcoholic, and drug abuse problems of adults, adolescents and children.

A full range of treatment modahties are utilized including individual and group psychotherapy, chemo-
therapy, and adjunctive and family therapies. Adjunctive therapy includes continuing education through

home-bound teaching for school-aged adolescents, recreational, occupational, and other supportive

therapies. Group therapy is five days each week with individual therapy at least three days a week.

Patients have six hours a day in scheduled therapeutic activities. Comprehensive outpatient services

are available with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Teimessee Hospital Association, the American
Hospital Association, and the National Association of Private Psychiatric Hospitals. Accredited by the

Joint Commission on Accreditation of Hospitals.

Psychiatry

D. Ross Campbell, M.D.
Henry Evans, M.D., Clinical Director

William C. Greer, M.D.
David V. MacNaughton, M.D.
John S. McDougal, M.D.
Robert T. Spalding, M.D., F.A.P.A.,

Medical Director

Clinical Psychology
Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.

Ann Morris, M.S.

Bobby G. Rouse, Ph.D.
Roy Smith, Ph.D.

Internal Medicine Consultant

Charles D. Kennedy, M.D.
Adjunctive Therapy
Dan B. Page, M.Ed.

Administrator

Dennis P. Dobard
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onnouncemeni/

CALENDAR OF MEETINGS

NATIONAL

1977

Sept. 24-25 AMA Regional Meeting, Holiday Inn,

Chicago

Sept. 25-29 Kentucky Medical Association, Ra-
mada Inn-Hurstborae, Louisville

Oct. 21-23 Society of Nuclear Medicine, Aladdin

Hotel, Las Vegas

Oct. 23-29 American College of Gastroenterology,

Marriott, New Orleans

Oct. 30- American College of Chest Physicians,

Nov. 3 MGM Grand Hotel, Las Vegas

Oct. 30- AMA Regional Meeting, Honolulu
Nov. 3

Oct. 31- Interstate Postgraduate Medical Asso-

Nov. 3 ciation. Diplomat Hotel, Hollywood,

Florida

Sept. 27-30 American Roentgen Ray Society,

Sheraton Boston, Boston

Sept. 28-30 American Society of Internal Medicine,

Washington, D.C.

Sept. 30- AMA Regional Meeting, The Home-
Oct. 2 stead, Hot Springs, Virginia

Oct. 2-6 American Academy of Ophthalmology
and Otolaryngology, Dallas

Oct. 5-7 American Academy of Occupational

Medicine, Brown Palace, Denver

Oct. 5-8 American Group Practice Association,

Hyatt Regency, Houston

Oct. 6-8 Central Association of Obstetricians

and Gynecologists, Broadwater Beach
Hotel, Biloxi, Mississippi

Oct. 7-8 AMA Hospital Medical Staff Leader-

ship Workshops, Marriott Hotel, Chi-

cago

Oct. 7-9 AMA Regional Meeting, Sawmill
Creek, Huron, Ohio

Oct. 9-14 Congress of Neurological Surgeons, San
Francisco Hilton

Oct. 10-13 American Academy of Family Physi-

cians, Las Vegas Hilton

Oct. 12-15 Southeastern Chapter of Nuclear Medi-
cine, Hyatt House and Benton Conven-
tion Center, Winston-Salem, North
Carolina

Oct. 15-19 American Society of Anesthesiologists,

Marriott and Roosevelt, New Orleans

Oct. 16-20 American Medical Tennis Association,

Lakeway World of Tennis, Austin,

Texas

Oct. 17-21 American College of Surgeons, Fair-

mont Hotel, Dallas

Nov. 1-2

Nov. 3-5

Nov. 5-10

Nov. 6-9

Nov. 8-10

Nov. 9-13

Nov. 11-13

Nov. 11-16

Nov. 28-

Dec. 1

Nov. 29-

Dec. 4

Nov. 30-

Dec. 3

American Association for the Study of

Liver Diseases, Hyatt Regency Hotel,

Chicago

Southern Thoracic Surgical Association,

Marco Beach, Marco Island, Florida

American Academy of Pediatrics, New
York Hilton and Americana Hotel,

New York

Southern Medical Association, Fair-

mont Hotel, Dallas

American College of Emergency Phy-

sicians, Hilton, St. Francis, and Hyatt

Union Square Hotels, San Francisco

American Association for Clinical Im-

munology and Allergy, Fairmont Hotel,

New Orleans

Association of Clinical Scientists, Drake
Hotel, Chicago

American Assocation of Blood Banks,

Atlanta Hilton, Atlanta

American Heart Association, Fontaine-

bleau Hotel, Miami Beach

International College of Surgeons (U.S.

Section), Fairmont and Roosevelt Ho-
tels, New Orleans

American Medical Women’s Associ-

ation, Marriott Hotel, Denver

STATE

Oct. 3-4 Tennessee Valley Medical Assembly,

Chattanooga Choo Choo Convention

and Concert Hall

Oct. 21-22 American College of Physicians—Ten-

nessee Regional Meeting, Hyatt Re-

gency Hotel, Memphis

Oct. 20-28 American Society of Clinical Patholo-

gists, Convention Center and Hilton

Hotel, Las Vegas

Nov. 2-4 Tennessee Academy of Family Physi-

cians, River Terrace and Civic Audito-

rium, Gatlinburg
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The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-
sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology .

Dermatology
Diabetes
Endocrinology

Gastroenterology
Hematology
Infectious Diseases ....

Medicine
Neurology
Obstetrics & Gynecology
Oncology
Orthopedics
Pathology

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
Sanford B. Krantz, M.D.

Zell A. McGee, M.D.
Grant W. Liddle, M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Robert Oldham, M.D.
Paul W. GriflBn, M.D.

. . .

.

William H. Hartmann, M.D.

Pediatrics

Psychiatry

Radiology A.
Renal Diseases

Rheumatology
Surgery
Cancer Chemotherapy .

General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation .

Thoracic & Cardiac . .

Urology

David T. Karzon, M.D.
Marc H. HoUender, M.D.

Everette James, Jr., Sc.M., J.D., M.D.
H. Earl Ginn, M.D.

John S. Sergent, M.D.

Vernon H. Reynolds, MJ>.
H. William Scott, Jr., M.D.
William F. Meacbam, M.D.

James H. Elliott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule 1977-78

Aug. 4-

Oct. 13

Fall, 1977

Sept. 29-

Oct. 1

Oct. 17-22

Nov. 1-5

Nov. 18-19

Dec. 2-3

March 5-10

Internal Medicine Intensive Review

(each Thursday—33 hours)

First Annual John S. Zelenik Lecture

William F. Orr Lectureship in Psy-

chiatry

Family Practice Intensive Review

(40 hours)

6th Annual Rhamy-Shelley Lectures

(16 hours)

Anesthesiology Update 1977 (7

hours)

What’s New in Obstetrics for Phy-

sicians? (10 hours)

Radiology Update 1978 (23 hours)

March 17-18 Annual Meeting, Southern Society of

Physical Medicine and Rehabilitation

March 27 7th Annual James C. Overall Visiting

Lectureship—Pediatric Pulmonary

March 22-24 Clinical Endocrinology (21 hours)

Spring, 1978 Symposium on Clinical Gynecology

Spring, 1978 Update in Management of Urologic

Malignancies—^Annual Cancer Sym-
posium (12 hours)

Spring, 1978 Annual Barney Brooks Lectureship in

Surgery (1 hour)
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Spring, 1978 Annual L. W. Edwards Memorial
Lecture ( 1 hour)

April, 1978 Annual Frank E. Luton Lecture in

Psychiatry (1 hour)

May, 1978 Postgraduate Course in Allergy

May, 1978 Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)

May 24-25 17th Annual Seminar in Psychiatry,

for Non-Psychiatrists (11 hours)

July 6-9 Contemporary Clinical Neurology (16
hours)

For information contact: Vanderbilt Continuing
Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Knoxville Unit

Oct. 7 6th Annual Internal Medicine Sympo-
sium—Wood Memorial Auditorium

(Univ. of Tenn. Memorial Research

Center and Hospital), Knoxville.

Credit: AMA Category 1 and AAFP
Prescribed.

Oct. 16-18 Cancer Concepts 1977—Sheraton Inn,

Gatlinburg, TN. Credit: 12 hours

AMA Category 1.

Oct. 20-22 Pediatric Orthopedic Conference

—

Sheraton Hotel, Gatlinburg, TN.
Credit: IIV2 hours AMA Category 1.

For information and/or a brochure contact: Dr.

Harvey Goodman, Director of CME, UTCHS, 1923

Alcoa Hwy., Knoxville, TN 37920, Tel. (615)
971-3345.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Continuing Education Schedule 1977-78

Oct. 6

Nov. 2-3

Nov. 10-12

Nov. 12-13

Dec. 10-11

Jan. 17

Mar. 2-3

Mar. 20-23

Perinatal Course—Cleveland, TN
The Use of Staplers in Surgery (Work-
shop )—Chattanooga

Diagnostic Radiology for Emergency &
Family Physicians—Chattanooga

Ophthalmology Course—Chattanooga

Basic Clinical Genetics—Las Vegas

Prophylactic or Preventive Antibiotic

Usage—McMinn-Monroe County Med-
ical Society

Clinical Orthopedics—Chattanooga

Diagnostic Radiology for Emergency &
Family Physicians—Lake Tahoe,

Mar. 21

Apr. 14-15

Apr. 18

May 4-6

May 16

June 14-20

Respiratory Infections—McMinn-
Monroe County Medical Society

Pediatric Course—Chattanooga

Postsurgical Infections—McMinn-
Monroe County Medical Society

Basic Cardiology—EKGs & Therapy
for the Primary Care Physician

—

Chattanooga

Helminthic & Parasitic Infections Re-

quiring Intermediate Hosts—McMinn-
Monroe County Medical Society

OB/GYN Course—Humacao, Puerto

Rico

For information contact: LeRoy J. Pickles, Direc-

tor, Continuing Medical Education, Suite 400, 921

E. 3rd St., Chattanooga, TN 37403, Tel. (615)
756-3370.

TENNESSEE PUBLIC HEALTH
ASSOCIATION

Nov. 15-17 Tennessee Public Health 1877-1977: A
Century of Progress, A Challenge for

the Future (national conference cele-

brating the centennial of public health

in Tennessee)—Hyatt Regency, Nash-

ville.

For information contact: Anne Stringham, 360
Capitol Hill Bldg., Nashville, TN 37219, Tel. (615)
741-1614.

EAST TENNESSSEE
CHILDREN’S HOSPITAL

Nov. 1-2 Pediatric Neurology

April 18-19 A Day and One Half of Practical

Pediatrics

May 2-3 Pediatric Infectious Diseases

For information contact: Karen Lee Shields,

Committee on Continuing Medical Education, East

Tennessee Children’s Hospital, 2018 Clinch Ave.,

Knoxville, TN 37916.

TENNESSEE ACADEMY
OF FAMILY PHYSICIANS

Nov. 2-4 Annual Meeting—River Terrace &
Civic Auditorium, Gatlinburg. Credit:

up to 30 hours AMA Category 1 and

AAFP Prescribed. Fee: physicians, $25;

interns and residents, none.

For information contact: Doris Darrow, Tennes-

see Academy of Family Physicians, 112 Louise Ave.,

Nashville, TN 37203, Tel. (615) 327-3515.
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TENNESSEE CHAPTER
AMERICAN COLLEGE OF PHYSICIANS

Oct. 21-22 Tennessee Regional Meeting (Advances
in Diagnosis & Treatment/ Principles

of Prevention)—Hyatt Regency Hotel,

Memphis.

For information contact: Blair D. Erb, M.D.,
Governor for ACP Tennessee Chapter, 616 W.
Forest Ave., Jackson, TN 38301, Tel. (901) 424-

2345.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

Continuing Education Schedule 1977-78

Oct. 2-7 Eighth Family Medicine Review (Ses-

and sion I and Session II)—Hyatt Regency,

Oct. 23-28 Lexington, KY. Credit: 50 hours AMA
Category 1 and AAFP. Fee: $295.

Nov. 10-12 Pulmonary Function: New Concepts

and Techniques—University of Ken-
tucky, Lexington and VA Hospital.

Credit: 16 hours AMA Category 1.

Fee: $275.

For information contact: Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, KY 40506.

KENTUCKY DIVISION

AMERICAN CANCER SOCIETY

Nov. 4-5 Cancer of the Bladder and Prostate

—

692

Stouffer’s Inn, Louisville. Fee: None;
space limited.

For information contact: George A. Sehlinger,

M.D., President, American Cancer Society, Ken-
tucky Division, 2313 Medical Arts Bldg., Louisville,

KY 40217.

UNIVERSITY OF MISSISSIPPI
SCHOOL OF MEDICINE

Nov. 10-11 Cardiovascular Review Seminar—Uni-

versity of Mississippi Medical Center,

Jackson, MS. Fee: $100; registration

limited. Credit: 17 hours AMA Cate-

gory 1 ;
AAFP applied for.

For information contact: Continuing Health Pro-

fessional Education, University of Mississippi Medi-

cal Center, 2500 N. State St., Jackson, MS 39216.

UNIVERSITY OF LOUISVILLE
SCHOOL OF MEDICINE

Nov. 10 13th Annual Louisville Pediatric Soci-

ety Lectureship—Health Sciences Cen-

ter Auditorium, Louisville.

Nov. 1 1-12 11th Annual Newborn Symposium

For information contact: Billy F. Andrews, M.D.,

Department of Pediatrics, University of Louisville

School of Medicine, 200 E. Chestnut St., Louisville,

KY 40202.

MEDICAL COLLEGE OF GEORGIA

Oct. 3-7 13th Annual Family Practice

Symposium

Oct. 4 Infectious Diseases

Nov. 1 Dermatology and Gynecology

Dec. 6 Diabetes Mellitus

Jan. 3 Cardiology

Feb. 7 Pediatrics

Mar. 7 Metabolic Diseases

Apr. 4 Gastroenterology

May 2 Orthopedics and Pathology

For information contact: Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30901.

BOWMAN
SCHOOL OF

GRAY
MEDICINE

Courses in Ultrasound

See August 1977 issue for listing
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OF SPECIAL INTEREST

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Sept. 5-18 Clinical Immunology Update

• The Mechanisms of Immune Com-
petence

• Immune Deficiency Disorders

• Autoimmune Diseases

The telecourse faculty on this three

part program is Robert M. Nakamura,
M.D., chairman, Department of Pa-

thology, Scripps Clinic Medical Insti-

tutions, La Jolla, Cal. and Ernest S.

Tucker, M.D., University of California

School of Medicine, San Diego.

Sept. 19- The Nephrotoxicity of Antibiotics

—

Oct. 2 with Harold C. Neu, M.D., head of

Division of Infectious Diseases, Co-
lumbia University College of Physicians

and Surgeons, New York.

Antibiotics and Renal Failure—also

with Harold C. Neu, M.D.

The Insulin-Dependent Diabetic Pa-

tient: Two Unstable Episodes—with

Rubin Dressier, M.D., head of Internal

Medicine, University of Arizona Col-

lege of Medicine, Tucson.

AMERICAN COLLEGE OF PHYSICIANS

A comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in August, 1977, includes regional meetings and post-

graduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local

physicians to report to their colleagues on investi-

gative work and clinical experiences in the wide

scope of subject areas included in the practice of

internal medicine.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by
internal medicine and its subspecialties. Averaging

three to five days, they are directed toward prac-

ticing physicians and are presented in association

with medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

Oct. 7-8 Southeastern (Ala., Ga., La., Miss.,

Oct. 8

Oct. 14-15

Oct. 14-15

Oct. 14-15

Oct. 21-22

Oct. 25

Oct. 28-29

Nov. 18-19

Dec. 1-3

Dec. 3

Feb. 1

1

Mar. 10-12

May 5-6

S.C.) Regional Meeting—University of

Mississippi School of Medicine, Jack-

son

Maryland Regional Meeting—Baltimore

Florida Regional Meeting—C o 1 o n y
Beach Club, Long Boat Key, Sarasota

Kentucky Regional Meeting—Stouffer’s

Louisville Inn, Louisville

Puerto Rico Regional Meeting—Ponce,

P.R.

Tennessee Regional Meeting—Regency-
Hyatt Hotel, Memphis

Indiana Regional Meeting—Indianapolis

Arkansas Regional Meeting—Univer-

sity of Arkansas Medical Center, Little

Rock

Georgia Regional Meeting, Atlanta

Texas (Northern) Regional Meeting

—

Fairmont Hotel, Dallas

North Carolina Regional Meeting

—

University of N. Carolina School of

Medicine, Chapel Hill

Virginia Regional Meeting—The Home-
stead, Hot Springs

South Carolina Regional Meeting

—

Sheraton Myrtle Beach Inn, Myrtle

Beach

Alabama Regional Meeting, Grand
Hotel, Point Clear

Postgraduate Courses

Nov. 14-18 Renal Disease: Pathophysiology and
Treatment—New York

Dec. 5-8

Dec. 5-9

Dec. 5-9

Jan. 9-13

Controversies in Gastroenterology

—

Philadelphia

Advances in Diagnosis and Treatment

in Clinical Medicine—Los Angeles

Fluid and Electrolyte Balance, Hyper-

tension and Renal Disease—Chicago

Contemporary Internal Medicine—New
York

Jan. 9-13

Jan. 18-20

Jan. 24-27

Feb. 27-

Mar. 3

Feb. 28-

Mar. 2

Mar. 1-3

Mar. 6-8

Workshops in the Pathophysiology,

Diagnosis and Treatment of Electrolyte

and Acid-Base Disorders—Philadelphia

Problems in Clinical Endocrinology

—

Seattle

Present Concepts in Internal Medicine

—San Francisco

4th Stanford-Palo Alto Medical Re-

search Foundation Winter Course in

Infectious Diseases at Sun Valley

—

Sun Valley, Idaho

Clinical Oncology for the General

Internist—Denver

Practical Management of Pulmonary

Diseases—Temple, Tex.

Diagnosis, Treatment and Prevention of

Genetic Disease—Palm Springs, Cal.
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Mar. 6-8

Mar. 20-22

Mar. 20-24

Mar. 22-24

Mar. 23-25

Mar. 29-3 1

Apr. 3-5

Apr. 5-7

Apr. 12-14

Apr. 26-28

Apr. 27-29

May 8-12

May 8-12

May 10-12

May 10-12

May 15-19

May 22-24

May 22-24

May 22-26

May 31-

June 3

May 31-

June 3

June 5-9

June 14-17

June 23-26

July 10-12

July 13-15

Recent Advances in Neuro-Endocrinol-

ogy—Montreal

Recent Advances in Internal Medicine

—Galveston, Tex.

Current Concepts in Renal Disease and

Electrolyte Disorders—New Haven,

Conn.

Clinical E n d o c r i n o 1 o g y—Nashville,

Tenn.

Clinical Recognition and Management
of Heart Disease—Tucson, Ariz.

Diagnostic and Therapeutic Advances

in Gastroenterology—Rochester, Minn.

Current Concepts in Clinical Oncology

—Albany, N.Y.

Current Concepts in Clinical Infectious

Diseases—Charlottesville, Va.

Laboratory Medicine—R ochester,
Minn.

Applied Immunology: The Rheumatic

Diseases, Birmingham, Ala.

Three Days of Hepatobiliary Diseases

—Atlanta

Advances in Clinical Medicine—New
Haven, Conn.

Recent Progress in Clinical Endocrin-

ology: Physiological Approach to Diag-

nosis and Treatment—Ann Arbor,

Mich.

Clinical Auscultation of the Heart

—

Washington, D.C.

Nuclear Medicine for the Internist

—

Rochester, Minn.

Rheumatic Diseases: Clinical Aspects

and Basic Mechanisms—Boston

Multidisciplinary Management of Solid

Tumors—Rochester, Minn.

Hematology Update 1978—Rochester,

Minn.

Review of the Old and New in the

Diagnosis and Therapy of Infectious

Diseases, New Orleans

Clinical Cardiology—Update 1978

—

Vancouver, B.C.

Neurology for Internists and Family
Physicians—Winston-Salem, N.C.

Internal Medicine: Recent Advances in

Diagnosis and Treatment—Cincinnati

Critical Care Medicine 1978—

B

anff
,

Alberta

Infectious Diseases—Winnipeg, Mani-
toba

Topics in Clinical Hematology V: Dis-

orders of Proliferation and Maturation
—Waterville, Me.

Topics in Clinical Oncology V: Multi-

disciplinary Approaches to Difficult

Cancer Problems—^Waterville, Me.

DUKE UNIVERSITY
MEDICAL SCHOOL

Oct. 24-28 Radiology Postgraduate Course—South-

ampton Princess Hotel, Bermuda.
Credit: 25 hours AMA Category 1.

For information contact: Robert McLelland,

M.D., Radiology-Box 3808, Duke University Medi-
cal Center, Durham, NC 27710, Tel. (919) 684-

4397.

UNIVERSITY OF ILLINOIS

COLLEGE OF MEDICINE

Oct. 31- Laryngology and Bronchoesophagology

Nov. 5 —Eye and Ear Infirmary of the Univer-

sity of Illinois Hospital, Chicago. Pre-

sented by the Abraham Lincoln School

of Medicine, University of Illinois at

the Medical Center.

For information contact: Department of Otolar-

yngology, Eye and Ear Infirmary, 1855 W. Taylor

St., Chicago, IL 60612.

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Interstate Scientific Assembly

Oct. 31- 62nd Annual International Scientific

Nov. 3 Assembly of Interstate Postgraduate

Medical Association—Diplomat Hotel,

Hollywood, FL. In cooperation with

the Fla. Acad, of Family Physicians,

the Univ. of Miami, and the Univ. of

Fla.-Gainesville. Credit: 26 hours

AAFP and AMA. Fee: $75 in ad-

vance; $100 at the meeting.

For information contact: Alton Ochsner, M.D.,

Program Chairman, Interstate Postgraduate Medical

Association, P.O. Box 1109, Madison, WS 53701.

AMERICAN COLLEGE
OF CHEST PHYSICIANS

OcL 30- 43rd Annual Scientific Assembly (Car-

Nov. 3 diopulmonary Medicine and Surgery:

Current Perspectives and Future Fron-

tiers)—MGM Grand Hotel, Las Vegas.

Oct. 30 Management of a Respiratory Therapy
Service (postgraduate course held in

conjunction with ACCP Scientific As-

sembly)

Oct. 31 Cardiopulmonary Technology Today
(postgraduate course held in conjunc-

tion with ACCP Scientific Assembly)
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Nov. 28-30 Clearing the Respiratory Tract—Physi-

opathology and Therapeutics— New
York Sheraton, New York. Credit: 20
hours AMA Category 1. Fee: ACCP
members, $165; non-member physi-

cians, $185; residents, nurses, thera-

pists, $145.

For information contact: Dale E. Braddy, MS,
Director of Education, ACCP, 911 Busse Hwy.,

Park Ridge, IL 60068.

BETH ISRAEL HOSPITAL
DENVER, COLORADO

See August 1977 issue for listing

NOTICE TO SUBSCRIBERS

Beginning with the January 1978 issue,

the Journal of the Tennessee Medical

Association annual subscription rate will

increase as follows:

Domestic $12

Foreign $15

The single copy rate will be $1.

going into practice?
consider north Carolina

North Carolina’s Office of Rural Health Services Offers You:

—the chance to discuss practice opportunities in 60 communities from the coast to the mountains

—the opportunity to work with physician extenders if you so desire

—the chance to join a group, partnership, association or to establish a new practice

—the opportunity for you and your spouse to visit a community with the right kind of life-style and medical

practice organization

—the opportunity to participate in the North Carolina Area Health Education Centers Program

The Office of Rural Health Services Has Information On 60 Communities For Your Consideration

Please Send Me More Information About North Carolina

Office of Rural Health Services

Department of Human Resources

Box 12200

Raleigh, N. C. 27605

Name

Address.

First

Street

Middle Last

City State Zip Code

Date Available

Family Practice

Internal Medicine

OB/GYN

Pediatrics

Emergency Room

Home Phone Work Phone
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Tennessee Medical Association's

Exclusively Approved

DISABILITY INSURANCE
6l

MAJOR HOSPITAL INSURANCE
PROGRAMS

Authorized By

Smith, Reed, Thompson & Ellis Co.

P.O. Box 1280

NASHVILLE. TENNESSEE 37202

Phone 255-7625

Manager

WILLIAM H. ELLIS. C.LU.

Supervisors

ROBERT K. ARMSTRONG

THOMAS G. HENRY, JR.

ROBERT M. GARRIGUES

Underwritten

SINCE THE PROGRAM'S INCEPTION IN 1942

BY

Commercial Insurance Company

Nev/aric, New Jersey
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Request for Hemophiliac Study Referrals

In a coordinated effort with the National Hemo-
philia Foundation, the Cumberland Chapter of the

NHF is developing a comprehensive registry of per-

sons suffering from hemophilia and Von Willebrand’s

disease in Tennessee. The need for such a registry is

vital in the assaying of present and future blood
needs as well as in procuring and administering gov-

ernment and Foundation aid to hemophiliacs.

Physicians, nurses, and all other health care pro-

fessionals are asked to have any hemophilic or bleed-

ing disorder patients who have not done so previ-

ously contact the State Hemophilia Program, c/o
Mr. Ralph Maxwell, Ben Allen Rd., Nashville, TN
37216; tel. (615) 741-7206 or the Cumberland
Chapter of the National Hemophilia Foundation,
One Maryland Farms, Brentwood, TN 37027; tel.

(615) 373-0400. The State Program is a relatively

new one (established in 1973), and those who have
not solicited its services may be eligible for free

treatment. Those who do not need such assistance

are nevertheless urged to contact us for the purpose
of this project.

All information gathered will be kept in strictest

confidence and will be released under no circum-

stance (except in the form of aggregate statistics)

without prior consent of the patient or patient’s

family.

Risks of Breast Cancer
Weighed for Patients

In one of every 15 women, breast cancer will de-

velop, says Theodore C. Bernstein, M.D., a cancer
specialist of the Scripps Clinic and Research Foun-
dation, La Jolla, Calif., in the July 25 issue of

JAMA. Women with an early menarche and those

with menopause at 50 years and older have about
one and one half times greater risk than those having
natural menopause under the age of 45 years. Re-
moval of the ovaries in a woman aged 40 years or

less decreases the risk about 50%.
Risk is tripled when first pregnancy occurs after

the mother is 35 years of age. Women who have
never married are at increased risk. Women who are

fat have increased risk.

Birth control pills and hormones given after meno-
pause have been implicated in cancer, but the rela-

tionship is not established. However, there is enough
of an association to suggest that estrogens should

not be used by high-risk patients.

Prior cancer of the uterus, ovary or colon in-

creases risk of breast cancer. The most common pre-

malignant lesion is cancer of the opposite breast.

One in ten of those having cancer in one breast will

develop cancer in the other.

Risk of breast cancer varies geographically. In

Japan women have a much lower rate than in

America. When Japanese women migrate to Amer-
ica, the incidence increases after several generations.

Exposure to irradiation by mammograph “probably

increases the risk, especially in premenopausal
women.”

Heredity plays a major role in breast cancer risk.

Children of women having bilateral breast cancer

may have a 50% chance of having the disease.

Period of highest risk in women is between the ages

of 20 and 40 years. But in women with no heredity

risk, the probability of breast cancer development

rises with advancing age.

“Indeed, age is probably the most important factor

influencing the development of breast carcinoma,”

Dr. Bernstein says. “In advising women about their

chances of getting breast cancer, a physician should

not lean too heavily on the statistics of risk. One
cannot make predictions about a person based on
statistics. It is wise to advise every woman to pay
close attention. ‘Examine yourself each time you
bathe and report to me without delay any irregular-

ity you encounter.’
”

Laetrile Overdose

Causes Cyanide Poisoning

Those who insist on using laetrile as a treatment

for cancer are advised to keep the tablets in child-

proof containers and to have a cyanide resuscitation

kit quickly available. Such a kit is on the market.

Laetrile, or amygdalin, is an extract of apricot

pits used to treat cancer. Most medical authorities

have declared it valueless. And now it is also known
to be dangerous.

Death of an 11 -year-old girl from accidentally

swallowing laetrile tablets is reported in the Aug. 8

issue of JAMA. It had been reported earlier this

year in the lay press.

A trio of Buffalo, N. Y. physicians report that the

child swallowed from one to five tablets of the prod-

uct. It belonged to her father, who has cancer. The
tablets were thought to be harmless by the parents

and were contained in a vial along with an assort-

ment of vitamin tablets, the doctors say.

The child became listless within half an hour

after swallowing the tablets, and vomited. When
breathing became difficult and the child began to

lose consciousness, the mother rushed her to a hos-

pital, extensive and heroic treatment measures were

instituted, but the child died after 72 hours.

Death was from cyanide poisoning. Laetrile is

made from the pits of apricots, which contain cya-

nide.

Due to the increased interest and changing legisla-

tion, amygdalin (laetrile) is becoming more avail-

able in this country. Its use is controversial, its

potential toxic effects are not well known, and many
users consider it harmless. This tragic case empha-
sizes the potentially fatal effect of this drug in

young children. r
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All oral bronchodilators are
prettymuchthesame. Right?
Wrong!

The difference is in their action—both before and after

symptoms begin. That’s the reason for TEDRAK
effective and prolonged bronchodilation from the

synergistic effect of ephedrine and theophylline

/3-ADRENERGIC ACTION RELAXES BRONCHIAL
SMOOTH MUSCLE
a-ADRENERGIC ACTION REDUCES BRONCHIAL
EDEMA AND SECRETIONS
dosage forms to meet individual patient needs

For proven performance. .

.

Tedral/TedrarSA TedraHlixir
Each tablet contains 1 30 mg Each tablet contains 1 80 mg anhydrous theophylline

theophylline, 24 mg ephedrine (90 mg in the immediate release layer and 90 mg in

hydrochloride, and 8 mg the sustained release layer), 48 mg ephedrine
phenobarbital. hydrochloride (16 mg in the immediate release layer

and 32 mg in the sustained release layer); and 25 mg
phenobarbital in the immediate release layer.

Each 5 ml teaspoonful contains 32.5 mg
theophylline, 6 mg ephedrine HCI, and 2 mg
phenobarbital. the alcohol content is 1 5%.

See next page for brief summary.

SUSTAINEDACTION

WARNER/CHILCOTT
Division, Warner-Lambert Company
Morris Plains, Nevtt Jersey 07950 T-GP-72-B/V
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What's Your Tolerance?

MARK R. JOHNSON, M.D.

When you’ve had enough, quit. Decide now
how much bureaucratic interference and gov-

ernmental subordination you will tolerate and,

when the interference and subordination sur-

pass your limits of tolerance, quit practicing

medicine. Don’t go on strike. Don’t suffer or

publicize your indignation. Don’t rage or make
loud noises. Just quit.

If you are one blessed with unlimited toler-

ance for subjugation and manipulation, you

should be making plans to see more patients in

less time with fewer assistants and for lower

fees. You should plan to dispense with vaca-

tions and spend more time in continuing educa-

tion activities. In addition, you will need to pre-

pare for a number of periodic competency tests.

Judges, legislators and other politicians as well

as a variety of laymen will exercise an increasing

authority over your practice but none of them
will share your responsibilities or mitigate your

liability. In short, you will be told how you must
establish a diagnosis, how you treat an illness,

which drugs you can use and which drugs you
cannot use and how much you can charge

—

not for your time or your education or your

skill or your capital investment or your assump-

tion of liability—but for the treatment of a spe-

cific illness.

Whether or not you have limits of tolerance,

if you believe such levels of subordination are

too extreme, exaggerated or remote, you are

naive or stuporous. Every one of the restric-

tions described has already been enacted and

you are tolerating them. Their impact has, how-
ever, by deliberate political design, been retarded

Reproduced with permission of the Oklahoma State

Medical Association from the Oklahoma State Medical
Association Journal, May, 1977.
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SO as not to generate resistance. Avoiding the

invidious is the very essence of seduction; the

hallmark of the demagogue.

So now we have but one decision left to make.

How much subordination will we, as physicians,

as members of an honorable profession, as free

citizens in a supposedly free society, tolerate?

Each of us must make this decision and make
it now. Already, it is late.

Already insurance companies are asking what

is meant by the term “Professional Services.” Al-

ready the secretary of Health, Education and

Welfare has slandered many of our colleagues by

publicizing inaccurate information about their in-

comes. Already some anonymous voice from the

President’s cluster of confidants has whispered a

proposal to place a limitation on our fees.

If you find the limits of your tolerance in any

of these prevailing or predictable indignities it

is time to tell your patients. They deserve to

know because it is only they who might forestall

the impending disaster of medical care by fiat or,

perhaps, no medical care at all. So tell them,

once you have decided which indignity is more

than you can honorably tolerate, when you are

going to quit.

Maybe, by the slimmest of chances, if your

patients knew for a fact that you would quit

practicing medicine the very day that, for ex-

ample, your fees are limited by law or by decree,

our lawmakers might hear something besides the

murmuring of the polluted Potomac. And may-

be, once they hear from our patients, we might

win a battle if not the war.

Naturally, if such a campaign should fail, you

will be forced to find another job. And here, a

word of advice: Next time, join a real union and

work as a genuine professional. You’ll be glad

you did. r ^
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EMERGENCY ROOM
PHYSICIAN NEEDED

Immediate opening for full-time emergency phy-

sician to work daytime, Monday through Friday.

Attractive salary plus opportunity for additional

income. Modern, progressive, fully accredited

medical center in Alabama. Congenial, family

atmosphere, excellent schools. Recreational op-

portunities abound.

Reply with curriculum vitae to Box C-2, TMA
Journal, 112 Louise Avenue, Nashville, Tennes-

see 37203.

PSYCHIATRIST NEEDED
Psychiatrist for community mental health center

using case manager model. Start $41,600. Board

eligible. Private practice allowable. 32 hours per

week. Liberal benefits. Moving expenses. Open
October 1, 1977. Send resume and three ref-

erence letters to Personnel, Scioto-Paint Valley

Mental Health Center, 50 Pohiman Road, Chilli-

cothe, Ohio 45601, phone (614) 775-1260.

Equal Opportunity Employer

CHIEF, REHABILITATION
MEDICINE SERVICE

Board certified or Board eligible physician to

head 32-member department in modern 923-bed

hospital affiliated with University of Tennessee
Center for Health Sciences. Latest equipment.

Majority of medical and surgical specialties,

subspecialties represented on staff and teaching

programs. Ideal family living, educational and
cultural opportunities in large Mid-South com-
munity. Mild climate. Excellent retirement and
fringe benefits, including malpractice insurance.

Equal Opportunity Employer. Write Chief of Staff,

VA Hospital, 1030 Jefferson Ave., Memphis, TN
38104, or call 901-523-8990, ext 5403.
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PHYSICIANS NEEDED

Full- and part-time medical consultants are

needed by an agency in Nashville to assist in

the evaluation of Social Security disability claims.

Physicians with specialty or general practice

backgrounds, who are licensed in Tennessee,

are being recruited to review medical evidence

and consult with disability examiners. Contact

Disability Services at (615) 741-7686.

MOBILE X-RAY FACILITY
FOR SALE OR LEASE

One mobile radiographic x-ray facility in excel-

lent condition for sale or lease. Completely self-

contained x-ray laboratory, consisting of a 22

foot air-conditioned and vandal-protected Winne-
bago van, condenser discharge x-ray system with

tubestand and table, Dupont daylight film loading

system, Kodak automatic cold water film proces-

sor and all accessories. Very useful for care of

nursing home patients, industrial screening ex-

aminations, athletic events, or disaster work.

Contact Drs. Perilla, Sindler & Assoc., P.A., 3350
Wilkens Ave., Baltimore, MD 21229.

PEDIATRICIANS NEEDED
Excellent opportunities for two Board certified

or eligible pediatricians. Adequate space will be

available in a modern, multispecialty, medical

building. Modern, progressive, fully accredited

medical center will assist in establishing private

practice or will consider salary arrangement.

Highly desirable location in Alabama enjoys ex-

cellent schools and family atmosphere. Recre-

ational opportunities abound.

Reply with curriculum vitae to Box C-1, TMA
Journal, 112 Louise Avenue, Nashville, Tennes-
see 37203.

CARDIOLOGISTS, FAMILY
PRACTITIONERS, INTERNISTS AND
MEDICAL SUBSPECIALTY NEEDED

Progressive and industrial city of 35,000—urban

90,000; excellent income area; fully accredited

general hospital—467 beds, 54 bassinets, 87

ICF/ECF beds; $30 million expansion nearing

completion; broad spectrum of specialty cov-

erage; large emergency department (70,000

visits/year) staffed by contract physicians;

residency training programs; superior school

system; colleges and universities commuting

distance; in-town university center for graduate

and undergraduate work; five beautiful TVA

lakes. Great Smoky Mountains and mountain

ski resorts within 60-90 minutes; maximum
earning potential in associate or solo practice;

we will help you situate. Foreign trained phy-

sicians should determine Tennessee licensure

requirements before applying. For more detailed

information write to John A. Dodson, Physician

Recruitment Committee, Box 238, Kingsport,

Tennessee 37662 or telephone collect (615) 246-

3322.
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Coronary Artery Disease

Current Concepts of Evaluation and Management:

A Symposium

Indications for Coronary Arteriography
CHARLES E. MAYES, M.D.

“Coronary arteriography is indicated when a

problem is encountered which may be resolved

by the objective demonstration of the coronary

artery tree, provided competent personnel and

medical facilities are available and the potential

risks are acceptable to the patient and his physi-

cian.”^ This statement regarding his indications

for coronary arteriography was published by Dr,

F. Mason Sones, one of the pioneers in the de-

velopment of this procedure, in 1962. As a

general guideline, this statement is as helpful

today as it was in 1962.

More specifically, who should have a coronary

anteriogram in 1977? In what situations is coro-

nary arteriography helpful? How does one decide

which patients should have coronary arteriog-

raphy?

One of the primary reasons for performing

coronary arteriography is to determine if coro-

nary occlusive disease is present or not. Another

is to define coronary anatomy to determine if

coronary bypass surgery is possible and indicated

in the patient being evaluated. During the past

few years, there has been a great change in the

evaluation and treatment of patients with coro-

nary artery disease. Because there are still many

From the Cardiopulmonary Laboratory, Baptist Hos-
pital, Nashville, TN 37236.

This Symposium \vas presented at the semi-annual
meeting of the Middle Tennessee Medical Association,

Dickson, Tennessee, May 19, 1977.

unresolved questions in this field, there is con-

siderable difference of opinion regarding the

proper treatment of various coronary lesions.

There are certain situations in which coronary

arteriography seems to be clearly indicated. These

are unstable angina pectoris; angina pectoris that

cannot be satisfactorily controlled with good

medical treatment; and, in selected patients, an-

ticipated aortic or mitral valve surgery.

Patients with unstable angina usually have re-

current, prolonged and severe episodes of pain,

often unrelated to exertion. In order for the syn-

drome to be called unstable angina, there should

be no obvious precipitating factors such as anemia

or arrhythmias and the cardiac enzymes should

not be significantly elevated.^*^ Coronary arteriog-

raphy to specifically define the coronary anatomy

is very helpful in the treatment of patients with

this syndrome. It is our feeling that the procedure

need not be performed on an emergency basis,

but should be performed as soon as the patient’s

condition can be stabilized by intensive treatment

in the coronary care unit with rest, vasodilators,

oxygen, sedation, analgesics and beta blockade

(propranolol).

Coronary arteriography is particularly impor-

tant and helpful in patients with unstable angina

because of the severity of their symptoms and

their generally poor prognosis. As many as 10%
or more of these patients will have significant

obstruction in the left main coronary artery. Pa-
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tients who have unstable angina and significant

obstructions in the left main coronary artery

should be treated with aortocoronary bypass

surgery as soon as possible,

There is still disagreement about the best

treatment for unstable angina which is not due

to a lesion of the left main coronary artery. It is

our opinion that most of these patients should

be treated surgically if their coronary anatomy

and general condition make them acceptable can-

didates for coronary bypass surgery.'^

Patients with angina pectoris that cannot be

satisfactorily controlled with good medical ther-

apy should have coronary arteriography per-

formed unless there is some strong contraindica-

tion to coronary bypass surgery. If surgically

treatable disease (significant proximal lesions with

relatively good distal vessels) is present, these

patients should have aortocoronary bypass sur-

gery. This operation has been performed success-

fully and with good results in patients in their

70s and even 80s who were severely symptomatic

and incapacitated by pain.

Coronary arteriography is often quite helpful

in patients who are about to undergo surgery for

mitral or aortic valve disease. This is especially

true if these patients have a history of chest

pain suggestive of angina. Certainly not every-

one who has aortic or mitral valve surgery should

have coronary arteriography; however, knowing

the coronary anatomy is quite helpful to the sur-

geon in selected patients.

There are other situations in which there is

much more disagreement about who should and

who should not have coronary arteriography.

Some of these are patients who have recovered

from an acute myocardial infarction; patients with

undiagnosed chest pain; patients with stable an-

gina pectoris; asymptomatic patients with a posi-

tive treadmill stress test; and patients who have

previously had coronary bypass surgery.

If a patient continues to have angina pectoris

following a myocardial infarction, it is our feeling

that he should have coronary arteriography.

Should a patient who has recovered from a

myocardial infarction and is asymptomatic have

coronary arteriography? There is no general

agreement about this. At the present time, it is

our opinion that the procedure should be done in

those patients who are relatively young (either

chronologically or physiologically) and who have

724

had a myocardial infarction. We have often been

surprised to find total occlusion in one vessel,

which caused the myocardial infarction, plus se-

vere narrowing in another major artery (such as

total occlusion of the right coronary and severe

narrowing of the left anterior descending coro-

nary). This seems to us to be important informa-

tion to have.

Coronary arteriography is often necessary in

patients who have chest pain for which no cause

has been found after thorough evaluation by non-

invasive means. This is particularly true for

patients who are involved in occupations in which

the safety of others is often dependent upon their

state of health, such as pilots, truck or bus driv-

ers, etc. It is often very important to the patient

and to others to know whether or not significant

coronary disease is present.

Not all patients who have stable angina pectoris

should have coronary arteriography; but on the

other hand some of them certainly should be

studied. Some who should have the procedure are

younger patients; patients with strikingly positive

treadmill stress tests; and patients who are un-

able to adjust to having recurrent episodes of

exertional pain (which, not surprisingly, com-

prises a rather large percentage of patients with

angina)

What does one do with an asymptomatic pa-

tient who has a positive treadmill stress test?

Obviously, there is no standard answer to this

question. The decision about what to do must

be individualized. Some of these patients, though

certainly not all, should have coronary arteriog-

raphy. The decision as to who should and who
should not be studied in this situation must be

made on the basis of the degree of positivity of the

test, the patient’s age, the patient’s occupation,

and the emotional impact on the patient of know-

ing he has a positive stress test. A discussion of

whether a treadmill test should be done on asymp-

tomatic people is beyond the scope of this paper.

We use essentially the same criteria for decid-

ing whether or when to perform coronary arteri-

ography on patients who have had previous aorto-

coronary bypass surgery that we use in patients

who have not had surgery. If there is a good

reason to perform the procedure on these patients,

we do it. However, curiosity as to whether or not

the grafts are patent is not an acceptable indica-

tion to perform the procedure.

It has been demonstrated in several studies

that prognosis for life is closely related to the
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severity of the coronary lesions and to the state

of left ventricular function.“ We feel that coro-

nary arteriography is rarely, if ever, indicated to

gain prognostic information alone. However, this

information is often quite important and useful

when the procedure is performed for other rea-

sons.

There are some contraindications for coronary

arteriography. The major ones are severe asso-

ciated disease, extreme obesity, inadequate equip-

ment and, perhaps most importantly, an inex-

perienced coronary angiographer.^^

In good hands this procedure is often quite

helpful and can be done with minimal discom-

fort to the patient and with a very low incidence

of morbidity and mortality.
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The Surgical Therapy of Coronary Artery

Disease—An Analysis of the First 750

Cases at Baptist Hospital

Patient Selection

The majority of patients selected for operation

have intractable angina pectoris or life-threatening

coronary artery obstructions, defined as greater

than 70% in a major vessel. In addition the distal

portion of the vessel must be suitable for bypass,

i.e., the run-off must be good. Ventricular func-

tion, as measured by the ejection fraction and

the end diastolic pressure, and as viewed in the

ventriculogram, is an important but not limiting

determination. Generally, patients with good ven-

tricular function are considered to be better can-

didates.

Renal disease and diabetes are not contraindi-

cations to coronary artery bypass, but do require

careful patient management. Internal carotid ar-

tery obstruction is occasionally encountered and

may require concomitant endarterectomy. Aortic

From the Department of Surgery, Baptist Hospital,

Nashville, TN 37236.

JACKSON HARRIS, M.D., and ROBERT A. HARDIN, M.D.

atherosclerosis, although frequently mentioned by

other authors, has not proved to be a problem

in finding the site for the origin of the vein grafts.

When the autologous saphenous vein is not avail-

able for the graft, as in occasional patients who
have had bilateral saphenous strippings, we prefer

to use an homologous saphenous vein.

Preoperative Management

This includes a basic psychological indoctrina-

tion by the physician and both the operating

room and primary care nurses, who give the

patient a chronological step-by-step view of what

the daily procedures will be. Pulmonary toilet is

considered mandatory. This is carried out by the

Physical Therapy Department, who teach patients

breathing and coughing exercises and perform

cupping therapy as well. Many of these patients

are cigarette smokers and all are required to stop

smoking. In passing, it should be mentioned that
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we no longer use intermittent positive pressure

breathing, preoperatively or postoperatively. Med-

ications such as antihypertensives, anticoagulants,

and propranolol (Inderal) are gradually de-

creased prior to the operation. The night before

operation an intravenous solution of glucose and

potassium is given to all patients over a ten-

hour period.

Conduct of the Operation

Placement of arterial and right atrial moni-

toring lines precedes the induction of anesthesia.

This has been of benefit to all patients but par-

ticularly to those with left main coronary artery

lesions, who may develop severe hypotension

and/or infarction during anesthesia induction. A
Bently Bubble Oxygenator is used with moderate

hypothermia at 30 C to 31 C. Hemodilution and

a flow of 2.2 L/min is utilized. A Morris aortic

cannula and a modified atrial cannula without

ventricular venting has been standard.

The aorta is cross clamped 8 to 15 minutes

for each distal anastomosis. The average pump
time for a single bypass is 32 minutes, for a dou-

ble bypass 64 minutes, and for triple or more

bypasses 88 minutes. Blood transfusions during

and after operation have gradually decreased in

amount and for the last six months have averaged

less than 3 units per patient.

Normal coronary artery anatomy is shown

schematically in Figure 1. Technically, bypass

grafting can be done in several ways.

Separate bypasses to each obstructed artery can

be constructed as shown in Figure 2.

Bridge, or sequential grafting, as shown in

Figure 3 is often done to bypass two blocks in

the same artery.

The Sewell, or “snake” graft, with a single

aortic anastomosis and several side-to-side anasto-

moses to various blocked arteries, ending finally

with an end-to-side anastomosis to the last ob-

structed coronary artery, is shown in Figure 4.

PostopBrative Management

Mechanical ventilation is necessary for the first

18 hours. With nasotracheal intubation, patients

are comfortable on the ventilator, allowing better

control of blood gases. Blood gases, potassium,

hematocrit and serum creatinine are determined

approximately every four hours. Pulmonary exer-

cises are started within 1 8 hours after operation.
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Postoperative Morbidity

Prevention of postmortem morbidity (Table

1 ) requires constant patient attention:

Cardiac tamponade requiring reoperation has

occurred in 2.8% of our patients. There has been

no associated mortality. Tamponade has occurred

less frequently in the past two years since we
have reduced the amount of protamine for

heparin neutralization.

Myocardial infarction in the early postoperative

course has been infrequent.

Supraventricular arrhythmias are more com-

mon than ventricular arrhythmias but both gen-

erally respond to appropriate drug therapy.

Shivering occasionally occurs in the postopera-

tive period, and because of accompanying poor

tissue oxygen perfusion is treated with intravenous

muscle relaxants.

Hypotension treatment is dependent on its

cause, whether it be hypovolemia or poor ventric-

ular function.

Hypertension with an arterial mean in excess of

100 mm Hg is occasionally seen and is treated

with intravenous infusions of sodium nitroprus-

side.

Hypokalemia is frequently seen and is treated

with additional infusions of potassium chloride.

Serum creatinine is monitored along with the

potassium and should it be in excess of 2 mg/dl,

potassium is withdrawn from intravenous fluids.

Late Complications

After the patient has returned home (Table 2)

lymph seromas of the thigh may occur and will

TABLE 1

EARLY POSTOPERATIVE MORBIDITY

Tamponade
Arrhythmia

Supraventricular

Ventricular

Shivering

Hypotension

Hypertension

Hypokalemia

Hyperkalemia

Myocardial Infarct

TABLE 2

LATE POSTOPERATIVE MORBIDITY

Thigh Seroma
Sternal Separation

Postcardiotomy Syndrome

Pulmonary Embolus
Myocardial Infarct

Complications of

Anticoagulant Therapy
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generally absorb. Sternal separation requiring

repair has occurred in .93% of patients.

Postcardiotomy syndrome has occurred in 2%
of patients, occasionally while they are still in

the hospital. These patients respond well to

steroid therapy and because of the potential dan-

ger of the grafts, steroid therapy should be con-

tinued about two months.

Pulmonary embolus has been a very rare com-

plication and no patient has died from it.

Myocardial infarction requiring rehospitaliza-

tion has occurred in 1.2% of our patients. Like-

wise, a small number of patients have been re-

turned to the hospital for complications of anti-

coagulation therapy. Though we do not anti-

coagulate patients postoperatively, some internists

routinely place their patients on warfarin (Cou-

madin).

Other Postoperative Considerations

We encourage our patients to walk up to two

miles daily and to return to work when they de-

sire, consistent with the physical demands of

their job. In most instances the sternum is com-

pletely healed in eight weeks, but many patients

return to work in three or four weeks. Return to

sexual activity is restricted only by the patient’s

discomfort relative to his median sternotomy.

Smoking is prohibited, and it is suggested that

patients maintain a weight consistent with their

height. Strict dietary regimens are ordinarily

avoided because they are difficult for patients to

follow, but patients are educated in the potential

benefits of avoidance of animal fats.

Mortality

The hospital mortality and the late mortality

are shown in Tables 3 and 4. The overall hospital

mortality has been less than 1%; likewise, the

late mortality has been less than 1% per year.

The late deaths include some patients known not

to have died of heart disease, i.e., leukemia and

stroke. Sixteen patients (2.1% of the total) have

been reoperated upon, either for failure of grafts

to take or for progression of disease involving

other vessels. There has been no early or late

mortality in this group.

TABLE 3

OPERATIVE (HOSPITAL) MORTALITY

Cases Deaths %
Single Bypass 172 0 0

Double Bypass 451 3 0.67

Triple (or more) Bypass 127 4 3.2

TOTAL 750 7 0.94

TABLE 4

LATE MORTALITY (AFTER HOSPITAL DISCHARGE)

Total % Per Year

Single Bypass 2 0.2

Double Bypass 17 0.95

Triple (or more) Bypass 2 0.4

TOTAL 21 0.7

Summary
Preoperative, operative and postoperative man-

agement of patients undergoing coronary artery

bypass has been reviewed. Operative and late

mortality figures are given. r ^

Congestive Heart Failure —
A Diagnostie Approaeh

TAYLOR M. WRAY, M.D.

The diagnosis of congestive heart failure carries

a very serious prognosis. Data from the Fram-

ingham Study suggested that the probabifity of

dying within five years from the onset of conges-

tive heart failure (CHF) was between 40% and

60%.^ From these mortality figures it is clear

From the Cardiopulmonary Laboratory, Baptist Hos-

pital, Nashville, TN 37236.
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that the diagnosis of CHF should be based on

solid evidence. Additionally, once the diagnosis

of CHF is made an etiology must be established,

if possible, since appropriate treatment frequently

depends on the etiology.

Many of the symptoms of heart failure (dys-

pnea, orthopnea, cough, edema) may be caused

by other disease processes unrelated to the heart.
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Some of the common conditions which may be

confused with heart failure because of similar

symptoms, physical findings, radiographic abnor-

malities, or all of these, are listed in Table 1.

TABLE 1

COMMON CONDITIONS WHICH MAY BE CONFUSED
WITH CONGESTIVE HEART FAILURE

Chronic Pulmonary Disease

(Emphysema, asthma, etc.)

Acute Pulmonary Disease

(Pulmonary infarction, pneumonia, etc.)

Edematous States

(Cirrhosis, nephrotic syndrome, etc.)

Chronic Venous Insufficiency

TABLE 2

NONINVASIVE ASSESSMENT OF HEART FAILURE

Physical Examination

Chest X-ray

Cardiac Fluoroscopy

Electrocardiogram (EKG)

Echocardiogram

There are several important noninvasive tech-

niques which are useful in evaluating the patient

with suspected or documented heart failure (Ta-

ble 2). The first and most important of these is

the physical examination of the patient. Particu-

lar attention should be given to the precordium.

An enlarged, sustained and laterally displaced

cardiac apical impulse is firm evidence of an

abnormal left ventricle. Likewise a parasternal

lift suggests an enlarged right ventricle. The pres-

ence of a third heart sound (S3 gallop) in an

adult, especially over the age of 40, is pathologi-

cal and is a cardinal sign of left ventricular failure.

A fourth heart sound (presystolic or S4 gallop)

is not in itself a sign of heart failure but usually

reflects a decrease in ventricular compliance as-

sociated with ischemic heart disease or systemic

hypertension.^ The presence of a heart murmur
should raise the possibility of valvular or congeni-

tal heart disease. Elevation of the jugular venous

pressure, hepatomegaly, ascites, and peripheral

edema are all signs of right ventricular failure

(although left ventricular failure may coexist).

Examination of the carotid or femoral pulses may
reveal characteristic abnormalities in such condi-

tions as aortic stenosis, aortic insufficiency, severe

left ventricular failure (pulses altemans) or car-

diac tamponade (pulses paradoxus).

A second technique used in the evaluation of

the patient with suspected or documented heart

failure is the chest x-ray. The absence of cardio-
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megaly is extremely rare in cases of decompen-

sated left ventricular failure. In other words, the

diagnosis of left ventricular failure should be

questioned if the cardiac silhouette is normal on

the upright chest x-ray. Enlargement of the right

ventricle or left atrium is best seen on the lateral

chest x-ray. Radiographic findings in pulmonary

edema may be confused with other infiltrative

processes such as pneumonia or neoplasm in cer-

tain instances. Interestingly, pleural effusions

limited to the left side of the chest are seldom due

to heart failure.^

Cardiac fluoroscopy is a useful adjunct to the

plain chest x-ray. Calcification of the coronary

arteries, cardiac valves, or pericardium is best

seen with fluoroscopy and may give an important

clue to the etiology of heart failure.

The electrocardiogram (EKG) may be normal

in congestive heart failure, though certain EKG
abnormalities are very helpful in suggesting an

etiology for heart failure. Examples of such ab-

normalities would include left ventricular hyper-

trophy (hypertensive heart disease or aortic

stenosis), extremely low voltage (cardiomyopathy

or pericardial effusion), left atrial enlargement

associated with right axis deviation or right ven-

tricular hypertrophy (mitral stenosis) and, of

course, EKG evidence of prior myocardial infarc-

tion.

Echocardiography is a relatively new technique

which has proved invaluable in the assessment of

a patient with congestive heart failure.^ It is

completely safe and painless and in many situa-

tions may eliminate the need for cardiac catheteri-

zation. Echocardiography provides an accurate

measurement of cardiac chamber size, ventricular

wall thickness and wall motion, and valve motion

and structure. This technique is also highly sensi-

tive in detecting the presence or absence of peri-

cardial effusion.

The most common causes of heart failure are

listed in Table 3. The echocardiographic findings

in each of these causes of heart failure are sum-

marized:

Hypertension: The essential echocardiographic

finding in hypertensive heart disease is thickening

TABLE 3

MAJOR ETIOLOGIES OF CONGESTIVE HEART FAILURE

Hypertension

Coronary Atherosclerosis

Valvular Heart Disease

Congenital

“Primary” Myocardial Disease (Cardiomyopathy)

Pericardial Disease

729
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(hypertrophy) of the interventricular septum and

posterior left ventricular wall. As overt heart

failure occurs there is usually progressive dilata-

tion of the left ventricular chamber.

Coronary Atherosclerosis: Heart failure due to

coronary atherosclerosis is almost invariably asso-

ciated with one or more prior myocardial infarc-

tions. This may be seen echocardiographically as

decreased or paradoxical motion of one wall of

the left ventricle while motion of the uninvolved

wall may be exaggerated.

Valvular Heart Disease: All the cardiac valves

may be seen echocardiographically, although the

mitral and aortic valves are seen more easily than

the tricuspid and pulmonic valves. The echocardi-

ographic features of mitral stenosis, torn mitral

valve chordae, aortic stenosis and valvular vege-

tations are very characteristic. Additionally, the

effect of specific valvular abnormality on cardiac

chamber size and ventricular function may also

be assessed by this technique.

Congenital Heart Disease: Since most of the

intracardiac structures can be seen with echo-

cardiography, it is evident that this technique

is very useful in a variety of types of congenital

heart disease such as tetralogy of Fallot, atrial

septal defect, Ebstein’s anomaly, pulmonic ste-

nosis, and many others. In atrial septal defect, a

relatively common finding in adults with heart

disease, the echocardiogram does not demonstrate

the actual defect in the interatrial septum, but

does show the consequences of increased blood

flow to the right ventricle. This is seen echocardi-

ographically as right ventricular dilatation and

paradoxical septal motion.

“Primary’' Myocardial Disease: The basic

cause of myocardial dysfunction in many of these

conditions is unknown. The congestive cardio-

myopathies (e.g., alcoholic cardiomyopathy) have

characteristic echocardiographic features. These

include dilatation of both ventricles, normal wall

thickness, and very poor motion of the septum

and posterior left ventricular wall. The hyper-

trophic cardiomyopathies have marked hypertro-

phy (thickening) of the left ventricular walls.

A special type of hypertrophic cardiomyopathy

is hypertrophic subaortic stenosis (IHSS). This

disorder has very distinctive echocardiographic

features which include marked septal hypertrophy

out of proportion to that of the posterior left

ventricular wall, decreased septal motion and an

730

abnormal anterior movement of the anterior

mitral leaflet in systole.

Pericardial Disease: Cardiac tamponade and
constrictive pericarditis can cause marked impair-

ment of normal cardiac function. Echocardiogra-

phy is highly sensitive in detecting small amounts

of pericardial fluid (certainly 50 cc or less) and

can provide a reasonable estimate of the volume

of larger effusions. The effusion appears as an

echo-free space posterior (and sometimes an-

terior) to the left ventricular wall. Pericardial

thickening can also occasionally be detected

with echocardiography.

Summary
The diagnosis of congestive heart failure car-

ries serious prognostic and therapeutic implica-

tions. It may be confused with other disease

processes, especially pulmonary diseases, and the

diagnosis of CHF must be well founded. Con-

gestive heart failure has many causes, some of

which may be greatly improved with surgery.

Congestive heart failure can be thoroughly as-

sessed with a variety of noninvasive techniques.

Echocardiography is particularly helpful in this

regard. r ^
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Mucocutaneous Lymph Node Syndrome:

An Additional Case

EDWARD H. WITHERS, M.D., WILLIAM R. LONG, M.D., and JOHN B. LYNCH, M.D.

Mucocutaneous lymph node syndrome
(MLNS), or Kawasaki disease, has only recently

been recognized as a clinical entity in the United

States. It was first reported in Japan in 1967, and

almost 7,000 cases have subsequently been de-

scribed.^ The experience in the United States has

been relatively limited, with only 40 cases well

documented in the literature.^

The purpose of this report is to describe a

patient with MLNS admitted to the Plastic Sur-

gery Service at Vanderbilt University Medical

Center in July of 1977. To our knowledge, this

is the second case occurring in Tennessee and

the 41st in the United States.^

The principal signs and symptoms include

fever, conjunctivitis, erythema of the palms and

soles of the feet, as well as lips and pharynx,

generalized nonpruritic erythematous rash, non-

suppurative cervical adenitis, and desquamation

of the tips of the toes and fingers. It is usually

a benign self-limiting disease, the etiology of

which is unknown, but a 1% to 2% mortality

has been reported.-

Case Report

An 8-year-old white girl was admitted to Vanderbilt
University Hospital on June 7, 1977 for elective re-

moval of a giant hairy nevus. The excision was un-

complicated. On the second postoperative day, she

developed a fever (105 F), with nausea and vomiting.

Appropriate cultures were obtained. There was no ob-

vious source for the fever and the clinical picture

was perplexing. Three days later, erythema of the

palms, “strawberry tongue,” conjunctivitis, nonpruritic

generalized erythematous rash, and persistent fever

(101 F to 102 F) were noted. She subsequently

developed cervical adenitis and a white count of 23,700.

From the Departments of Plastic Surgery (Dr. Withers

and Dr. Lynch) and Pediatrics (Dr. Long), Vanderbilt

University Hospital, Nashville, TN 37232. Dr. Long is

now in private practice in Nashville.

The diagnosis of MLNS was entertained. The electro-

cardiogram was normal. Eight days following the initial

febrile episode, desquamation of the finger tips began.
The diagnosis of MLNS was clinically confirmed at

this point. She remained febrile (100 F to 101 F) for

four weeks. The fever never responded to antibiotic

therapy and all cultures were subsequently negative.

Comment
A detailed history, including travel and ex-

posure to insects, should be obtained when the

diagnosis of MLNS is entertained since its clinical

picture may be confused with other entities.

Scarlet fever, Rocky Mountain spotted fever,

Stevens-Johnson syndrome, rheumatoid arthritis,

and viral syndromes should all be included in the

differential diagnosis of MLNS and appropriate

laboratory tests obtained before the diagnosis of

MLNS is made. At present, the etiology of MLNS
is unknown.

Our patient meets the currently accepted cri-

teria for MLNS and her lack of response to

antibiotics is also characteristic of the syndrome.

The outlook for MLNS is usually very fa-

vorable, but a 1% to 2% mortality has been re-

ported.^ Postmortem examination has revealed

thromboendarteritis with subsequent thrombosis

of the coronary arteries.

This patient represents an additional case of

MLNS who presented with a confusing febrile

postoperative course. Her recovery has been un-

eventful. r ^

REFERENCES

1.

Kato, H, Koike, S, Yamomoto, M, et al: Coronary aneurysms
in infants and young children with acute febrile mucocutaneous
lymph node syndrome. J Pediatr 86:892, 1975.

2. Bergeson, P, Schoenike, S: Mucocutaneous lymph node
syndrome, a case masquerading as Rocky Mountain spotted fever.

JAMA 237:2299, 1977.

3. Mucocutaneous lymph node syndrome—United States. Mor-
bidity Mortality Weekly Rep 25:157, 1976.

OCTOBER, 1977 731



TffiA
oncology yfcincP found/

uondcfbiU mcdkcil ccntei

Neuroblastoma

F. ANTHONY GRECO, M.D., Editor

Neuroblastoma is one of several malignant

neoplasms of children. The myth that cancer

is not a childhood disease is slowly fading.

Fortunately steady progress in oncology, par-

ticularly pediatric oncology, has improved the

prognosis for many children with cancer. Sev-

eral children with acute leukemia, lymphomas,

medulloblastoma, rhabdomyosarcoma and other

tumors are being treated successfully today in

contrast to only a few years ago. Progress has

not been accidental, but is a result of determined

effort at understanding the natural history and

biology of each cancer, of continued efforts at

developing more effective antineoplastic drugs,

and of careful scientific controlled therapeutic

investigations. Dr. Lukens will begin the discus-

sion today.

JOHN N. LUKENS, M.D.:

It is appropriate that we consider the sub-

ject of neuroblastoma during Oncology Grand

Rounds. This is a tumor which has major sig-

nificance in pediatrics because of its frequency

(it is the most common solid tumor seen in

young children) and because of the multitude

of ^ises under which neuroblastoma may travel.

There are a host of clinical syndromes which neu-

roblastoma may be responsible for and, as a

result, it is necessary for the pediatrician to in-

clude neuroblastoma in differential diagnoses

more commonly than its numerical frequency

would suggest necessary. Finally, this is a tumor

for which innovative approaches to therapy are

badly needed. At a time when most pediatric

tumors are responding to developing programs of

therapy, the overall cure rate for neuroblastoma

in the year 1977 is not much different than it

was in the year 1957;^ this, despite the fact that

there is an increasing array of chemotherapeutic

agents which have activity against this tumor

and despite the provocative observations that this

is a tumor that appears to induce host immune

responses. We will present a patient who has
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recently been on our service for the purposes of

illustrating the clinical features of this tumor

and of introducing evolving therapeutic concepts.

Dr. Roloff will present the patient.

JAMES S. ROLOFF, M.D.:
This 5-year-old white boy was admitted to Vander-

bilt Hospital in September, 1976, with a six-week history

of leg and abdominal pain and fever, which had become
more frequent and severe in recent weeks. He was seen

by his private physician who elicited the additional his-

tory of vague flank pain and a low-grade fever which
occasionally spiked to 103.6 F. There had been a de-

crease in appetite and development of lymphoadeno-
pathy. The past medical history, family history, and
review of systems was not helpful.

On physical examination he appeared chronically ill.

He was quiet and pale. His temperature was 101 F,

pulse 120, and respirations 26. The blood pressure was
114/74. There were numerous cervical lymph nodes

which were rubbery, nontender, and freely movable.

Lung and heart examinations were not remarkable and
an x-ray of the chest was normal. The liver was 1 cm
below the right costal margin and there was an 8.5

cm mass in the left upper quadrant, where a flat plate

of the abdomen showed flecks of calcium. Scans of the

liver and spleen and a metastatic survey of the long

bones and skull were normal. Intravenous pyelography

demonstrated a left suprarenal mass. The hematocrit

was 35%; the white count 9,400/cu mm. Urine exami-

nation and liver function tests were normal. A 24-

hour collection of the urine for metabolites of cate-

cholamines had a vanillylmandelic acid (VMA) content

of 90 Mg/mg creatinine (normal 3.3 ± 1.4 Mg/mg
creatinine) and a homovanillic acid (HVA) of 14 ^g/
mg creatinine (normal 4.7 ± 2.7 /j.g/mg creatinine). On
examination of bone marrow aspirate, foci of neoplastic

cells with neurofibrillary material were identified.

Surgical exploration of the abdomen revealed a large

retroperitoneal mass arising from the left adrenal and

extending across the midline, encircling the aorta. Two
thirds of the tumor was resected along with several

lymph nodes; the residual was marked with silver clips.

The liver was normal.

Histologically the tumor was described as a neuro-

blastoma with areas of ganglioneuromatous changes,

necrosis, and calcification.

Applying Evans’ classification, the patient was consid-

ered Stage rV.^ At his age this supported the use of

chemotherapy alone, which consisted of a five-day course

of combination drugs: cyclophosphamide (Cytoxan),

vincristine (Oncovin), and dimethyltriazenoimidazole

carboxamide (DTIC), repeated every 28 days. Following

the five cycles of medication the VMA in a 24-hour

urine collection was normal. An IVP demonstrated de-
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creased size of the clipped area. A bone marrow was
normal.

The patient was taken back to the operating room
where a “second-look” procedure w^as done. A small
nodule, with associated diffuse retroperitoneal fibrosis

trailing across the midline, was all that was found. The
area was considerably smaller than the primary tumor.
Biopsy of the nodule and of a periaortic lymph node
contained residual neuroblastoma, histologically un-
changed from the primary tumor. The residual area
was again outlined with silver clips and is being treated
with radiation therapy. The patient will be continued on
chemotherapy for a total of 24 months.

Dr. Lukens;

To summarize, we have a 5-year-old child

who presented with fever and bone pain. On
physical examination he appeared chronically ill

and had a large mass in the left upper quadrant.

This mass proved to be a neuroblastoma, which
was incompletely resected. Neuroblastoma cells

were also identified in the bone marrow. In re-

sponse to chemotherapy, the child experienced

deferescence, a rapid gain in weight, normaliza-

tion of urinary VMA excretion, and disappear-

ance of tumor cells from the bone marrow.

TABLE 1

CLINICAL SYNDROMES OF NEUROBLASTOMA
Abdominal mass ± hepatomegaly
Bone pain and/or swelling

Proptosis

Arthritis

Spinal cord compression
Acute cerebellar encephalopathy
Fever of unknown origin

Adrenergic symptoms
Mediastinal mass
Cervical “adenopathy”

Myasthenia gravis

Opsoclonus

matoid arthritis. Because it is a tumor which

arises along the spine it not uncommonly presents

with spinal cord compression.

There is a variety of syndromes which are

probably related to biologically active substances

produced by tumor cells. A pediatric neurologist,

Patrick Bray, drew attention to a syndrome of

acute cerebellar ataxia associated with neu-

roblastoma.^ WTen present, ataxia resolves fol-

lowing resection or regression of the tumor. This

is a tumor that very* commonly produces fever.

In adult populations one considers a hyper-

nephroma in the differential diagnosis of ob-

scure fever—in the pediatric population, neu-

roblastoma. These are functional tumors, most,

if not all, being associated with an increase in

one or more of the catecholamine catabolites.^

Curiously, however, the symptoms associated with

catecholamine production are the exception

rather than the rule. No more than 10% of

affected children have histories of flushing, hyper-

tension, diarrhea, or excessive sweating. The

presentation may be as a mass in the medi-

astinum or cer\ical area. Finally, there is a

variety of other neurological syndromes which,

though rare, are associated with neuroblastoma.

Before considering treatment it would be ap-

propriate to comment on the natural history of

the disease, since treatment is predicted on the

anticipated course. There are two w^eU-defined

variables which have prognostic significance: one

is the extent or “stage” of disease and the other

is the age of the child at the time of diagnosis.

Presented in Table 2 is a staging system wffich

The diagnosis w'as easily established in this

child. The challenge is one of therapy rather
than one of diagnosis, which is not always so
easy. I might begin by discussing the variety

of syndromes produced by neuroblastoma (Table
1 ) . Perhaps the most common is that of an upper
abdominal mass with or without associated hepa-
tomegaly. If the tumor arises in the left adrenal
gland, as it did in this child, the fiver is not
usually involved. There appears to be rapid spread
to remote areas. Right-sided neuroblastomas more
commonly are “hung up” in the fiver. It is a
tumor that metastasizes early to bone, and it

appears the bones around the orbits are a par-
ticularly favorite site for tumor seeding. Chil-

dren may present with proptosis or periorbital

echymoses, or they may also present with a syn-

drome which looks very much like juvenile rheu-

Stage I

Stage II

Stege III

Stage IV

Stage IV-S

TABLE 2

STAGING OF NEUROBLASTOMA

Confined to structure of origin

Confined to regional structures and nodes

Extend in continuity across midline

Remote disease

Stage I or II plus disease in liver, spleen

or bone marrow

has now been widely accepted. Of particular

interest is Stage IV-S. Children having Stage

IV-S disease are almost exclusively less than 12

to 14 months of age. They w^ould be classified

as ha\ing Stage I or II disease except for in-

volvement of the fiver, spleen, bone marrow, or

skin. Curiously, children wdth Stage IV-S disease

enjoy a good prognosis.

The child under discussion today is w^ell be-
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yond the age group of IV-S patients. Because

of bone marrow involvement, he has Stage IV
disease. Summarized in Table 3 is the two-year

TABLE 3

TWO-YEAR SURVIVAL RATES OF 234 CHILDREN WITH
NEUROBLASTOMA, 1947-1967*

Age (mo) 1 II

Stage

III IV IV-S Total

<12 91% 93% — 24% 90% 72%
12-23 80% 63% 43% 0% — 28%
24< — 33% 23% 3% — 12%

Total 84% 66% 33% 5% 84% 32%

*From D’Angio, Evans, Koop: Lancet 1:1046, 1971

survival of a large group of children with neu-

roblastoma who were evaluated at Children’s

Hospital in Philadelphia. Comparable data have

been garnered by Children’s Cancer Study Group
and by Acute Leukemia Group B. A two-year

survival, free of disease in neuroblastoma, ap-

proximates a cure. It is apparent that survival is

a function of stage of disease at diagnosis and

of age. Localized disease is associated with a

high two-year cure rate whereas disseminated

disease, regardless of the age, is associated with

poor survival. The overall cure rate of children

with Stage IV-S disease is 84%. In this series

there were only two children having IV-S disease

who died. Both died as a result of therapeutic

enthusiasm; one from infection during a period

of drug-induced neutropenia and one as a result

of complications of radiation therapy. Note also

the effect of the age on overall survival. Seventy-

two percent of the children less than a year of

age appear to have experienced two-year control

of disease. The child presented today is 5 years

old with Stage IV disease, a combination attended

by a very poor prognosis.

Let us turn next to the therapeutic challenge

posed by this patient. The retroperitineal tumor

could not be surgically resected. Because of bone

marrow involvement, it was felt that radiation

therapy should be held initially. Both surgery and

radiation therapy are potentially curative for

localized disease. The problem posed by neu-

roblastoma is the frequency of disseminated

disease at diagnosis. A full 70% of children

with neuroblastoma present with Stage III and

IV disease. For these groups of patients, the

cornerstone of therapy has been chemotherapy,

and the workhorses have been cyclophosphamide

and vincristine. Using the two drugs together it
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has been possible to achieve complete or partial

remission in approximately 50% of children with

Stage III and IV neuroblastoma. Unfortunately

the remissions achieved are of short duration.

The median duration of remissions induced with

this combination is only about 60 days.

Within the last few years a number of other

active therapeutic agents have been recognized.

Children’s Cancer Study Group has demonstrated

antineuroblastoma activity for DTIC. Using a

three-drug protocol (DTIC, cyclophosphamide

and vincristine) an overall remission rate of 74%
has been demonstrated. Of significance is the im-

proved quality and duration of remissions

achieved with the three drugs. Adriamycin, used

as a single drug, also has activity against this

tumor. A four-drug protocol utilizing adriamycin

together with DTIC, vincristine, and cyclophos-

phamide is not superior to the three-drug regimen.

The overall response rate and response duration

is approximately the same, but the toxicity is

greater. Based on the limited data available,

it appears that the in vivo doubling time of neu-

roblastoma cells is quite long, on the order of 7

to 21 days. The three-drug protocol utilizes five

sequential days of DTIC. Cyclophosphamide is

given on day 1 and vincristine on day 5. Courses

are repeated at three- to four-week intervals.

Recently Children’s Cancer Study Group has

reported the activity of VM26 (a podophyllo-

toxin derived from the May apple plant) against

neuroblastoma. In a pilot program, about 50%
of children with Stage IV neuroblastoma, re-

fractory to other drugs, experienced either com-

plete or partial remission when given VM26
alone. There are now plans to incorporate this

into a prospective study.

Despite the fact that there are drugs having

the potential for remission induction, recurrence

of tumor has been the rule. The median time to

tumor recurrence is five or six months. Usually

recurrence is at the primary site. In an effort to

interrupt this pattern, the role of second-look

operations is currently being assessed. The

rationale for a second operative procedure is

based on the premise that an inoperable tumor

may have been rendered surgically resectable by

chemotherapy. If not resectable, the limits of

residual tumor might be defined in preparation

for radiation therapy. I would like to ask Dr.

Roloff to review experience with second-look

operations in children with Stage III and IV

neuroblastoma.
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Dr. Roloff:

As Dr. Lukens has pointed out the second-

look operations may provide additional, thera-

peutically important information about patients

with neuroblastoma.

The rationale for reoperating is based on sev-

eral observations. Using routine chemotherapy,

75% of the patients with metastatic neu-

roblastoma will have a clinical response. This

response may be incomplete with persistent evi-

dence of tumor mass or elevated catecholamine

excretion in the urine. Those with a complete

response fare much better than partial responders.

Nearly two thirds are alive for more than 18

months, while patients with persistent clinical

evidence of tumor have significantly shorter peri-

ods before relapse and death.

The problem is in idendfying those patients

who have no clinical or laboratory evidence of

neuroblastoma, i.e., clinical complete responders,

who in fact do have tumor remaining and who
may benefit from a more aggressive approach. In

a pilot study the use of the second-look was
evaluated by Children’s Cancer Study Group.

Patients were divided into three groups: Group
1, children with only biopsy proven disease;

Group 2, children having initial tumor resection

only; and Group 3, children who had an opera-

tion approximately five months after beginning

therapy (second-look or in some cases a delayed

first look). The children were treated with the

chemotherapeutic regimen previously outlined.

Mortality was 72% in Group 1, 57% in Group 2,

and 39% in Group 3. The median survival for

Group 1 and 2 combined was 6.5 months, while

it has not been reached as yet for Group 3.

Interestingly, 96% (22/23) of children with a

clinical response, many with a “complete” re-

sponse, had residual tumor, but several showed

histologically more mature tumors than the

original tissue.

Thus the second-look operation may be able

to ( 1 ) estimate the effectiveness of previous

surgery, radiation therapy, and chemotherapy;

(2) allow resection or debulking and re-marking

of residual tumor; and (3) “re-stage” the pa-

tient, supporting a change or continuation in the

therapy, and hopefully prolonging survival.

Dr. Lukens:

It was our hope in the patient presented

today that a second-look operation would permit

resection of a tumor which had previously been

inoperable. The tumor, though reduced in size,

could not be resected in toto.

The second-look operation, then, permitted

definition of residual tumor so that intensive

radiation could be delivered with precision. The

appropriateness of a therapeutic program with

curative intent might be questioned in view of

documented bone marrow disease. So long as

there is not radiologic evidence of bone erosion,

marrow involvement with neuroblastoma may be

effectively treated with chemotherapy. It would

appear that free-floating tumor cells in the bone

marrow do not necessarily portend a poor prog-

nosis.

A Physician:

Did the chemotherapy really change the clinical

course in this patient? One could speculate that

the initial resection or debulking operation was
responsible for the improvement observed.

Dr. Lukens:

To be sure, much of the initial improvement

was the result of the debulking procedure. Uri-

nary levels of VMA and HVA dropped rapidly.

It is possible, too, that tumor debulking enabled

host immune responses to better cope with resid-

ual tumor. There is reasonably good evidence

that this occurs, particularly in the younger child.

Shrinkage of metastatic foci may follow removal

of a large primary tumor. The strongest argu-

ment in favor of a chemotherapeutic effect is the

duration of remission. Unmaintained remissions

following surgery for Stage III and IV disease

are short-lived. The duration of remission is in

keeping with a chemotherapeutic response. The
natural course of Stage III and IV neuroblastoma

in a child of this age is one of progressive in-

volvement. The most convincing evidence for the

role of chemotherapy is the disappearance of

tumor from the bone marrow and the regression

of retroperitoneal tumor. Without chemotherapy,

an early relapse would have been expected.

Clearly, we have much to learn about the treat-

ment of this tumor. I might conclude by describ-

ing observations which suggest another approach

to therapy. There are a number of reasons for

pursuing the definition of immune responses to

neuroblastoma (Table 4). First, numerous in-

cidents of spontaneous regression of advanced

neuroblastoma have been well documented. Sec-

ondly, the incidence neuroblastoma confined to

the adrenal gland in infants dying at less than

three months of age exceeds by 40 times that
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TABLE 4

CLINICAL EVIDENCE OF IMMUNOLOGIC RESPONSE
TO NEUROBLASTOMA

Spontaneous regression of overt disease

In situ tumor > 40x expected incidence

Correlation tumor lymphocytes and prognosis

which would be expected. This suggests a high

incidence of spontaneous regression. Finally,

there appears to be a correlation between prog-

nosis and numbers of lymphocytes and plasma

cells in blood.

Prompted by these observations, the Hellstroms

have developed techniques for the study of

immune response to neuroblastoma cells. ^ One
of the several assays they have developed per-

mits assessment of the interaction between

lymphocytes and tumor cells. When cultured

in vitro, neuroblastoma cells form tumor colonies.

The addition of lymphocytes from normal individ-

uals to the cultures is without apparent affect.

Lymphocytes from children with neuroblastoma,

however, appear to inhibit the growth of tumor

cells but not skin fibroblasts. Lymphocytes from

affected children are reactive against a panel of

neuroblastoma cells, suggesting that the cells may
share a common tumor-associated antigen. Fail-

ure of lymphocytes to halt tumor growth in vivo

appears to be due to a serum blocking factor

(thought to be an antigen-antibody complex)

which interferes with lymphocyte-tumor cell

interaction. Serum from children with progressive

disease contains the blocking factor whereas

serum from children with resolving disease ap-
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pears not to contain the factor. The Hellstroms

have also described “unblocking” antibodies which

neutralize the blocking effect of serums from sub-

jects with actively growing tumors. Finally, anti-

bodies directly cytotoxic for neuroblastoma cells

have also been described.

The therapeutic payoff of these provocative

observations has yet to be realized. The place

for immunotherapy in Stage III and IV neu-

roblastoma is currently under invesdgation by

Children’s Cancer Study Group and others. The

experience with BCG and with extracts of neu-

roblastoma cells for immune stimulation have

been disappointing, but obviously a great deal of

work remains.

ROBERT K. OLDHAM, M.D.:

Although the information initially presented

by the Hellstroms was exciting, recent scrutiny

of the assays utilized to^ measure lymphocyte

reactivity has dampened the early excitement.

There are definite technical problems associated

with the current assays of cell-mediated immunity

to human tumors,® which may have affected the

results. Recent investigations have not confirmed

the specific cytotoxic or c)ffoinhibitory reacth/ity

against neuroblastoma cells. Thus the application

of immunotherapy based rationally upon the

earlier in v/tro data may not be valid, and may
partially explain the poor immunotherapeutic

results mentioned by Dr. Lukens. I certainly

agree that immunologic mechanisms may be re-

sponsible for the high spontaneous remission

rate in younger patients with neuroblastoma, and

an understanding of this phenomenon may even-

tually result in a therapeutic advance. r ^
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TUm EKG of IhcmoAlh

W. BARTON CAMPBELL, M.D., Co-Director

An 18-year-old man was admitted to St. Thomas Hos-
pital following the sudden onset of substernal and left

chest “throbbing, hard” pain. This awakened him from
his sleep at 3:30 a.m. It increased somewhat with deep

inspiration and with motion and it was improved by
sitting and leaning forward. He had a history of a mild
flu-like illness a week prior to admission. There was
no family history of cardiac disease. He had no known
previous illnesses. An electrocardiogram was obtained

(Fig. 1).

Strongly suggestive of pericarditis. Repolarization

changes with pericarditis are indistinguishable

from changes seen with ischemic epicardial injury,

and indeed are due to inflammation of the sub-

jacent epicardia. They are also at times difficult

to differentiate from “normal early repolariza-

tion.” The prominence of the J point elevation

in standard lead I in this patient is more sug-

gestive of pericarditis than normal early repolari-

Figure 1

Discussion

The tracing shows normal sinus rhythm, a rate

of 75 per minute. The PR interval is normal. The
QRS morphology is normal. The J point is ele-

vated in leads I, II, AVL and in the precordial

leads. Maximum J point elevation is 1.5 mm
in standard lead I.

ST-T wave changes are invariably nonspeciflc.^

In this clinical setting, however, the changes are

From the Department of Cardiology, St. Thomas
Hospital, Box 380, Nashville, TN 37202.

zation. On physical examination he was found to

have a loud three component pericardial friction

rub. No further tests were carried out. He rapidly

clinically improved and follow-up tracings were

within normal limits.

Final Diagnosis: “Acute benign” pericarditis.
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TflM K-foy of the month

Pulsatile Abdominal Mass

ARTHUR C. FLEISCHER, M.D, and ANTHONY DOWLING, M.D.

A 62-year-old veteran was admitted for evaluation

of a pulsatile abdominal mass measuring 6x8 cm and
intermittent claudication of his right leg. Abdominal
radiographs failed to reveal any evidence of abnormal
intra-abdominal calcifications. An abdominal sonogram
was performed to exclude an abdominal aortic aneurysm.

A longitudinal scan taken 1 cm to the right of the

midline (Fig. lA) demonstrated aneurysmal dilatation

of the distal 12 cm of the abdominal aorta. Narrow-
ing of the lumen of the vessel distal to the region of

the origin of the renal arteries was also noted. Lami-
nated thrombi could be outlined on both the anterior

and posterior aortic walls. The size of the patent lumen

Figure 1 (A). Longitudinal scan. Lirriiver; a—aorta; small

arrow^narrowing of lumen; large arrow— laminated throm-
bi. (B). Aneurysmal portion of aorta (large arrow); s— spine;

small arrowz=outlined inferior vena cava.

From the Department of Radiology, Vanderbilt Uni-

versity Medical Center, Nashville, TN 37232.

could be appreciated because of its relative sonolucency

when compared to the surrounding thrombus. The
aneurysmal portion of the aorta measured 5 cm on the

transverse scan (Fig. IB). The inferior vena cava was
outlined posterior and to the right of the aneurysm and
the concentric shape of the thrombus within the aortic

wall could be appreciated.

An abdominal and pelvic angiogram was performed

in order to exclude aneurysmal involvement of the

renal, iliac, and femoral arteries. A 40% stenosis of the

distal abdominal aorta was noted as well as tapered

narrowing of the lumen of the distal abdominal aorta

(Fig. 2). The superior mesenteric artery was displaced

to the left by the widened distal abdominal aorta.

Branches from the superior mesenteric artery also ap-

peared to drape over the aneurysmal aorta. Finally, an

80% stenosis of both the right and left common iliac

arteries was shown.

Discussion

—

Since only a small proportion of patients with

Figure 2. Abdominal and pelvic angiogram. Small arrowsrz

displaced mesenteric artery; asterisk (*)=stenosis of iliac

arteries.
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abdominal aortic aneurysms can be diagnosed on

plain radiographs of the abdomen, sonographic

examination is the procedure of choice for the

initial evaluation of patients presenting with a

pulsatile abdominal mass. When compared to

angiographic procedures, sonography is easier

to perform, noninvasive, and equally as specific

for aneurysmal dilatations of the abdominal

aorta. ^ The size of the patent lumen as well as

the amount of thrombus can usually be delineated

using sonography. The abdominal aorta is con-

sidered aneurysmal if it measures over 3 cm in

diameter. Enlarged periaortic lymph nodes can

obscure the outline of the abdominal aorta but

are usually nodular in shape.

The extent of aneurysmal involvement of the

abdominal aorta and its branches, particularly

the renal, common iliac, and femoral arteries is

best evaluated by angiography. Similarly, oc-

clusion of the abdominal aorta with the develop-

ment of collateral flow can also be identified by

angiography. Therefore, if an aneurysm of the

abdominal aorta is identified by sonography,

abdominal and pelvic angiography should be per-

formed in order to assess involvement of the

branches of the abdominal aorta. r
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TfUA kibofciloiii medicine

The Antinuclear Antibody (ANA) Test in a Nutshell

SAMUEL H. DILLARD, JR., M.D.

This basic and brief discussion of the anti-

nuclear antibody test, or ANA, has been stimu-

lated by the many inquiries we have had in our

laboratory over the last two years concerning

the significance of a positive ANA test in a par-

ticular patient, the significance of the reported

nuclear staining pattern or patterns, and the sig-

nificance of the titer reported. This “nutshell”

article is not intended by any means to shut

the door on these interesting conversations, but

rather, by writing this, I am forced to organize

my basic knowledge to better answer these ques-

tions and hopefully tO' present a data base to

which we all may add, now and in the future.

All that follows in the next few paragraphs may
be well known to many physicians.

The ANA test came as a logical consequence

of the time-honored LE cell test, as it is indeed

one or more of these antinuclear antibodies in

the sera of patients with systemic lupus er5dhema-
tosus that play a role in the production of the

LE cell.^’^’® In many clinical laboratories and
medical centers the immunofluorescent ANA test

with patterns and titers has replaced the LE cell

test and other tests for screening patients with

suspected connective tissue disorders. The ANA
test offers great sensitivity and ease of per-

formance, it is positive in a broad range of con-

nective tissue disorders, and in most cases, the

absence of a detectable antinuclear antibody is

exceedingly strong evidence against the diagnosis

of systemic lupus erythematosus if the patient

has not been treated with corticosteroids or im-

munosuppressive drugs.

These circulating antinuclear antibodies are

formed by the major classes of immunoglobulins

and are not organ or species specific.^^® They

show specificity for the various nuclear antigenic

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, TN 37203.
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components, some being anti-DNA, some reacting

specifically with DNA-histone (nucleoprotein),

and others being antihistones, antiacidic nuclear

proteins (anti-Sm and anti-RNP), and anti-

nucleolar RNA.^

My experience in detecting these antinuclear

antibodies is based on indirect immunofluorescent

methodology. In this type of ANA test, whole

nuclei present within commercially available

human epithelial cells fixed to a slide are used

in our laboratory as the antigen. Other common
antigenic substrates used today include chicken

erythrocytes, human leukocytes, tissue culture

cells, and rat or mouse kidney.^ Rat liver was a

favorite substrate in the past in the laboratories

in which I trained. Appropriate dilutions of the

patient’s serum, possibly containing antinuclear

antibodies, are applied tO' the whole cells and

allowed to incubate. Following washing, a solution

of fluorescein-labeled antihuman globulin is ap-

plied which will react with and “stain” any anti-

nuclear antibody-antigen complexes that have

formed. The preparation and positive and nega-

tive controls are then examined under a fluores-

cent microscope for the presence or absence of

specific patterns of nuclear fluorescence.^

A positive test in our laboratory is now one

in which serum diluted 1:20 yields nuclear

fluorescence regardless of pattern. All samples

showing a positive reaction at 1:20 are titered

to the end point of reactivity and the ANA
titer is reported as the highest dilution at which

fluorescence is observed. By using a 1 :20 dilution,

we avoid low titers of antinuclear antibodies

occurring in normal individuals. Approximately

1% to 4% of healthy “normal” individuals can

be found to have low titers (<1:16) of ANA
activity in their sera and this increases with age,

being up to 20% in healthy patients over the

age of 60. A titer of 1:16 or greater is usu-
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ally present before one is able to demonstrate a

positive LE cell test.®

In a number of laboratories, ours included,

four major fluorescence patterns are recognized

that correspond to the type of antinuclear anti-

body present:

1. The homogeneous pattern (H) or total

nuclear fluorescence which is attributed to anti-

nuclear antibody reacting with DNA-histone

nucleoprotein.

2. The rim pattern (R) or peripheral (ring)

fluorescence pattern which is attributed to ANA
reacting with DNA and soluble DNA-histone.

3. The speckled pattern (S) which is attributed

to ANA reacting with soluble material (SM

antigen) and ribonucleoproteins.

4. The nucleolar pattern (N) which is at-

tributed to ANA reacting with nucleolar RNA.
ANA titers and patterns from different labora-

tories may vary due to the use of different meth-

odologies and antigens. Also occasional posi-

tive sera show more than one pattern of nuclear

staining, and fluorescent patterns may change

with dilution. As yet no single pattern has been

found to be diagnostic of any one disease.

There are rough correlations in the literature

among the different patterns and different col-

lagen vascular diseases. Examination of selected

cases presented to our laboratory seems to agree

with these reported correlations. We see more

high-titer homogeneous and rim patterns in pa-

tients with diagnostic clinical and laboratory pa-

rameters of systemic lupus erythematosus. Pa-

tients with progressive systemic sclerosis (sclero-

derma) and patients with the diagnosis of mixed

connective tissue disease shows a greater frequen-

cy of a speckled pattern. The nucleolar pattern is

also seen with high frequency in patients with

systemic scleroderma.

In Table 1 information on the prevalence,

titer, and nuclear “staining” patterns of the ANA
in various connective tissue disorders is presented.

This is adapted from material presented by Kurt

J. Bloch, M.D., at a course in Immunopathologic

Techniques in Diagnostic Pathology conducted

at the International Academy of Pathology meet-

ing in Toronto, Ontario, Canada, March, 1977.

In interpreting a positive ANA test in a par-

ticular patient, the physician should be aware

that diseases other than classical collagen vascular

diseases are occasionally associated with circulat-

ing antinuclear antibodies. Some of the chronic

hepatitides, cryptogenic cirrhosis, and ulcerative

colitis are prime examples. Others include in-

fectious mononucleosis, malignant lymphoprolif-

erative disorders, pernicious anemia, leprosy, tu-

berculosis, and various malignant neoplasms.

Also, positive ANA tests have been found in

patients associated with the ingestion of certain

therapeutic agents such as hydralazine, procain-

amide, diphenylhydantoin, methyldopa, sulfon-

amides, isoniazid, mesantoin, and PAS.^^®

In a nutshell, the immunofluorescent ANA test

is a very sensitive and practical screening test

for patients suspected of having systemic lupus

erythematosus or other collagen vascular diseases.

TABLE 1

PREVALENCE, TITER, AND PATTERNS OF ANA
IN CONNECTIVE TISSUE DISORDERS

Systemic lupus erythematosus

Chronic discoid lupus

Progressive systemic sclerosis

Rheumatoid arthritis

Juvenile arthritis

Sjogren’s syndrome

Mixed connective tissue disease

Raynaud’s disease

Polyarteritis nodosa

Polymyositis

*H—Homogeneous pattern

*S—Speckled pattern

*R—Rim pattern

*N—Nucleolar pattern

% positive Titert H*

98-100 High ++
39 (22-57) low-mod +++
70 (44-87) mod-high ++
45 (27-56) low-mod +++
23 (14-38) low-mod +
60 (25-77) mod +++
100 mod-high +
63 —
17 (14-18) low

32 (22-75) mod +

S* R* N*

+ +++ (+)

++ +
+++ + ++
+ + (+)

(+)

++ (+)

++++ + (+)

+

+ +

t Titer quantitation in our laboratory

low 1:20 to 1:40

mod 1:80 to 1:160

high 1:320 to 1:1280
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Other laboratory tests to be considered for defin-

itive evaluation of systemic lupus erythematosus

and related disorders would include the follow-

ing:2

1. LE cell test.

2. Anti-DNA antibodies by agglutination,

radioimmunoassay or fluorescence.

3. Agglutination tests for antibodies to SM
and RNP nuclear antigens.

4. Serum cryoglobulins.

5. Rheumatoid factor.

6 . Serum complement (total CH50 or quantita-

tion of specific complement components as C\
or C 3 )

.

7. Tests for detection of circulating immune
complexes.
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Tfim look/ in nudecif meclkine
^ond uHiQ/ound

Hypernephroma

ROBERT L. BELL, M.D.

Ten months prior to admission this 39-year-

old woman developed vague epigastric pain

occasionally associated with shoulder pain. Upper

GI x-rays and a cholecystogram were normal.

Ten days prior to admission nausea with epi-

gastric pain radiating to the intercostal area on

the right developed. CBC, urinalysis, and SMA
12 chemical screen were normal. An ultrasound

examination of the gallbladder was ordered. The

Figure 1. T=tumor, C=calyx, U^upper pole

Figure 2. K=kidney, Rz^renal vein, VC^vena cava

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, TN 37203.

gallbladder was normal, but a 5 cm right renal

mass was found in the lower pole of the right

kidney (Fig. 1). The right renal vein and in-

ferior vena cava appeared free of tumor (Fig. 2).

A 99m technetium dimercaptosuccinic acid

scan of both kidneys revealed a cold area in the

lower pole of the right kidney (Fig. 3). The

configuration of this mass on the isotope scan

(Fig. 4) was similar to the mass on the ultra-

sound scan. The 99m technetium flow study

Continued on page 748

Figure 4. T^tumor

OCTOBER, 1977 743



BRIEF SUMMARY OF
PRESCRIBING INFORMATION

UP TO

$50,000
GROUP LIFE INSURANCE

NOW AVAILABLE

PLUS

$50,000

Accidental Death Coverage

Also Your Tennessee Medical Association

Group Life Insurance coverage can be

Group Term or Group Permanent or a

combination of both.

Cut And Mail For Details

Name

number street

city state zip code

date of birth

Mail to: DUNN-LEMLY-SIZER
900 Church Street

Nashville, Tennessee 37203

615-242-8301

ANTIMINTH® (pyrantel pamoate)
ORAL SUSPENSION
Actions. Antiminth (pyrantel pamoate) has
demonstrated anthelmintic activity against
Enterohius vermicularis (pinworm) and As-
caris lumhricoides (roundworm). The anthel-
mintic action is probably due to the neuro-
muscular blocking property of the drug.
Antiminth is partially absorbed after an oral

dose. Plasma levels of unchanged drug are
low. Peak levels (0.05-0.13 fjug/ml) are reached
in 1-3 hours. Quantities greater than 50% of

administered drug are excreted in feces as
the unchanged form, whereas only 7% or less

of the dose is found in urine as the unchanged
form of the drug and its metabolites.
Indications. For the treatment of ascariasis
(roundworm infection) and enterobiasis (pin-

worm infection).

Warnings. Usage in Pregnancy: Reproduction
studies have been performed in animals and
there was no evidence of propensity for harm
to the fetus. The relevance to the human is not
known.
There is no experience in pregnant women

who have received this drug.
The drug has not been extensively studied

in children under two years; therefore, in the
treatment of children under the age of two
years, the relative benefit/risk should be con-
sidered.
Precautions: Minor transient elevations of

SGOT have occurred in a small percentage of

patients. Therefore, this drug should be used
with caution in patients with preexisting liver

dysfunction.
Adverse Reactions. The most frequently en-
countered adverse reactions are related to the
gastrointestinal system.

Gastrointestinal and hepatic reactions; an-
orexia, nausea, vomiting, gastralgia, abdomi-
nal cramps, diarrhea and tenesmus, transient

elevation of SGOT.
CNS reactions: headache, dizziness, drowsi-

ness, and insomnia. Skin reactions: rashes.

Dosage and Administration. Children and
Adults: Antiminth Oral Suspension (50 mg of

pyrantel base/ml) should be administered in a
single dose of 1 1 mg of pyrantel base per kg
of body weight (or 5 mg/lb.); maximum total

dose 1 gram. This corresponds to a simplified

dosage regimen of 1 ml of Antiminth per 10 lb.

of body weight. (One teaspoonful=5 ml.)

Antiminth (pyrantel pamoate) Oral Suspen-
sion may be administered without regard to

ingestion of food or time of day, and purging
is not necessary prior to, during, or after ther-

apy. It may be taken with milk or fruit juices.

How Supplied. Antiminth Oral Suspension is

available as a pleasant tasting caramel-
flavored suspension which contains the equiv-

alent of 50 mg pyrantel base per ml, supplied
in 60 ml bottles and Unitcups™of 5 ml in pack-
ages of 12.

More detailed professional information
available on request.

744

ROGRIG
A division of Pfizer Pharmaceuticals
New York. New York 10017



TfIM mental heoKh icpmt

Credentialing Procedure

Established for A&D Counselors

LEE SEITZ

Increased public awareness regarding the im-

portance of providing quality care to persons

who abuse alcohol and/or other drugs has

brought about a recognition of the need for im-

provements in the field.

Employers are beginning to realize that treat-

ment, not firing, is a more cost efficient and

desirable way to deal with the person who suffers

from some form of substance abuse. Government

agencies—state, local, and federal—are establish-

ing units to cope with the problem of abuse.

And families are beginning to seek help not only

for the member affected but for the others.

This increased interest is causing attention to

be focused on the person most often employed

to provide treatment for the abuser—the alcohol

and drug counselor. Many counselors are em-

ployed in alcohol/drug programs in industry, by

churdies and educational institutions, by private

hospitals and clinics, and by other private and

public agencies.

In Tennessee, most of these counselors are

professionally trained, but some are recovered

alcoholics and drug abusers who have also proven

themselves most capable.

In an effort to ensure that treatment programs

will be of high quality, national and local atten-

tion is presently being directed toward the up-

grading of professionalism in the field of coun-

selor competencies.

Two years ago, the Tennessee Department of

Mental Health and Mental Retardation Alcohol

and Drug Abuse Section recognized the need

to assess counselor competency and develop a

system for credentialing of alcohol and drug

counselors. A statewide credentialing task force

was appointed. This task force consisted of 22

persons representing those working with, and

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville.

concerned about, alcohol and drug abusers. It

met five times between September 1975 and

November 1976, and a voluntary certification

program was developed.

It was also decided that certification should

not be misconstrued as licensure since it does not

grant permission to practice, but provides for a

minimum level of competency below which the

consensus of the field of counseling considers

undesirable.

As the task force attempted to establish sepa-

rate standards for alcoholism counselors and for

drug abuse counselors, they found a considerable

overlapping of knowledge, information, and re-

source material, especially in the areas of physi-

ology, pharmacology, psychology, and counseling.

The case records of the counselors indicated that

many of their clients were involved with both

alcohol and other drugs. The only difference in

alcohol and other drugs seemed to be in the social

attitude toward alcohol. To expedite the certifica-

tion program, the task force treated alcohol as

“just another drug” except in the areas of sociol-

ogy and law. Instead of “alcoholic” and “drug

addict,” the client was termed “substance abuser”

and the counselors designated as “substance abuse

counselors.”

By November 1976, the task force had sub-

mitted a Proposed Procedure for Certification

of Substance Abuse Counselors. The procedure

was approved by the commissioner of mental

health and mental retardation and by the state

attorney general’s office. The certification pro-

gram was implemented April 1, 1977, and the

first 11 counselors were certified under a “grand-

father clause” on June 1, 1977.

Several aspects of the certification program as

formulated by the task force seem to be unusual

in the national area of credentialing. In the ap-

proximately 30 states having some form of cre-
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dentialing for substance abuse counselors, most of

the credentialing is done either by a state agency

or by a professional counselor organization. This

has caused some misunderstanding and/or other

difficulties between these two elements as well as

with the practicing counselors.

In Tennessee, the TDMHMR and the profes-

sional counselors are sharing the responsibilities

of the certification program. The task force rec-

ommended nine substance abuse counselors to

the commissioner of mental health and mental

retardation who appointed them to function as the

Substance Abuse Counselor Certification Commit-

tee to screen, evaluate, and recommend for cer-

tification those applicants meeting the certification

standards.

The commissioner, upon recommendation of

the committee, may issue the certificate which is

signed by both the commissioner and the commit-

tee chairman. There is also a statewide advisory

board to assist the committee. Most of the com-

mittee members are also members of the Profes-

sional Alcohol and Drug Abuse Counselors of

Tennessee (PADCT). PADCT has a representa-

tive on the advisory board. None of the commit-

tee or board members are TDMHMR central

office employees. The only central office employee

directly involved is the credentialing consultant

who coordinates administration of the program

for the committee. As no fee is charged, funding

for developing and implementing the program

was provided by a federal grant; continuation of

the program is being funded by the state. With

the various duties divided between the state and

the professionals, the certification program is

being received with enthusiasm.

Topics in Nuclear Medicine and Ultrasound . . .

Continued from page 743

showed normal to slightly reduced flow in the

right renal mass. The angiogram and the IVP
showed a relatively avascular mass.

At surgery, the right kidney was removed,

revealing a hypernephroma, 5 cm in diameter,

at the lower pole. No tumor was noted in the
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Another unusual feature of the certification

program is that there is only one level of certifica-

tion. The minimum educational requirement is

high school or GED certificate—but—all appli-

cants, whether GED or doctoral degree must take

a written and oral examination and have a written

evaluation submitted by a supervisor. Certifica-

tion is granted on the basis of results of these

three components.

A third distinctive feature is the method by

which the test instrument for the written exami-

nation is being constructed. Fifteen faculty mem-
bers of ten higher education institutions—all ex-

perts in their own fields, having knowledge of,

and/or interest in, substance abuse—have devel-

oped the test items. These items were reviewed

by professional substance abuse counselors to

insure as much relevancy as possible. The final

construction of the test is being done by the

Tennessee Department of Personnel Research Di-

vision. The test project is being closely observed

by national public and private agencies as an

innovative procedure.

One of the contributing factors to the success

of the test project has been the very close coop-

eration between the academic and clinical staff

of the colleges, universities, hospitals, and clinics.

A rapport has been established in the area of

substance abuse that could have far-reaching

effects in treatment and prevention.

Information concerning the certification pro-

gram may be obtained from the Alcohol and Drug

Services of the Tennessee Department of Mental

Health and Mental Retardation, 501 Union

Building, Nashville, TN 37219. r ^

renal vein.

In this case, the tumor not only was more

accurately characterized by the ultrasound study

than by the IVP or angiogram, but also was

easily detected during a routine ultrasound sur-

vey of the gallbladder without intravenous dyes

and without ionizing radiation. r
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Quote:
rhe AMA doesn’t represent me
Jnquote.

May be that’s the way you feel. Thinking

the AMA does little to represent your

interests.

if it be true . . .

Who did press federal court action that

forced HEW to withdraw it Utilization Re-

view Regulations?

Who did initiate suits against the

Maximum Allowable Cost (Drug) regula-

tions and the Health Planning Act of

19749

Who did develop guidelines that

helped many state societies press for

legislative reform of liability and adjudi-

cation'?’

Who has continually fought to insure

that physicians will receive usual and

customary fees under federally financed

programs^

Who did provide the leadership to get

the Keogh Plan liberalized to permit in-

creased annual contributions for retire-

ment to 15 percent of earned income or

$7,500, whichever is less?

The answer to all these questions is:

your AMA. The fact is, the AMA works

hard — and effectively— to protect your

rights and to represent your interests.

With your support, it can be even more
effective.



THIA /peciol ilem

The Practicing Physician and Smoking Cessation

NORMAN HYMOWITZ, Ph.D, Newark

Few members of the scientific community find

fault with the surgeon general’s (1964) report

that cigarette smoking is hazardous to one’s

health4^ The association between smoking and

cancer, emphysema, and heart disease is now
firmly documented. Despite these findings, ciga-

rette smoking remains an important health prob-

lem for a large segment of the American popu-

lation.

While many physicians have been in the fore-

front in the fight against smoking, doctors on the

whole have not played as significant a role as

one might expect. Green and Horn, for example,

found that about one in every four in their sample

of American doctors did not accept responsibility

for persuading patients to curtail smoking.® In a

British study, McKennell and Thomas reported

three of every four adult smokers denied ever

having been advised to stop smoking by a doc-

tor.^®

There may be a number of factors which tend

to reduce physician involvement. Many physi-

cians still smoke. Recent estimates suggest that

27% of male and 42% of female doctors

smoke. One can hardly expect physicians who
smoke to play an important role in smoking

cessation.

Other factors mentioned were (1) traditional

training of physicians which emhasizes care and

cure of the sick rather than prevention, (2) the

depersonalization of medical practice, and (3) the

prevalent view that intervention on habit of life

style is an invasion of privacy.

The appeal to practicing physicians for more

Presented at the Second Annual Governor’s Confer-

ence on Primary and Preventive Medicine at the 210th

Annual Meeting of The Medical Society of New Jersey,

June 5, 1976, at Cherry Hill. Dr. Hymowitz is assistant

professor in the Department of Psychiatry, New Jersey

Medical School, CMDNJ, Newark.

Reproduced with permission from the Journal of the

Medical Society of New Jersey, (98:139-141, 1977).
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active participation in smoking cessation occurs

quite frequently in the literature. Two levels

of involvement have been stressed. One level en-

tails community action through health education.

The other involves the interaction between the

physician and his patients. The present paper

deals with the latter.

Physician-Patieni Snteraction

It is clear that simply informing patients of the

health hazards of smoking and advising them to

quit as they walk out the door will not help very

many smokers. Studies of the effectiveness of

physicians’ advice to quit smoking reveal “quit

rates” among the patients at one year follow-up

as low as 0%.® As noted by Blackburn, enthus-

iastic physicians may help approximately 25% of

their patients quit smoking.® Such compliance

records may prove quite frustrating to the physi-

cian as well as the patient.

It is important to note that the results of highly

effective quit-smoking programs are seriously

compromised by high rates of recidivism which

occurs following the termination of treatment.^

Since physicians often remain in contact with pa-

tients intermittently over a great number of years,

the physician is in a unique position to obtain

long-term success if he takes advantage of the

possibilities for long-term intervention.

At a minimum, physicians must show genuine

concern and empathy toward the patient. Despite

the very real dangers of smoking, there are many

factors which make it very difficult for many

smokers to quit. The possibihty exists for referral

of the patient to local smoking cessation pro-

grams. The concerned and aware physician should

have available readily a list of such programs and

descriptive brochures.

The physician should also be prepared to spend

more time with the patient discussing smoking and
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smoking cessation. Becker suggests that certain

beliefs must be present before people engage

faithfully in preventive medical procedures.^

Briefly, they must believe they are at risk of some

disease, that their risk of disease can be lowered

by the measures they are asked to take, and the

cost of engaging in preventive measures must not

outweigh the perceived benefits. The latter behef

can be quite troublesome since human behavior

seems to be governed by immediate consequences

rather than some consequences which may or

may not occur many years in the future.

Thus, physicians must deal with the patient on

a very personal level. Why is smoking particularly

dangerous to this particular patient? If the patient

is hypertensive, for example, they might discuss

at length the relationship between cigarette smok-

ing and heart disease. Moreover, what does this

particular patient have to gain from stopping

smoking? Who is in a better position to discuss

and provide feedback on beneficial changes in

the health of the patient than the physician?

Behavioral Modification

To carry physician involvement one step fur-

ther, it is possible to plan with the patient steps

toward smoking cessation. The behavioral science

literature on smoking cessation offers a wide

range of procedures and techniques.^ By taking

advantage of continuing education programs in

behavioral management, the physician may be-

come a more effective agent of behavior change.

Whether the doctor refers the patient for smok-

ing treatment or initiates a program on his own,

it is most important to follow up these activities.

Did the patient go to the clinic, quit on the se-

lected quit date, or cut down to a given number
of cigarettes? Each visit to the physician’s office

should be viewed as an additional opportunity

for counseling and discussing the issue of smoking

cessation. Moreover, intermittent contacts between

visits by the telephone or through the use of the

mail may serve to increase the fikelihood of

compliance.

TTiese contacts need not be time consuming

and can be carried out by the nurse, secretary, or

volunteer. Such frequent contact shows that the

physician and his staff are concerned about the

patient and feel that smoking cessation is an

important goal. For patients trying to quit by

some step-by-step procedure, these contacts may
serve to specify new steps and strategies.

Once the patient has made some significant

change, the task becomes one of combating re-

cidivism. A personal congratulatory letter from

the physician may serve to reinforce the desirable

changes. For patients having difficulty accomplish-

ing goals, the possibility exists for referral to

established treatment programs or, perhaps, pre-

scription of minor tranquilizers for a short period

of time to take the “edge” off quitting.

Whether or not the physician becomes actively

involved in smoking cessation, it is possible to

contribute greatly to health education. The phy-

sician’s waiting room could be put to good use

by housing antismoking literature, audiovisual

presentations on smoking, and self-instructional

audio cassettes on techniques for quitting ciga-

rettes. Moreover, the nursing staff could also play

a role by actively discussing with the patients

issues and questions concerning smoking and

other matters germane to preventive medicine.

As noted above, one critical issue in behavior

change programs concerns the cost/benefit ratio

and long-term versus short-term satisfaction. Phy-

sicians and their staff can play an active role in

fostering the attitude that not-smoking is a worth-

while goal in itself. Rather than giving up smok-

ing, the patient is acquiring good health and the

prospects for a better and fuller life. To the ex-

tent that immediate incentives for behavior

change are available, the prospects for better com-

pliance in many areas of health behavior are im-

proved. One important incentive which ought to

exert considerable control over behavior is money.

To the extent that smoking cessation is important

to the physician and patient, some reduction in

fees for annual examinations for nonsmokers and

ex-smokers may facilitate greatly desirable

changes in behavior. r ^
100 Bergen Street

Newark, N.J.
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CIGARETTES WITH LESS THAN 16 mg OF TAR*

Tar Nicotine

Brand Type (mg/cig) (mg/cig)

Carlton 70’s Reg. size, filter <0.5 <0.5
Carlton King size, filter, menthol 1 0.1

Carlton King size, filter 1 0.1

Now King size, filter, menthol (hard pack) 1 0.1

Now King size, filter (hard pack) 1 0.1

True King size, filter 5 0.4

True King size, filter, menthol 6 0.4

Pall Mall Extra Mild King Size, filter (hard pack) 7 0.6

King Sano King size, filter, menthol 7 0.3

King Sano King size, filter 7 0.4

Merit King size, filter 8 0.5

Tempo King size, filter 8 0.6

Merit King size, filter, menthol 8 0.5

Iceberg lOO’s 100 mm, filter, menthol 9 0.6

Kent Golden Lights King size, filter 9 0.7

Lucky lOO’s 100 mm, filter 9 0.6

Lucky Ten King size, filter 9 C.6

Pall Mall Extra Mild King size, filter 10 0.7

Benson & Hedges Reg. size, filter (hard pack) 10 0.6

Velio King size, filter, menthol 10 0.7

Vantage King size, filter 10 0.7

Velio King size, filter 11 0.7

Vantage King size, filter, menthol 11 0.7

Multifilter King size, filter, menthol 11 0.7

Doral King size, filter, menthol 11 0.8

Salem Lights King size, filter, menthol 11 0.8

Doral King size, filter 13 0.9

Multifilter King size, filter 13 0.8

Marlboro Lights King size, filter 13 0.8

True lOO’s 100 mm, filter, menthol 13 0.8

Fact King size, filter, menthol 13 0.9

Winston Lights King size, filter 13 0.9

True lOO’s 100 mm, filter 13 0.8

Raleigh Extra Mild King size, filter 14 1.0

Viceroy Extra Mild King size, filter 14 1.0

Kool Milds King size, filter, menthol 14 0.9

Marlboro King size, filter, menthol 14 0.8

Eve 120 mm, filter (hard pack) 14 1.0

Marlboro King size, filter, menthol (hard pack) 14 0.7

Fact King size, filter 14 1.0

Eve 120 mm, filter, menthol (hard pack) 15 1.0

Parliament King size, filter (hard pack) 15 0.8

Belair King size, filter, menthol 15 1.0

Miyako King size, filter 15 0.9

Alpine King size, filter, menthol 15 0.8

Parliament King size, filter 15 0.8

Virginia Slims 120 mm, filter, menthol (hard pack) 15 1.0

Long Johns 120 mm, filter, menthol 15 1.2

Vanguard King size, filter 15 1.0

*Report of “Tar” and Nicotine Content of the Smoke of 169 Varieties of Cigarettes, Federal Trade Commission November 1976.
(For a copy, write to Division of Legal and Public Records, Federal Trade Commission, Pennsylvania Ave. at Sixth St., Wash-
ington, DC 20580.)
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Workmen's Compensation:

The Doctor and the Patients

The patient is the only reason for our existence

as doctors. Doctors are complicated individuals;

patients are equally complicated. Third party in-

volvement further complicates management of the

patient. In particular, the Workmen’s Compen-
sation patient demands an extra dimension.

Our Workmen’s Compensation laws are really

the oldest of our social justice programs. The

cost to employers boggles the imagination. 'The

benefits to the workers have spiraled to the point

that defies statistics.

The spin-off here is the livelihood for thousands

of lawyers, doctors, insurance officials, brokers,

safety engineers, and others. Yet, it is handled in

the private sector without bureaucratic padding

and is a true and tried buffer against the socialistic

state. This point is overlooked by most of us. It

is of interest that the Social Security system is

handled so politically that almost 50 years of ex-

perience with Workmen’s Compensation was
ignored. Basically the dreams of the founders of

Workmen’s Compensation were realized.

But something happened here. 'The man who
by his own choice sought work and obtained

work from an employer was hired by the em-

ployer who did not have to hire him. No one

forced anyone. Should this man be injured, and

the law is followed with compensation for physi-

cal impairment, all would be well. Somehow, the

interpretation was changed. A talented attorney

can make much of the education of the man after

he is injured. Of course, this is the same education

level from which he was hired. But the employer

is somehow held liable for additional percentage

of impairment because the man has a minimal

education. Should the man come from a wounded
social structure, a greater percentage is added to

the impairment. Here again, that was the same

social structure from which he was hired, but

the employer is penalized. Actually, he is penal-

ized for hiring the man. Should the man have

prior injury, a greater percentage is added. Much
of this is due to the overly sympathetic doctor,

judge, jury, or attorney. 'This would be all right if

the sympathetic people would pay the difference

from their own pockets. The generous awards are

paid for by the consumer who purchases the prod-

uct of the employer. 'The recipient of such an

award should throw a block party for his neigh-

bors. 'The neighbors are paying the award indi-

rectly by added cost of the product.

The compensation adjuster is actually in the

trenches of the private sector. 'These men are

the defense against the state takeover. The adjus-

ter must at all times treat the injured worker with

all the dignity of man. He must do his homework
with the safety director and plant nurse. He must
recognize that the investigation he conducts can be

of much benefit, both to employer and employee,

to bring a fair shake to all concerned. 'The man-
agement people, labor leaders and the justice that

I have known, all seek a fair shake for everyone

so apparently there is no conflict at that particular

level when it is kept at that particular level.

So, although the Workmen’s Compensation Act

has been partially dismantled, and our shrinking

manpower pool increases the challenge to the

embattled private sector, the basic laws are still

effective.

The current climate puts a high priority on

self-gratification rather than on the will to work.

'This priority on “each to do his thing” is aided

and abetted by the civil libertarians. 'These theo-

rists are painfully selective of the civil liberties

they espouse. 'This climate, however, does little to
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encourage the thing that made America great, i.e.,

the work ethic.

It is encumbent upon the doctor then to treat

the Workmen’s Compensation patient with the

same courtesy, professional care, and concern as

patients without third party interest. The doctor

should give the carrier the same detailed complete

information that he would send to another doctor.

Above all, the doctor should seek clarity in all

of his reports to the adjuster.

A better understanding of the Workmen’s Com-
pensation laws and working in the spirit of these

laws should do much to bring greater harmony
between employee and employer as well as be-

tween doctors themselves working in the medical

community. r ^

Joseph G. Burd, M.D.
313 Mid-State Medical Center

Nashville, TN 37203

The supremacy of the nation and its laws should be no longer a subject of debate. That

discussion, which for half a century threatened the existence of the Union, closed

at last in the high court of war by a decree from which there is no appeal—that the

Constitution and the laws made in pursuance thereof are and shall continue to be the

supreme law of the land, binding alike upon the States and the people. This decree does

not disturb the autonomy of the States nor interfere with any of their necessary rights

of local self-government, but it does fix and establish the permanent supremacy of the Union.

The will of the nation, speaking with the voice of battle and through the amended Consti-

tution, has fulfilled the great promise of 1776 by proclaiming “liberty throughout the land

to all the inhabitants thereof.”

James A. Garfield

INAUGURAL ADDRESS
MARCH 4, 1881
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A non-governmental psychiatric hospital. Accredited

by Joint Commission on Accreditation of Hospitals.

Medicare Approved. Phone: 205—836-7201

Hill Cresf foundation, Inc.

A short-term, intensive treatment center for psychiatric

disorders, alcoholism, and drug abuse.

MEDICAL DIRECTOR:

James K. Ward, M.D.

Member of: American Hospital Association, Na-

tional Association of Private Psychiatric Hospitals,

Birmingham Regional Hospital Council.

ADMINISTRATOR:

Robert V. Sanders

6869 FIFTH AVENUE SOUTH
BIRMINGHAM, ALABAMA 35212
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Socialised Medicine

National Health Insurance

Comprehensive Health Insurance

The subject of this month’s page is so broad and extensive that many millions

of words have been written on it. I want only to present a few facts and basic

principles.

The AFL-CIO is sponsoring a bill in Congress at this time called the Health

Security Act. It is S. 3 introduced by Senator Kennedy and H.R. 21 introduced

by Representative Corman. This bill, if it should become law, would totally

restructure the system of health care delivery in the United States. It would be

totally administered and financed by the federal government, through new Social

Security taxes and general revenues. All health services would be furnished by

practitioners, institutions, and others under contract with the federal government.

There would be comprehensive benefits and no co-payment. This would be

socialized medicine.

The TMA in the House of Delegates last April and the AMA in its House of

Delegates last June passed resolutions expressing “total opposition to the national-

ization of the medical profession.”

The AMA has developed a set of 17 principles dealing with health care legis-

lation. The TMA House of Delegates in April adopted these 17 principles in a resolution.

The AMA is sponsoring a bill in Congress based on these 17 principles. It is called the Comprehensive

Health Care Insurance Act of 1977 and has been introduced as H.R. 1818 by Representatives Carter, Dun-

can and Murphy; and as S. 218 by Senator Hansen. This bill if it should become law would provide full

coverage for all through private insurance. Employment-based insurance would be paid for by the employer

and employee. There would be continuing insurance for the temporarily unemployed and income related

premium subsidy on insurance for the nonemployed and self-employed. This would be comprehensive health

insurance.

President Carter has stated that his administration is preparing and will soon introduce his bill for na-

tional health insurance. We may anticipate that the administration bill will closely resemble the Kennedy-

Corman bill which is sponsored by the AFL-CIO.

The Sickness Insurance Law became operative in Germany in 1884 and since that time all industrialized

nations have developed means whereby the cost of being sick can be spread out either by government

paying for medical care or by the principle of private insurance. Great Britain, Sweden, Germany, and

the Soviet Union have gone the route of socialized medicine while the United States and Australia have

maintained a voluntary private insurance base for paying for health care. The foregoing are facts; now for

some basic principles.

Whatever health care legislation is passed into law. whether it be next year or at some subsequent time,

we must strive to preserve certain basic principles or we will have socialized medicine regardless of what
it may be called:

1. The private insurance principle must be maintained.

2. The physician must not be employed by the government.

3. The physician must not be under contract to the government.

4. The provision for the development of a large bureaucracy must be avoided.

5. Government control of practitioners and institutions must be avoided in order to prevent the de-

velopment of a large bureaucracy.

6. The patient must be permitted to choose any physician he desires.

7. The physician must retain the privilege of not being required to serve a patient he does not want

to treat.

8. The emphasis of the medical profession must be on quality medical care and not cost control.

9. The patient must pay directly some of the cost for each medical service, and some portion of the

health insurance premium or rationing of services will become necessary.

10. Private practice on the traditional “fee-for-service basis” must be maintained.

11. The insurance contract must be between the patient and the insurance company so that the physi-

David H. Turner
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Of Cabbages and Kings

In spite of disclaimers to the contrary, it

rapidly became clear to any who inspected early

PSRO proposals at all closely that the nearly

hidden utilization review tail was intended to

wag the dog. Great efforts were made to hide

this by saying proper control of hospital utiliza-

tion is in itself one of the best ways to insure

high quality medical care.

760

All that was in the days of a less forthright

administration. Regardless of whatever else you

can say about Mr. Carter’s administration, for

better or for worse it has discarded all sham and

his admitted economy in health care (used syn-

onymously with medical care) is the prime con-

sideration. Quality of care is scarcely mentioned.

An item in today’s newspaper quotes Mr. Secre-

tary Califano as saying the cost of health care is

increasing at the rate of $1 million an hour, and

that the proposed administration “lid” needs to

be clapped quickly onto allowable cost increases

or it will bankrupt the country—all of which may
or may not be so, as Mr. Califano has a busy

mouth which sometimes appears dissociated from

his intellect. Actually, if he reads Newsweek, he

would know that while the cost of medical care

was increasing 52% since 1970, food was going

up 57%, a college education 70%, and housing

80%. But medicine is his thing, and anyhow, it’s

easier to get a handle on.

In any case, the report of the Congressional

Budget Office (CBO) on health spending, report-

ed on in the National News section of this issue

of the Journal, makes some interesting com-
ments. The CBO’s reading of the situation is that

present cost containment proposals do not go

far enough, that “they will have little effect on

the upward trend in health expenditures. . .
.”

Remember when, in the interest of improved

quality of care, the feds were pushing for more

medical schools and bigger classes, were heavily

subsidizing the school and students, and were

opening the doors to any and all “FMGs”? Not

anymore! Remember how they were saying the

AMA was acting in restraint of trade, violating

the Sherman Antitrust Act, by limiting the num-

ber of doctors? Well, now the situation is re-

versed. The CBO says we actually need fewer

doctors because doctors are what cost money

—

not necessarily because of what they charge, but

because they are the users of health services and

supplies, which cost money. What they don’t say

is that the recipients of the services and supplies

are patients, who, at least in the vast majority of

instances, need them, and that to withhold them is

to lower the quality of medical care.

The CBO speaks of the likely ultimate necessity

for significantly reorganizing the health care de-

livery system. Although they don’t say so, what

is implied is a nationalized medical service, such

as Britain has. There are at least several in the

Congress, among them Senator Kennedy, who
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apparently are in love with that system. If noth-

ing in our pubUcation plans goes awry, we will

take a close look next month at nationalized

medicine in other countries through the eyes of

some who have been there. While it may have

some appeal for Senator Kennedy, as our con-

tributors see it, that system leaves a lot—a whole

lot—to be desired.

In this issue of the Journal we have dealt at

some length with the modem treatment of coro-

nary artery insufficiency. It is expensive. In prior

years many of those patients would have died and

many more would have become cardiac cripples.

Some, of course, would have survived to live

normal lives. But those lost to productive life

would have constituted a drain on the gross na-

tional product, and salvage of these individuals

reverses that flow. It also saves lives, and, in spite

of Mr. Califano’s preoccupation with money,

that means a lot—to the patients, to their loved

ones and friends, to the beneficiaries of their labor,

and to their doctors, if not to the Secretary for

Health, Education and Welfare.

In the New Order, the availability of coronary

artery bypass surgery will likely still be subject

to restrictions. They will be similar, but they will

be different. Now the procedure is available to

those who have money—theirs or that of third-

party payers. Under nationalized medicine it will

be available to those with power.

J.B.T.

The Young Folks At Home
Watching our 5-year-old granddaughter playing

house among the bushes in our backyard re-

minded me of some things long forgotten. She

went in and out of rooms ceiled with boughs,

floored with leaves and pine needles, and walled

with a few sticks laid on the ground. Her rooms

were spacious—to her—and she went happily

about cooking for her dolly, cleaning up, and

doing the things she watches her mother do

—

things mothers have done since the creation of

Isshah.

“Don’t go through there, Grandaddy—that’s a

wall.” I should have known. Too bad to tear it

all up, but grass has to be cut, and sticks picked

up. She’ll build it all back next visit—or more

likely, a new one, somewhere else.

The house where I grew up still stands on the

east brow of Lookout Mountain. When I was

little, a trolley ran in front of it, but the trolley

was replaced by buses, and for several years the

car-track was deserted. It was the shortest route

between our house and the school—about half

a mile—and I walked it both ways most days.

There were woods on both sides, and it soon

got overgrown with trees and bushes. One side

had a low bluff, with a wet weather spring and

a small pool. It was a great place for looking for

little animals, bugs, flowers, and all the things

small boys treasure—not to mention for playing

cowboy and Indian.

“They” finally made a paved road out of the

car-track, houses sprang up where the woods

used to be, and the whole place became “civil-

ized.” I was gone by then, but on our visits to

“the mountain” our children played in the

bushes in their “Pappa’s and Granny’s” front

yard along the once-upon-a-time car-track.

Our own yard is about a third almost-woods, and

until our youngest was in high school, we had an

acre or so of real woods touching it. So they also

learned the joys of the woods.

Our children had some woods to play in,

though not as much as I did. As I grew older,

I had the slopes of Lookout Mountain, which are

now a part of the Chickamauga-Lookout Moun-

tain National Monument. Then they were just

woods to play in and bluffs to climb on. I spent

days on end, summer and winter, in them. During

the depression of the early ’30s the CCC (Civilian

Conservation Corps) built trails there and some-

times I rode a neighbor’s horse along them. I

walked them in sunlight when the laurel and

rhododendron were in bloom, walked them in

driving rain and drifting snow. I have watched

the bluffs become waterfalls, and have seen the

cascading water become ice. I have watched

green leaves turn to red and gold, then brown.

I have seen the pines and hemlocks bend and

crack under the weight of frozen fog. I have

only to close my eyes to relive it. The images are

sharp and clear.

Our children, too, have watched the seasons

change in the woods, played in the drip of water-

heavy boughs, and run almost knee-deep through

snow covered leaves.

Our granddaughter lives in a nice house in

Indianapolis. Last winter we played in the snow

in her yard. To her it was deep snow in a big

yard. It was really ten inches of snow in a small

yard. But it is a yard, and it is hers.

A few years ago we (my wife and I and our

children) were driving into New York City from

Cape Cod by way of Tanglewood and along the

OCTOBER, 1977 761



Taconic State Parkway. Construction on the maze
of freeways landed us in the upper East Side

beneath the Third Avenue El somewhere around

120th Street. We drove south under the El for

what seemed like hours before we got to the

cross-Bronx expressway and out. There were chil-

dren everywhere. Their “yard” was the sidewalks

and streets. It was a good education for our

children. Shades of West Side Story!

For most of man’s history he has left rural life

for the cities to gain the advantages they offer.

As the cities grew, parks were built—green jewels

in the concrete jungles. Mobility reversed the

trend, and those who could, fled to green sub-

urbia, leaving the cities to die, the heritage of

those for one reason or another immobilized. Too
often, parks have been early casualties of central

city poverty, and so the children grow up with

a potted plant or so^—if they’re lucky.

Nor does the rape of the green stop there.

Thanks to a few men of vision like John Muir
and Theodore Roosevelt, to name two, a national

park system was established less than a century

ago as our frontiers reached the oceans, placing

a finite limit on our resources. The quest for the

dollar is slowly eroding this treasure. The watch-

word is “Clear it and pave it.” In a sense it is

easy to sympathize with the Alaskan loggers, who
shout that the Alaskan forests mean jobs for

themselves and food for their children. Or with

the strip-miners in the Tennessee mountains. . . .

But I keep thinking of my granddaughter’s

“big” little yard, and the joy it brings her. And
then I see those children beneath the Third

Avenue El. . . .

J.B.T.

Eat, Smoke, and Be Merry . .

.

If It Feels Good—Do It

(Bumper Sticker)

A handsome, tanned, healthy, young man
smiles at you from countless magazines. He allows

as how, “I don’t let anything get in the way of

my enjoyment. So when I’m smoking, I head

straight for Coffin Nails. There’s nothing half-

way about it. I get extra length and smooth flavor.

Coffin Nails

—

thafs my enjoyment.”

See the man. See the smiling young man. See

him enjoying himself. He obviously subscribes

to the sentiment expressed on the bumper sticker.

But then again, maybe what he’s smiling about

is the bundle he gets for smiling about what the
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ad says he’s smiling about. Maybe thafs his

enjoyment.

Below his ecstatic mouthings it says, “Warn-

ing: The Surgeon-General Has Determined That

Cigarette Smoking Is Dangerous To Your

Health.” Then the ad prates that each CojB&n

Nail, as reported by the FTC in December, 1976,

has only 18 mg of “tar” and 1.2 mg of nicotine.

See the man. See the man cough. See him

hack his little lungs up. See him claw at his

ulcer. See him get his angiocardiogram. A pretty

low level of fulfillment, I’d say.

In 1977, 7,200 Tennesseans will die of cancer,

for a cancer death rate of 168 per 100,000 popu-

lation. Of these, 1,900, or slightly over a quarter,

will die of lung cancer; this is followed by 750

from colon and rectum cancer, 600 from cancer

of the breast, 425 prostate, and, thanks to a con-

siderable extent to Pap smears, only 225 from

cancer of the uterus and cervix. Lung cancer

deaths for the United States will be 89,000, out

of a total of 385,000 deaths from cancer of all

sites.

Now it would be foolish to insist, in this day

of gross pollution of the atmosphere by all sorts

of noxious substances, that this epidemic of lung

cancer can all be attributed to cigarette smoking.

But the fact remains that for smokers the bulk of

their pulmonary carcinogens comes from those

little “coffin nails” they love so well.

Nor is cancer the only health problem caused

by tobacco smoke. Chronic irritation produces

chronic cough, which combined with direct

damage to the elastic tissue of the lungs leads

to emphysema, a fate worse than death. Nicotine

produces vasomotor instabihty and vasospasm,

which can among other things lead to myocardial

ischemia. There is evidence that mothers smoking

cigarettes in the last two trimesters of pregnancy

tend to have babies with lower average birth

weight than nonsmoking mothers, that they have

a higher risk of having a stillborn child, and that

their infants have a higher fetal and neonatal

death rate. Most recently, Daniell, in an article

in the Archives of Internal Medicine (136:298-

304, 1976) pointed out that almost all women
with symptomatic postmenopausal osteoporosis

are heavy smokers.

It is estimated that 250,000 Americans die

each year from coronary artery disease, emphy-

sema, cancer of the larynx, pharynx, pancreas,

and bladder disorders directly attributable to

excessive cigarette smoking. While the federal
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government was spending $22 per lung cancer

death to educate the public on the dangers of

smoking, the tobacco industry was spending

$3,600 per death promoting it—a total of $320

million.

In 1975, the tobacco industry sold 601 billion

cigarettes, amounting to 2,861 for every man,

woman and child in the United States. In 1976,

it sold 670 billion, over 3,000 for every person

in the United States. Less than 12% of the

cigarettes sold was of a low tar, low nicotine

variety. In view of this alarming trend,

the American Cancer Society created a National

Commission on Smoking and Public Policy to

assess current antismoking activities and to rec-

ommend possible new approaches. The commis-

sion comprises a stellar array of public figures,

both medical and lay, among them our own

Benjamin F. Byrd, Jr., M.D., immediate past

president of the American Cancer Society.

At the same time, the ACS embarked on a

five-year program to reduce smoking among
adults by 25% (12.5 million) and among teen-

agers by 50% (4.5 million); to reduce the tar

and nicotine content in cigarettes by 50%; and

to work to phase out government subsidy of to-

bacco growing.

As a part of this Target 5 Campaign, No-

vember 17 has been declared the Great Ameri-

can Smokeout by the ACS. Its purpose is to

induce millions of smokers to sign a pledge on

that day, and the ACS will inform smokers of

ways to quit.

As “objective evidence” against all this “emo-

tion” on the part of the ACS and the federal

government, the tobacco industry likes to point

out that a 30% reduction in the number of

smokers would lose the tobacco industry $3

billion in sales, the federal government $% bil-

lion and state governments over $1 billion in

cigarette excise tax revenues, tobacco farmers

$% billion in cash receipts and their suppliers

$200 million in sales, and merchants selling con-

sumer goods and services over $300 million in

sales. They ask the question as to whether or not

the ACS has taken a “reasoned approach to what

is a legal product produced and distributed by

ethical, legitimate businessmen and women?”
The answer to that, I guess, would have to be,

“Well, what are 90,000 lung cancer deaths a

year worth?”

Epidemiologic studies indicate that smoking a

low tar/nicotine cigarette can offer some protec-

tion, so that you will do those who can’t quit a

a favor by urging them not to fight, but switch.

But I quit, and if I could, anybody can. In any

case, we reproduce on page 752 the FTC listing

showing nicotine and tar content of low tar

cigarettes. The entire list is available from the

FTC.

A tobacco industry spokesman has made the

statement that the ACS is playing on emotions,

capitalizing on the public’s fear of cancer, and

not using scientifically derived, objective evidence.

“I don’t let anything get in the way of my
enjoyment” is objective? J.B.T

Lacrimal Scan
To the Editor:

In the interest of accuracy of terminology, the

article by Drs. Bell and Henderson (August, 1977,
Journal of the Tennessee Medical Association^

p. 576) deserves comment. It is not the lacrimal

gland, but the lacrimal drainage apparatus (lacrimal

sac, nasolacrimal duct, etc.) which is imaged in the

technetium scan.

Don J. Jackson, M.D.
Eye Physicians and Surgeons, P.A.

Suite 100, Hospital Doctors Bldg.

Clarksville, TN 37040

Correction
To the Editor:

(Letter on the Natural Death Act, August 1977.)

A typographical error of one word (paragraph 4)
could, if taken out of the context as a whole, sug-

gest I had stopped tube-feeding. The original copy
of the letter read, “I were a fool,” and not “was.”

R. H. Kampmeier, M.D.
Vanderbilt University

School of Medicine

Nashville, TN 37232

Harry S. Abram, age 46. Died September 3, 1977.

Graduate of University of Virginia School of Medi-
cine. Member of Nashville Academy of Medicine.

John C. Burch, age 77. Died August 27, 1977.

Graduate of Vanderbilt University School of Medi-
cine. Member of Knox County Medical Society.
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E. L. Caudill, Sr., age 86. Died September 3, 1977.

Graduate of Medical College of Virginia. Member
of Washington-Carter-Unicoi County Medical Asso-

ciation.

Jack R. Holifield, age 54. Died August 15, 1977.

Graduate of University of Tennessee School of

Medicine. Member of Northwest Academy of Medi-
cine.

John A. McIntosh, age 91. Died August 8, 1977.

Graduate of University of Tennessee School of

Medicine. Member of Memphis and Shelby County
Medical Society.

George A. Mitchell, age 59. Died September 5, 1977.

Graduate of Harvard Medical School. Member of

Chattanooga & Hamilton County Medical Society.

John R. Olson, age 63. Died August 23, 1977.

Graduate of Vanderbilt University School of Medi-

cine. Member of Nashville Academy of Medicine.

Henry Gordon Rudner, Sr., age 83. Died September

4, 1977. Graduate of University of Tennessee School

of Medicine. Member of Memphis and Shelby Coun-

ty Medical Society.

William K. Vance, age 87. Died August 10, 1977.

Graduate of University of Virginia School of Medi-

cine. Member of Sullivan-Johnson County Medical

Society.

David H. Waterman, age 69. Died August 21, 1977.

Graduate of University of Nebraska Medical School.

Member of Knox County Medical Society.

new member/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

CHATTANOOGA & HAMILTON COUNTY
MEDICAL SOCIETY
Coleman L. Arnold, M.D., Chattanooga

Michael I. Bonder, M.D., Chattanooga
Morrow Chamberlain, II, M.D., Chattanooga
Hytham A. Kadrie, M.D., Chattanooga
Roger R. McFadden, M.D., Chattanooga
Elmer W. McKenzie, Jr., M.D., Rossville, GA
Andrew B. Rittenberry, Jr., M.D., Chattanooga
Banchob Utadej, M.D., Chattanooga

KNOXVILLE ACADEMY OF MEDICINE
Larry D. McGinn, M.D., Knoxville

John W. Minchey, M.D., Knoxville

Edwin W. Schaumburg, M.D., Knoxville

MEMPHIS AND SHELBY COUNTY
MEDICAL SOCIETY
F. Hammond Cole, Jr., M.D., Memphis
Leland R. Cornelius, M.D., Southaven, MS
Doris P. Courington, M.D., Memphis
Jerry B. Gooch, M.D., Memphis
Cynthia D. Murphy, M.D., Memphis
Hal S. Rhea, Jr., M.D., Memphis
Elbert G. Richardson, M.D., Memphis
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NASHVILLE ACADEMY OF MEDICINE
Harry A. Edwards, Jr., M.D., Nashville

C. Gary Jackson, M.D., Nashville

John C. Meinnis, M.D., Nashville

Cecil E. McMurtry, M.D., Madison
Richard W. Quisling, M.D., Nashville

Ronald L. Steenerson, M.D., Nashville

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
Kenneth T. Miller, Jr., M.D., Oak Ridge

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
Jeffrey Robbins, M.D., Bristol

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Paul E. Brown, Jr., M.D., Johnson City

WILSON COUNTY MEDICAL SOCIETY
Major Kenneth C. Dozier, M.D., Oxon, MD
George C. Martin, M.D., Lebanon

pcr/ofial rimii/

!

David L. Greene, M.D., Morristown, has been
elected chief of staff at Doctors Hospital. Also
elected were David Willbanks, M.D., vice chief of

staff; and David McNeil, M.D., secretary of the

medical staff, both of Morristown.

Robert E. McCown, M.D., Fayetteville, who recently

ended a 51 -year practice, and J. V. McRady, M.D.,
Fayetteville, who practiced for 41 years, were hon-
ored at the Lincoln County Fair during “Doctors

Night” ceremonies.

William G. Shull, M.D., Whitwell, has been named
the 1977 “Boss of the Year” by the Sequatchie

Valley Chapter of the American Business Women’s
Association.

pfooram/ oncl new/ of
meclkol /ocielic/

Nashville Academy of Medicine

Tel-Med Now Midstate—Tel Med is currently

available to 1.4 million people in the 40-county

Middle Tennessee area. The expansion of Tel-Med
became effective in late August with the installation

of a new 15-channel phone system with three In-

Wats lines. The program offers 300 physician-

screened taped messages on a wide range of health

topics including a special hypertension information

program provided by the TDPH Chronic Disease

Prevention Division. New Tel-Med brochures will

be disseminated to the midstate populous via phy-

sicians’ offices, hospitals, pharmacies, and banks.

Sponsored by the Academy, other interested county

medical societies, and the Metro Health Department,

Tel-Med is operative 9 am to 9 pm, Monday through

Friday, and 10 am to 6 pm on Saturday.
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From the AMA’s Office in Washington, D.C.

Health Legislation

Congress was moving to wrap up work on as

much health legislation as possible in preparation

for the gathering storm over national health in-

surance (NHI) in 1978.

The administration was putting strong pressures

on senators and representatives to move quickly

on President Carter’s proposal for a “cap” on

allowable hospital revenue increases, insisting that

the cost containment plan was a prerequisite for

NHI.
Despite the sense of urgency imparted by the

administration, it appeared that jurisdictional prob-

lems, a cooling-off by organized labor on the

plan, and stiff opposition from hospital and phy-

sician groups, would serve to carry the issue over

until next year.

The administration was keeping mum about the

form its NHI program will take. Task forces of

planners were busy at HEW drafting various ap-

proaches. About the only certainty at this stage

is that the Carter NHI bill will call for implemen-

tation in stages to avoid a crushing financial burden

on the federal treasury.

Few expect Congress can do more next year than

take a good look at NHI. The awkward jurisdictional

tangle in Congress, where two committees in both

House and Senate must share jurisdiction, makes for

delay. With lawmakers anxious to get the session

over with quickly so they can campaign for the

1978 elections, only the most sanguine NHI pro-

ponents predict final congressional action next year.

Analyzing the NHI situation for the benefit of

Congress, the Congressional Budget Office (CBO)

issued a report warning that: “If strategies to con-

tain health expenditures are not adopted soon, the

possibility of enacting a comprehensive national

health insurance program may be adversely affected.”

In addition to the Hospital Cost plan. Congress

in the final weeks of the 1977 session was faced

with numerous other health issues. Among the

measures hanging fire were the Health, Education

and Welfare Department appropriation, which had

been stalled over the abortion issue; new federal

regulations for clinical laboratories; Medicare-Medic-

aid fraud and abuse; federal aid for rural health

clinic physician extenders; the administration’s plan

for expanding the child health program; and an

omnibus drug bill making many changes in Food
and Drug Adiministration (FDA) operations and

regulations, including new labelling language.

Some of these bills were fated to remain lodged

in Congress until 1978. The only sure bet for pas-

sage in 1977 was the appropriations bill which gives

HEW several billion dollars more than President

Carter recommended and continues to bar federal

Medicaid payments for most abortions.

Other major health bills before Congress in-

cluded an 18-month delay in the proposed FDA
ban on saccharin; amending the renal disease pro-

gram to encourage self-dialysis and kidney trans-

plants; establishing a separate department of health;

and freeing federal scholarship stipends from in-

come tax.

CBO Report on Cost Containment

The gloomy report by the Congressional Budget
Office (CBO) on health spending advised House
and Senate Budget Committees that current control

efforts “will apparently have little effect on the

upward trend in health expenditures. . .
.”

The report said existing reimbursement, facility,

and utilization containment programs can be altered

by increasing or decreasing the level of regulation.

“Changes must be made in hospital reimbursement
practices if some immediate impact on hospital

expenditures is to occur,” the report said.

According to the CBO, “A successful program,
whether administered at the state or federal level,

would have to break the automatic cost-increase/

revenue-increase relationship that is currently en-

joyed by individual hospitals. Certificate-of-need

programs could be strengthened through increased

financial support for the state agencies, more pre-

cise federal guidelines, and perhaps limits on capital

spending. The cost-effectiveness of PSROs might be
improved by restricting utilization review to more
questionable medical practices or by emphasizing
preadmission review.”

The way the CBO sees it, “The expansion of

regulatory efforts is an attempt to compensate for

the overutilization of health care and the failure

of high costs to lessen demand. Appropriate changes

in the underlying supply and demand factors could

reduce the need for hospital regulation. Moreover,
because these supply and demand factors operate

throughout the entire health sector, successful con-

tainment of hospital expenditures might accelerate

nonhospital expenditures. Increases in patients’ out-

of-pocket costs or limits on physicians’ fees might,

however, increase price-consciousness related to non-

hospital care.”

The report continued: “Federal regulatory efforts

to contain the supply of resources have concentrated

on beds and facilities, virtually disregarding man-
power and technology. While prospective reim-

bursement and utilization control programs can be

strengthened and thereby reduce health expenditures,

their effectiveness may be limited without national

health insurance, because of the number of third-

party payers and the variation in their payment
procedures. Supply policies, however, might be quite

effective without national health insurance. (Coun-
tries with national health insurance plans are relying

increasingly on constraints in supply to contain

health expenditures.)”

Future growth in the number of physicians could

be reduced, particularly by restricting the influx of

foreign medical graduates, CBO said, adding: “Be-

cause each additional practicing physician generates
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expenditures for both hospital and physician care

far beyond the level of his net income, strategies

to reduce the impact of each physician on total

expenditures could be considered. Altering reim-

bursement schedules and increasing the proportion

of physicians in primary care and in prepaid health

plans are possible strategies.”

Present reimbursement, facility, and utilization

containment programs directed at hospitals could

be changed by strategies which represent incre-

mental change, stronger regulation, or weaker

regulation, said CBO. “A strategy of reducing regula-

tion would result from the belief that either a more
competitive health-care market or greater price-

consciousness would be more effective in containing

costs.”

The report conceded that “because of limited

knowledge, it is not possible to predict accurately

the cost savings or increased costs resulting from

increases or decreases in regulatory efforts.”

The report concluded: “Under current policies,

health expenditures will continue to absorb a larger

proportion of the nation’s resources and of the fed-

eral budget. These trends could be slowed down
significantly by increased regulation similar to that

recently proposed by President Carter to contain

future hospital revenues and investments. Increased

cost-sharing by patients, or a significant reorgani-

zation of the health-care delivery system are other

alternatives. If strategies to contain health expendi-

tures are not adopted soon, the possibility of enact-

ing a comprehensive national health insurance pro-

gram may be adversely affected. Moreover, a long

delay is likely to produce even more severe pro-

posals for containing health expenditures—proposals

that are likely to freeze prevailing health expenditure

patterns.”

Report on Drug Regulation

In an 8,800 word critique, the Pharmaceutical

Manufacturers Association (PMA) characterized

the Final Report of the HEW Review Panel on New
Drug Regulation as a “philosophical endorsement

of corrosive regulation” that would create “impedi-

ments to the efficiency of the new drug approval

process.”

Though commending some specific recommenda-
tions and comments, including the conclusion that

the FDA is neither pro- nor anti-industry, PMA
President C. Joseph Stetler says the panel “con-

sistently slides into the trap of statutory and regula-

tory solutions.”

“Thus we come to a stunning statistic,” the PMA
covering letter to the critique reads. “All told, the

panel makes some 90 recommendations, many of

them calling for new increments of regulation

—

without one mention of any withdrawal or lessening

of agency power. While many of these suggestions

are procedural in nature, cumulatively and in-

evitably, they would change our national policy

toward drug research and drug products. In our

view, that change would unquestionably be for the
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worse in the form of more cumbersome, costly and
slower processes.”

PMA said the panel displays “insufficient under-
standing of the real world of science,” that it leans

“toward an adversarial rather than a cooperative
philosophy for FDA-industry relationships,” and that

it ignores the “innovative capabilities,” of the

American pharmaceutical and device industry, with
its more than a billion dollars a year research effort.

“At some point, regulatory demands can become
so strict that government will have erected formid-
able barriers to competitive entry and only the

larger and best-equipped firms can continue in the

race. In the process, useful new drugs will be lost

or delayed and the cost of those still available will

be inflated. Government then will have created

more concentration in an industry where both price

and product competition have been intense, with
the benefits flowing ultimately to the consumer,”
PMA asserted.

PMA charged that in perception of the “drug
lag,” the panel “manifests further disinterest in the

industry’s R & D (research) challenges.” The critique

lists more than a score of important drugs “now
accepted as safe and effective in the United States,

which went on the market overseas two or more
years ahead of United States introduction. The cost

of these delays to American patients, in human
terms alone, is incalculable.”

HMD’S Being Oversold

The American public has been getting “a super-

ficial sales pitch” on the worth of Health Main-
tenance Organizations (HMOs), according to a

study by the American Medical Association.

The report dealt with important aspects of the

HMO business that government reports, favorable

to HMOs, “usually fail to reveal,” said the AMA.
The Carter administration pledged a renewed

effort to expand HMOs and strengthen the federal

aid program. But the review by the AMA raised

questions about some widened public assumptions

about HMOs and claims made in their behalf.

Advocates of HMOs have claimed that HMOs
place a special emphasis on preventive care, “but

recent studies indicate that fee-for-service practi-

tioners provide more preventive care than do
HMOs,” said the AMA report.

Much of the “efficiency” of HMOs “appears to be

attributable to (1) skimming, in which HMOs at-

tempt to draw their enrollment from the healthier

segments of the population, and (2) skimping, in

which utilization of covered services is not en-

couraged.”

According to the report, “There is no clear indi-

cation that unit costs (the cost to provide a given

item of medieal care) are lower in an HMO. How-
ever, premiums for HMO-type plans tend to be about

25% higher than those for conventional health

insurance.”

Recent amendments by Congress to the HMO
Act will reduce the benefits an HMO must pro-

vide; legitimize “skimming,” by eliminating the
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open enrollment provision; allow HMOs to charge

higher-risk enrollees a higher premium; dilute the

“one stop” medical care concept that formerly was
the keystone of the HMO, said the report.

Continued the AMA report: “Some tactics of

dubious legitimacy have been employed, both to

‘sell’ the HMO concept to the American people

and to enroll individuals in HMOs.”
“Everything considered, it seems clear that the

American public has been overpromised, where
HMOs are concerned. Where an HMO holds costs

down, it is apt to be due to reduced utilization and
not to health ‘maintenance.’

”

Nov. 8-10

Nov. 9-13

Nov. 11-13

Nov. 11-16

Nov. 28-

Dec. 1

OAnouAcemenl/

CALENDAR OF MEETINGS

Nov. 29-

Dec. 4

Nov. 30-

Dec. 3

NATIONAL
1977

Dec. 3-8

Oct. 30- American College of Chest Physicians,

Nov. 3 MGM Grand Hotel, Las Vegas
Dec. 5-7

Oct. 30-

Nov. 3

AMA Regional Meeting, Honolulu

Oct. 31- Interstate Postgraduate Medical Asso- Dec. 7-1

1

Nov. 3 ciation, Diplomat Hotel, Hollywood,
Florida

Nov. 1-2 American Association for the Study of

Liver Diseases, Hyatt Regency Hotel,

Dec. 10-13

Chicago Dec. 14-17

Nov. 3-5 Southern Thoracic Surgical Association,

Marco Beach, Marco Island, Florida

Nov. 5-10 American Academy of Pediatrics, New
York Hilton and Americana Hotel,

New York Nov. 2-4

Nov. 6-9 Southern Medical Association, Fair-

mont Hotel, Dallas

American College of Emergency Phy-
sicians, Hilton, St. Francis, and Hyatt

Union Square Hotels, San Francisco

American Association for Clinical Im-
munology and Allergy, Fairmont Hotel,

New Orleans

Association of Clinical Scientists, Drake
Hotel, Chicago

American Assocation of Blood Banks,

Atlanta Hilton, Atlanta

American Heart Association, Fontaine-

bleau Hotel, Miami Beach

International College of Surgeons (U.S.

Section), Fairmont and Roosevelt Ho-
tels, New Orleans

American Medical Women’s Associ-

ation, Marriott Hotel, Denver

American Academy of Dermatology,

Convention Center, Dallas

AMA House of Delegates Interim

Meeting, Palmer House, Chicago

Southern Surgical Association, The
Homestead, Hot Springs, Virginia

American Medical Tennis Association,

The Smoke Tree Ranch, Palm Springs,

California

AMA Winter Scientific Meeting, Fon-
tainebleau Hotel, Miami Beach

West Coast Allergy Society, Camelback
Inn, Scottsdale, Arizona

STATE

Tennessee Academy of Family Physi-

cians, River Terrace and Civic Audito-

rium, Gatlinburg

President’s Page . . .

Continued from page 759

cian is responsible to the patient and the patient is responsible to pay the physician for his services.

12. The physician must not be required to take an assignment, for this then removes the patient from

his responsibility.

13. Some key words, whose meaning may vary with the interpreter, that should be avoided in discuss-

ing legislation dealing with health care insurance are nationalized, state-controlled, bureaucratic,

compulsory, mandatory, and standardized.

14. Federal government funds should not be involved except as direct subsidy to the individual poor

for premium payment.

Compulsory health insurance for the entire population can easHy lead to a complete system of socialized

medicine and it would make no difference whether the payment made by each family is called a pre-

mium or a tax. The real basic issue is—government-controlled medicine or free nonsocialized private prac-

tice of medicine.
Sincerely,

PRESIDENT
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conkinuino mcdkol
cduccikion opportunikic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician's Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology
Cardiology
Chest Diseases

Clinical Pharmacology . . .

Dermatology
Diabetes
Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology.
Oncology
Orthopedics

Samuel Marney, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Robert Oldham, M.D.
Paul W. Griffin, M.D.

Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery
Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Eamily Physician’s Continuing Educa-

tion accreditation.

Application: Eor further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule 1977-78

Nov. 1-5

Nov. 18

Dec. 2-3

March 5-10

March 17-18

March 27

March 22-24

Spring, 1978

Spring, 1978

Spring, 1978

Spring, 1978

April, 1978

May, 1978

May, 1978

6th Annual Rhamy-Shelley Lectures

(16 hours)

B. H. Robbins Memorial Lecture

(anesthesiology) (7 hours)

What’s New in Obstetrics for Phy-

sicians? (10 hours)

Radiology Update 1978 (23 hours)

Annual Meeting, Southern Society of

Physical Medicine and Rehabilitation

7th Annual James C. Overall Visiting

Lectureship—Pediatric Pulmonary

Clinical Endocrinology (21 hours)

Symposium on Clinical Gynecology

Update in Management of Urologic

Malignancies—Annual Cancer Sym-
posium (12 hours)

Annual Barney Brooks Lectureship in

Surgery ( 1 hour)

Annual L. W. Edwards Memorial
Lecture (1 hour)

Annual Frank E. Luton Lecture in

Psychiatry (1 hour)

Postgraduate Course in Allergy

Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)
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May 24-25 17th Annual Seminar in Psychiatry,

for Non-Psychiatrists (11 hours)

July 6-9 Contemporary Clinical Neurology (16

hours)

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Continuing Education Schedule 1977-78

Nov. 2-3

Nov. 10-12

Nov. 12-13

Dec. 10-11

Jan. 17

Mar. 2-3

Mar. 20-23

Mar. 21

Apr. 14-15

Apr. 18

May 4-6

May 16

June 14-20

The Use of Staplers in Surgery (Work-
shop)—Chattanooga

Diagnostic Radiology for Emergency &
Family Physicians—Chattanooga

Ophthalmology Course—Chattanooga

Basic Clinical Genetics—Las Vegas

Prophylactic or Preventive Antibiotic

Usage—McMinn-Monroe County Med-
ical Society

Clinical Orthopedics—^Chattanooga

Diagnostic Radiology for Emergency &
Family Physicians—Lake Tahoe, NV
Respiratory Infections—McMinn-
Monroe County Medical Society

Pediatric Course—Chattanooga

Postsurgical Infections—McMinn-
Monroe County Medical Society

Basic Cardiology—EKGs & Therapy
for the Primary Care Physician

—

Chattanooga

Helminthic & Parasitic Infections Re-

quiring Intermediate Hosts—McMinn-
Monroe County Medical Society

OB/GYN Course—Humacao, Puerto

Rico

For information contact: LeRoy J. Pickles, Direc-

tor, Continuing Medical Education, Suite 400, 921

E. 3rd St., Chattanooga, TN 37403, Tel. (615)
756-3370.

TENNESSEE PUBLIC HEALTH
ASSOCIATION

Nov. 15-17 Tennessee Public Health 1877-1977: A
Century of Progress, A Challenge for

the Future (national conference cele-

brating the centennial of public health

in Tennessee)—Hyatt Regency, Nash-

ville.

For information contact: Anne Stringham, 360
Capitol Hill Bldg., Nashville, TN 37219, Tel. (615)
741-1614.

EAST TENNESSSEE
CHILDREN’S HOSPITAL

Nov. 1-2 Pediatric Neurology

April 18-19 A Day and One Half of Practical

Pediatrics

May 2-3 Pediatric Infectious Diseases

For information contact: Karen Lee Shields,

Committee on Continuing Medical Education, East

Tennessee Children’s Hospital, 2018 Clinch Ave.,

Knoxville, TN 37916.

TENNESSEE ACADEMY
OF FAMILY PHYSICIANS

Nov. 2-4 Annual Meeting—River Terrace &
Civic Auditorium, Gatlinburg. Credit:

up to 30 hours AMA Category 1 and
AAFP Prescribed. Fee: physicians, $25;

interns and residents, none.

For information contact: Doris Darrow, Tennes-
see Academy of Family Physicians, 112 Louise Ave..

Nashville, TN 37203, Tel. (615) 327-3515.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr,, M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule 1977-78

Nov. 10-12 Pulmonary Function: New Concepts

and Techniques—University of Ken-
tucky, Lexington and VA Hospital.

Credit: 16 hours AMA Category 1.

Fee: $275.

For information contact: Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, KY 40506.
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KENTUCKY DIVISION
AMERICAN CANCER SOCIETY

Nov. 4-5 Cancer of the Bladder and Prostate

—

Stouffer’s Inn, Louisville. Fee: None;

space limited.

For information contact: George A. Sehlinger,

M.D., President, American Cancer Society, Ken-

tucky Division, 2313 Medical Arts Bldg., Louisville,

KY 40217.

UNIVERSITY OF MISSISSIPPI
SCHOOL OF MEDICINE

Nov. 10-11 Cardiovascular Review Seminar—Uni-

versity of Mississippi Medical Center,

Jackson, MS. Fee: $100; registration

limited. Credit: 17 hours AMA Cate-

gory 1 ; AAFP applied for.

For information contact: Continuing Health Pro-

fessional Education, University of Mississippi Medi-

cal Center, 2500 N. State St., Jackson, MS 39216.

UNIVERSITY OF LOUISVILLE
SCHOOL OF MEDICINE

Nov. 10 13th Annual Louisville Pediatric Soci-

ety Lectureship—Health Sciences Cen-

ter Auditorium, Louisville.

Nov. 11-12 11 th Annual Newborn Symposium

For information contact: Billy F. Andrews, M.D.,

Department of Pediatrics, University of Louisville

School of Medicine, 200 E. Chestnut St., Louisville,

KY 40202.

MEDICAL COLLEGE OF GEORGIA
Nov. 1 Dermatology and Gynecology

Dec. 6 Diabetes Mellitus

Jan. 3 Cardiology

Feb. 7 Pediatrics

Mar. 7 Metabolic Diseases

Apr. 4 Gastroenterology

May 2 Orthopedics and Pathology

For information contact: Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30901.

XYTEX CORPORATION
Human Infertility Course

Dec. 9-10 Symposium in Human Infertility—At-

lanta Marriott Hotel, Atlanta. Fee:

$125.

For information write: XYTEX Corporation,

1519A Laney Walker Blvd., Augusta, GA 30904.

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Ultrasound

See August 1977 issue for listing

OF SPECIAL INTEREST

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Oct. 17-30 Six Problems in Sexually Transmitted

Diseases—with William M. McCor-
mack, M.D., associate professor of

medicine. Harvard University Medical

School; associate visiting physician,

Boston City Hospital; and editor, Sex-

ually Transmitted Diseases, The Jour-

nal of the American Venereal Disease

Association.

Defining the Standard of Care—with

Kevin M. McIntyre, M.D., J.D., asso-

ciate professor of medicine. Harvard

University Medical School; and assis-

tant chief of cardiology. West Rox-

bury V.A. Hospital, Boston.

Pregnancy and Diabetes: A Team Ap-
proach for a Viable Neonate—with

Boyd E. Metzger, M.D., associate pro-

fessor of medicine. Center for En-

docrinology, Metabolism and Nutrition,

Northwestern University Medical

School, Chicago.

Oct. 31- A Clinical Approach to the Major

Nov. 13 Motor Disorder of the Esophagus

—

two part presentation with R. D. Hen-

derson, M.B., S.R.C.S., chief of sur-

gery, Women’s College Hospital, To-

ronto; and associate professor of sur-

gery, University of Toronto.

Informed Consent: Malignant or Be-

nign?—with Kevin M. McIntyre, M.D.,

J.D.

Nov. 14-27 Electromyographic Testing for Neuro-

muscular and Other Diseases—with

David Campion, M.D., UCLA Institute

of Rehabilitative and Chronic Diseases,

Los Angeles.

Criteria for Elective Plastic Surgery

—

with Edgar P. Berry, M.D., chief of

plastic surgery, Lennox Hill Hospital,

New York.

Arthritis in Childhood—with Bernhard

H. Singsen, M.D., Department of Pedi-

atric Rheumatology, Children’s Hospital

of Los Angeles.
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AMERICAN COLLEGE OF PHYSICIANS
A comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in August, 1977, includes regional meetings and post-

graduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local

physicians to report to their colleagues on investi-

gative work and clinical experiences in the wide

scope of subject areas included in the practice of

internal medicine.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by
internal medicine and its subspecialties. Averaging

three to five days, they are directed toward prac-

ticing physicians and are presented in association

with medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

See September 1977 issue for complete
1977-1978 listing

Postgraduate Courses

See September 1977 issue for complete

1977-1978 listing

Nov. 14-18 Renal Disease: Pathophysiology and
Treatment—New York

Dec. 5-8

Dec. 5-9

Dec. 5-9

Jan. 9-13

Controversies in Gastroenterology

—

Philadelphia

Advances in Diagnosis and Treatment
in Clinical Medicine—Los Angeles

Fluid and Electrolyte Balance, Hyper-
tension and Renal Disease—Chicago

Contemporary Internal Medicine—New
York

Jan. 9-13 Workshops in the Pathophysiology,

Diagnosis and Treatment of Electrolyte

and Acid-Base Disorders—Philadelphia

Jan. 18-20 Problems in Clinical Endocrinology

—

Seattle

Jan. 24-27 Present Concepts in Internal Medicine

—San Francisco

AMERICAN THORACIC SOCIETY
OF LOUISIANA

Jan. 23-27 3rd Annual New Orleans International

“Mardi Gras” SUPERCOURSE(c) on
lung disease—Braniff Place Hotel, New
Orleans. Credit: AMA Category 1 and

AAFP. Fee: $185.

Jan. 23-27 10th Annual National “Respiratory Dis-

ease Care Course” [in conjunction with

SUPERCOURSE(c)]
Jan. 24-27 14th Annual International “Pulmonary

Function in Health and Disease Course”

[in conjunction with SUPERCOURSE
(c)]

Jan. 24-27 7th Annual National “Pediatric Pul-

monary Course” [in conjunction with

SUPERCOURSE(c)]

For information contact: ATS of Louisiana, 333

St. Charles Ave., Suite 500, New Orleans, LA 70130.

UNIVERSITY OF ILLINOIS

COLLEGE OF MEDICINE
Oct. 31- Laryngology and Bronchoesophagology

Nov. 5 —Eye and Ear Infirmary of the Univer-

sity of Illinois Hospital, Chicago. Pre-

sented by the Abraham Lincoln School

of Medicine, University of Illinois at

the Medical Center,

For information contact: Department of Otolar-

yngology, Eye and Ear Infirmary, 1855 W. Taylor

St., Chicago, IL 60612.

AMERICAN COLLEGE
OF CHEST PHYSICIANS

Oct. 30- 43rd Annual Scientific Assembly (Car-

Nov. 3 diopulmonary Medicine and Surgery:

Current Perspectives and Future Fron-

tiers)—MGM Grand Hotel, Las Vegas.

Oct. 30 Management of a Respiratory Therapy

Service (postgraduate course held in

conjunction with ACCP Scientific As-

sembly)

Oct. 31 Cardiopulmonary Technology Today

(postgraduate course held in conjunc-

tion with ACCP Scientific Assembly)

Nov. 28-30 Clearing the Respiratory Tract—Physi-

opathology and Therapeutics— New
York Sheraton, New York. Credit: 20

hours AMA Category 1. Fee: ACCP
members, $165; non-member physi-

cians, $185; residents, nurses, thera-

pists, $145.

For information contact: Dale E. Braddy, MS,

Director of Education, ACCP, 911 Busse Hwy.,

Park Ridge, IL 60068.

BETH ISRAEL HOSPITAL
DENVER, COLORADO

See August 1977 issue for listing
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Tfim the vieuiino bOK

Endless Records One Reason for Hospital Costs

WILLIAM J. WATT

Why are hospital costs so high? In plain lay-

man’s language, why are costs so high? You, the

public, ask the question every day. Let me try

to answer.

You probably have a favorite grocery store

at which you do your weekly family grocery

shopping. Let us impose some changes on the

way that store operates.

First, we will create several different “au-

thorities,” each of whom has control over our

store.

Next, these authorities will establish some

mandatory rules under which the grocery store

must operate:

(1) The store must record and report each

year the number of cans of peas sold, by brand,

by customer age, and by employer of the cus-

tomer. For example: report sales of “Green

Giant” peas to customers employed by General

Electric by age groups 1 to 5, 6 to 16, 17 to

21, etc.

The same for “Green Giant” pea sales to

customers employed by Chrysler Motors and so

on. Next, the store will report “Libby” peas. We
will require this report on not only peas, but

for each and every product sold.

(2) The store must certify in writing that

each customer “needs” groceries before permit-

ting him to enter the store.

(3) The store must have a “committee” to

establish a shopping “time limit” for each

customer as he walks in the door. Any customer

permitted to shop longer than the pre-established

time limit may not be required to pay for gro-

ceries. The store must keep records of this by

customer.

(4) The store must keep a record showing

time customer entered store, items purchased,

amount paid by item, name of stock boy who

Mr. Watt is the assistant administrator-comptroller

of St. Joseph’s Hospital Center in Syracuse, NY.
Reprinted from the Congressional Record.

Ill

placed each item on the shelf, time of customer

departure from store and name of store employee

who carried the groceries out.

(5) The store must obtain approval of the

“authorities” before adding or deleting any pro-

duct or specific brand of product.

(6) The store manager must have a master’s

degree in marketing.

(7) Periodically, the store will be required to

deterrnine and report the “race” of each customer

in store during a particular day.

(8) The store must keep records and report

the following to our authorities:

(a) Total number of customers served,

broken down by employer.

(b) Total minutes of customer shopping.

(c) Number of customers who used shopping

carts.

(d) Number of customers who did not.

(e) Number of customers who bought meat

and nothing else.

(f) Number of customers who bought bread

and nothing else.

(g) Number of customers who bought milk

and nothing else.

(h) Number of customers who bought bread

and meat.

(i) Number who bought bread and milk.

(j) Number who bought meat and milk.

(k) Number of customers who came in for

one item only but who bought two or more.

(l) Number who went directly to left side of

store upon entering.

(m) Number who went directly to right side

of store upon entering.

(n) Number who sauntered down the middle

aisle.

(9) Let us now mandate that the store “give

away” $50,000 worth of groceries each year. In

fact, let us force the store manager to post signs

in three languages, telling customers that he is

required to do this, and again, records must be
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mamtained by customer on free groceries given

away under this plan, as well as records on
those denied.

(10) Next, let’s require that for one half of

its customers, the store cannot set prices. Instead,

our authority will determine how much the cus-

tomer may be charged. Better yet, we will tell

the manager that these customers may be charged

no more this year than last year’s prices—regard-

less of how much more the store must pay for

the items, and regardless of how much our new
regulations have added to operating costs. After

all, the store can double its price increases to

the other one half to make up any loss.

(11) For that half of the customers, let us

also require that the store cannot collect from

the customer for groceries sold. Rather, the store

must bill the customer’s employer.

Better yet, we will mandate that the store must
first write to the employer for “permission” to

bill, then it may bill upon receipt of permission.

In the meantime, the store may not attempt to

collect from the customer for groceries received.

(12) Naturally, we will establish that the store

is to be fined if it refuses to report the data

we have outlined or if its records are not totally

accurate.

(13) For topping, the store must hire an

independent accountant to certify the accuracy

of data reported under our regulations.

(14) To wrap things up, let’s make the store

manager responsible for planning each customer’s

meals. If he errs in judging what is best for a

family—sue, sue, sue.

(15) But, let’s not stop here just because you

and I have exhausted our ideas. Why not add

more people to each of the authorities! They will

probably invent new controls and regulations to

show they are earning their pay.

It sounds ridiculous to apply such criteria to a

grocery store, doesn’t it? But, believe it or not,

hospitals are mandated by several authorities to

report countless statistical data and are bound to

many, many rules—not unlike those we have

dreamed up for our grocery stores. Some ex-

amples of this are

(1)

Report monthly and annual days of in-

patient care, by age groups, by services (medical.

surgical, etc.) by type of financial coverage.

(2) Report outpatient visits in a similar

fashion.

(3) Likewise for emergency room visits.

(4) Report total annual minutes of anesthesia

administered.

(5) Count and report number of x-ray exams.

(6) Count and report number of films used

in these x-ray exams.

(7) Report number of births for year.

(8) Report number of children served.

(9) Report number of physical therapy treat-

ments.

(10) Report number of blood transfusions.

(11) Number of outpatients admitted as in-

patients.

(12) We must give a certain amount of

“charity care” each year and have multilingual

signs posted telling our patients this charity is

available.

(13) Report operations by number and type

of operation.

(14) Reimbursement rates are established by

outside “authorities” for more than half of total

patients. Such rates are usually less than cost of

care, so we charge higher fees to the remaining

half to make up the deficit.

(15) We must obtain a signed certificate as

to need for hospitalization.

(16) We must establish a “time limit” for

hospital stay at time of hospitalization. An in-

surance clerk may declare an “overstay” and

refuse to pay.

(17) We must seek “permission” to bill an

outside third party for more than half of our

patients.

(18) We must maintain detailed records of

services provided, by date and by individual pro-

viding the service.

(19) We must periodically determine and re-

port the “race” of each patient treated during

a given day.

These are but a few of the many requirements

we are told that you, the public, demand of hos-

pitals today. They sound ridiculous when applied

to a grocery store. And you can easily imagine

the increased cost of groceries if the criteria

were so mandated.

Now do you know why hospital costs are so

high? r ^
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Alcoholism More Dangerous
To Women Than Men

Alcoholism is more damaging to women than to
men, says a report in the July issue of Archives of
Infernal Medicine.

Scientists at the University of Toronto, Canada,
report on a study of physical disease profiles of 135
female and 737 male alcoholics. The patients were
similar in age, social class and referral pattern.

Although the women had been drinking hazard-
ously for fewer years, the prevalence of most dis-
eases was similar in men and women. There was an
excess of anemia in women, and an excess of fatty
liver and chronic obstructive lung disease in men.
Women had double the frequency of cirrhosis of
the liver.

The average duration of hazardous drinking be-
fore the first occurrence of almost all illness events
was shorter in women, 14.1 years to 20.2 years.
These findings suggest that the development of
physical morbidity in relation to hazardous drinking
may be accelerated in women.

There are indications that the incidence of alcohol-
ism in women is increasing. The suggestion that the
development of physical morbidity may be acceler-
ated in female compared to male alcoholics should
be a cause for concern and a stimulus for the further
clarification of sex differences in the physical disease
consequences of alcoholism.

Causes of Perinatal Death
Tabulated in Research Study

The U.S. infant mortality rate—regarded as one
indicator of the health of the U.S. population—has
been improving steadily since World War II.

In 1975 infant mortality rate was 16.1 per 1,000
live births. This represents a 44.9% decrease from
1950, when the rate was 29.2.

One study—seeking to catalog the causes of
deaths between 20 weeks of gestation and 28 days
after birth—is reported in the July 18 issue of
JAMA, which reports findings of the Collaborative
Perinatal Project organized by the National Insti-

tute of Neurological and Communicative Disorders
and Stroke.

The study sought to identify underlying causes of
death in 53,518 pregnancies in the United States, in

12 university-affiliated hospitals in different regions
between 1959 and 1966. Autopsies were performed
on some of the infants, and placental examinations
on some two thirds.

The leading cause of death (17%) was acute

amniotic fluid infection, causing pneumonia in the

unborn or newborn. Second leading cause (11%)
was premature detachment of the placenta prior to

774

birth. Premature rupture of the membrane caused
10% of the deaths, and 9% were attributed to in-

herited defects. A variety of causes was assigned in

the others.

Three fourths of the deaths were due to disorders
that at present are so poorly understood that it is

not clear how they can be prevented.

The study concludes that the trend of decreasing
deaths is certain to continue “if we learn more about
the pathogenesis of the pertinent disorders and de-

velop specific means to prevent them.”

Clinical Center Study of Patients

With Metastatic Soft Tissue Sarcomas

The cooperation of physicians is requested in the

referral of patients with metastatic soft tissue sar-

coma for drug therapy trials being conducted by the

National Cancer Institute’s Clinical Pharmacology
Branch and Medicine Branch at the Clinical Center,

National Institutes of Health, Bethesda, Md.
Patients with metastatic disease or multiple recur-

rences would be potentially acceptable if they are

ambulatory, under 55 years of age, have no known
heart disease, and are in otherwise good health. Pa-

tients who have received prior adriamycin chemo-
therapy or mediastinal radiotherapy are ineligible

for study but radiation therapy to other sites would
not disqualify them. The studies would evaluate the

efficacy of adriamycin and other agents in this dis-

ease.

Physicians interested in further details and in

having their patients considered for admission may
write or telephone: Dr. Charles E. Myers, National

Cancer Institute, Clinical Pharmacology Branch,

Bldg 10—Room 6N119, Bethesda, MD 20014; Tel.

(301) 496-6565.

VA Hospital Study of Patients

With Various Types of Malignancies

The National Cancer Institute—VA Medical On-

cology Branch, located at the Veterans Administra-

tion Hospital, Washington, D. C. requests the coop-

eration of physicians in the referral of veteran or

nonveteran patients with the following malignan-

cies:

1. Metastatic Prostatic Carcinoma (Stage D) for

treatment with chemotherapy and hormonal therapy.

Patients who have failed estrogen or orchiectomy

treatment are eligible. Patients must be ambulatory

and may not have received either radiation therapy

or previous cytotoxic chemotherapy.

2. Hepatocellular Carcinoma (Hepatoma) for treat-

ment with chemotherapy. Patients must be ambula-

tory and may not have received prior radiation

therapy or chemotherapy.

3. Non-Resectable or Recurrent Gastric Carci-

noma for treatment with combination chemotherapy.

The patient may have received prior definite sur-

gery but must not have received previous radiation

therapy or cytotoxic chemotherapy.

Continued on page 779
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Continued from page 774

The referring physicians will be kept fully in-

formed as to the results of treatment and are en-

couraged to participate in the follow-up care of
their patients.

Physicians interested in further details and in hav-
ing their patients considered for admission may write

or telephone: Attending Physician, NCI-VA Medi-
cal Oncology Branch, Veterans Administration Hos-
pital, 50 Irving St., N.W., Washington, DC 20422;
Tel. (202) 389-7275.

Clinical Center Study of Patients

With Ovarian Cancer

The cooperation of physicians is requested in the

referral of patients with ovarian cancer for studies

being conducted by the Medicine Branch, National

Cancer Institute at the Clinical Center, National

Institutes of Health, Bethesda, Md.

Patients with all stages of ovarian cancer are eli-

gible for ongoing studies provided they have received

no previous chemotherapy or radiotherapy, are less

than 65 years of age, and have no other major ill-

nesses. Patients with epithelial ovarian tumors (se-

rous mucinous, or undifferentiated) are also eligible.

Those patients with tumors or borderline malignancy

and ovarian tumors are not eligible, and patients

with granulosa cell tumors who fulfill the above

criteria will be considered for treatment as well.

Operative reports, pathology reports, blocks, and
slides must be forwarded with the patient for review.

Physicians interested in further details and in hav-

ing their patients considered for admission may write

or telephone: Attending Physician, Medicine Branch,

NCI Bldg. 10, Room 12N226, Bethesda, MD 20014;

Tel. (301) 496-4916.

Patient Education Program
Enhances Medical Care

Something new in the medical care field is appear-

ing on the American scene in the 1970s—patient

education. Not the old, time-tested health education

in which you are urged to lose weight, exercise, quit

smoking, get vaccinated. But specific education tail-

ored to you and your individual health problems

and needs.

A planned system of patient education is now in

use in more than 70 group clinics, hospitals and
other health care centers, says Penn G. Skillem,

M.D., of the Cleveland Clinic in Ohio. In these

institutions there is a formally designated patient

education center, a patient educator, and patient

education programs. They are a part of the medical

care program, and patients are charged a small fee

for the service.

Patient education has always been part of the

professional responsibility of physicians, nurses and
other health personnel. Dr. Skillern points out. But
one of the most common complaints by patients is,

in fact, that their physicians do not tell them enough
about their illness. So, under sponsorship of the

American Group Practice Association, starting in

1974, individual teaching programs were established

by selected physicians and by a private company
experienced in education programs.

At the start, the physician refers the patient to

the patient educator for a specific program. Audio-

visual filmstrip cartridges containing the program are

inserted into a machine. By pressing a button, the

patient proceeds at his own pace through a pro-

grammed presentation. Periodic pauses for questions

test comprehension and reinforce learning. Major
points are reviewed at the end of the program. Pre-

testing and posttesting each patient’s knowledge is

included. The blank side of the audiotape can be

used by the referring physician to individualize the

program.

Organized patient education does not replace the

physician as patient educator. Rather, it relieves the

physician of having to give time-consuming repeti-

tive information. Patients are charged from $10 to

$15 for this service. Response of patients has been

enthusiastic. More than 95% say the experience has

been worthwhile and beneficial. Response of physi-

cians has ranged from enthusiastic to resistant. Many
physicians have accepted this new approach as an

important aid in management of their patients. Oth-

ers use in sporadically; some not at all.

The real question—whether patient behavior can

actually be changed by education—still remains to be

answered.

House Pets Related

To Multiple Sclerosis

There appears to be a relationship between pro-

longed and close contact with house pets and the

subsequent development of multiple sclerosis, says a

communication in the Aug. 22 issue of JAMA.
In a study of 50 multiple sclerosis patients, 46

(92%) had close contact with a house pet prior to

onset of illness.

The incidence of contact with sick dogs in the

multiple sclerosis series was impressive. Several pa-

tients reported that a diagnosis of distemper was
actually made for their dog within several years of

the onset of their illness. The report confirmed a

report earlier this year in Lancet, a British medical

journal, in which 29 multiple sclerosis patients were
studied.

Exposure to small indoor pets was particularly

striking during the ten years before onset of initial

symptoms. Exposure to small pet dogs or cats may
sometimes be associated with subsequent multiple

sclerosis. Apparently large dogs that spent most of

their time outdoors did not present a relationship.

It was the small indoor dogs that were implicated.

CHIP
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FAMILY PRACTITIONERS NEEDED
Growing community of 4,000+ needs 1-2 physi-

cians. Two family physicians in town and 1 near-

by. Join existing practice or solo practice avail-

able. Excellent recreation and economy; 60 miles

from metro-cities; and 57-bed JCAH hospital in

community. Trade area of 12,000+. US graduate

preferred. Contact L. Wattier, Administrator, Me-

morial Hospital, Inc., 104 W. 17th St,, Schuyler,

Nebraska 68661. Telephone (402) 352-2441.

PHYSICIANS NEEDED

Full- and part-time medical consultants are

needed by an agency in Nashville to assist in

the evaluation of Social Security disability claims.

Physicians with specialty or general practice

backgrounds, who are licensed in Tennessee,

are being recruited to review medical evidence

and consult with disability examiners. Contact

Disability Services at (615) 741-7686.

CARDIOLOGISTS, FAMILY

PRACTITIONERS, INTERNISTS AND
MEDICAL SUBSPECIALTY NEEDED

Progressive and industrial city of 35,000—urban

90,000; excellent income area; fully accredited

general hospital—467 beds, 54 bassinets, 87

ICF/ECF beds; $30 million expansion nearing

completion; broad spectrum of specialty cov-

erage; large emergency department (70,000

visits/year) staffed by contract physicians;

residency training programs; superior school

system; colleges and universities commuting

distance; in-town university center for graduate

and undergraduate work; five beautiful TVA
lakes. Great Smoky Mountains and mountain

ski resorts within 60-90 minutes; maximum
earning potential in associate or solo practice;

we will help you situate. Foreign trained phy-

sicians should determine Tennessee licensure

requirements before applying. For more detailed

information write to John A. Dodson, Physician

Recruitment Committee, Box 238, Kingsport,

Tennessee 37662 or telephone collect (615) 246-

3322.

Is there a tablet containing only

an expectorant and only

Glyceryl Guaiacolate? YES!

1. Patient acceptable

tablet dose.

2. Single entity expectorant.

3. Measured tablet dose.

4. Sugar-free tablet.

An identifiable white, scored tablet which

significantly stimulates the secretion of

respiratory tract fluid.

Composition: Each sugar-free compressed tablet contains glyceryl guaiacolate 100mg.
Action and Use: This preparation utilizes the effective expectorant action of glyceryl

guaiacolate which significantly stimulates the secretion of respiratory tract fluid. The
increased flow of less viscid fluid favors expectoration and has a demulcent effect on
the tracheobronchial mucosa. The primary usefulness of Hytuss Tabs is to promote the

change from a dry, unproductive cough to a productive cough. Hytuss is therefore useful

in treating coughs due to the common cold, bronchitis, laryngitis, tracheitis, pharyngitis.

Influenza and the measles. The expectorant action of Hytuss may also provide sympto-
matic relief in some chronic respiratory disorders when the patient experiences spasms
of dry nonproductive coughing. Precautions: Extremely large -amounts may cause nausea
and vomiting. Administration and Dosage: Adults—1 tablet four times daily. Children—
6 to 12 years of age; Vz tablet 3 or 4 times daily. HOW SUPPLIED: White, scored, sugar-

free, tablet in bottles of 100 -1,000-5,000. Product Identification Mark: Hy. Literature

Available: On request.

Available through all drug wholesalers.

(GLYCERYL GUAIACOLATE lOOmg.)

HYREX COMPANY

832 South Cooper
Memphis, Tenn. 38104
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asthma?

Then you should know all about TEDRAL.
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/S-ADRENERGIC ACTION THAT RELAXES BRONCHIAl
SMOOTH MUSCLE
a-ADRENERGIC ACTION THAT REDUCES BRONCHIAl
EDEMA AND SECRETIONS
synergistic action of ephedrine and theophylline for effectiv*

and prolonged bronchodilation

dosage forms to meet individual patient needs

For asthma management...

Tedrar. TedrafSA TedrarElixii
Each tablet contains 130 nng

theophylline, 24 nng ephedrine
hydrochloride, and 8 mg
phenobarbital.

Each tablet contains 1 80 mg anhydrous theophylline

(90 mg in the immediate release layer and 90 mg in

the sustained release layer); 48 mg ephedrine

hydrochloride (1 6 mg in the immediate release layer

and 32 mg in the sustained release layer); and 25 mg
phenobarbital in the immediate release layer.

Each 5 ml teaspoonful contains 32.5 mg
theophylline, 6 mg ephedrine HCI, and 2 mg
phenobarbital; the alcohol content is 1 5%.

SUSTAINEDACTION

w
. WARNER/CHILCOTT

C) Division. Warner-Lambert Company
'
Morris Plains, New Jersey 07950 T-GP-74-Bi

788 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



jouinol of Ihc

ICAAe/zee
Aicclkol Q//odAliOA

OWNED AND PUBLISHED BY THE ASSOCIATION

NOVEMBER, 1977
VOLUME 70, NO. 11

Illegitimis Non Carborundum, or,

The Grass Next Door

“All get what they want.

They do not always like it.”

Aslan, in The Magician’s Nephew
(Chronicles of Narnia, vol. 6)

The late C. S. Lewis of Magdalen College, Cam-
bridge, is widely regarded as one of the foremost

scholars and writers of this or perhaps even of

any other century. Among his many works is a

series of seven volumes for children entitled the

Chronicles of Narnia. For those who do not con-

sider wisdom in an enjoyable package trivial, the

Narnia Chronicles have a lot to recommend them.

The above quoted bit of wisdom is extracted

from a conversation about forbidden fruit, in a

sort of allegorical resetting of the encounter in

the Garden of Eden, where Adam and Eve got

not only what they were looking for, but a lot

more besides. That script is replayed countless

times by every child of Adam and Eve. It is

about to be replayed by the federal bureaucracy.

Under the general heading of “World Health”

there follow several addresses and some accre-

tions which have come my way over the past

few months. The nucleus is portions of a semi-

nar on international health held last spring on

the occasion of the annual meeting of Vanderbilt

University’s medical alumni. Dean John Chap-

man’s opening remarks set the stage for Adam’s

fall. How far the National Health Service has

fallen is recounted in two addresses on the sub-

ject, along with a commentary.

A recent visitor from England, a surgeon

visiting Hospital Corporation of America, com-

mented that it was refreshing to see for a change

an administration interested in the doctors and

An Editorial
JOHN B. THOMISON, M.D.

their patients. In England, he said, they are in-

terested only in their papers and their statistics.

Sweden comes off somewhat better, as theirs is

really a superb medical system, but it suffers

from want of continuity, and dwindling of funds

is bringing the private practitioner back into the

fore. In some ways, China seems to come off

best of all, because everyone receives lots of spe-

cial attention. But it is at the barefoot doctor

level. Unfortunately, we are unable to publish Dr.

Luckey’s expose of Russian medicine; but it is

not much better. The difference between Sweden
and the rest is traceable in no small measure to

the strength of the Swedish Medical Association.

Britain’s is weak, the others nonexistent. AMA
nonmembers and detractors, take note!

The grass is always greener in somebody else’s

yard, and it is greener still if it flaunts a “Keep

Off the Grass” sign. “When the woman saw that

the tree was good for food and that it was a

delight to the eyes, and that the tree was desirable

to make one wise, she took from its fruit and ate.

And she gave also to her husband with her, and

he ate. . . . Therefore the Lord God sent him out

of the Garden of Eden. . .
.”

There are in Washington those who, listening

to the plaintive cries of some of their constituents,

are contemplating the British and Swedish health

care systems with greedy eyes. A copy could

keep them in Washington, they think. They are

setting about to dismantle the best medical care

system in the world, and trade it off for votes.

They may get what they want. But they may
find that in getting it, though they have gained

the whole world, they have lost their soul. And
what is worse, ours too. r ^
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Health Care in Britain

Opening Remarks

JOHN E. CHAPMAN, M.D.

I wish to Open with a few comments which

represent something of a philosophy that I be-

lieve in very deeply, a philosophy that may or

may not be shared by our responders and our

presenters.

The first is that I believe there is strength in

diversity in medical care, and I think there is

strength in diversity in health care as well. All

those forces, whatever they are, by whatever

nature and by whatever means, political or other-

wise, which tend toward uniformity, in my view

tend toward mediocrity.

The second tenet I would provide is that I

believe the laws of economics that we all learn

in Economics I do not apply to the desire and

need on the part of the population, whatever it

be, for health care—and notice I carefully avoid-

ed “sick care.” We have seen in this country

through the years since 1963 that laws have been

enacted by Congress, sponsored by Paul Rogers,

sponsored by Ted Kennedy, and by others, that

have been based in large measure on the funda-

mental premise that health care will obey the

law of supply and demand. If the truth be known,

the reason why the number of physicians has been

increased by law every three and one half years

is because of the fundamental premise that the

law of supply and demand operates to move into

those areas and the less specialized as to practice

emphasis, and will ultimately move into those

Dean, Vanderbilt University School of Medicine, Nash-
ville, TN 37232.

This article and the articles by Drs. Lister, Scoville,

Stahlman, Grossman, and Byrd, were presented as a part

of the International Health Symposium, sponsored by
Vanderbilt University Medical Center and Vanderbilt

University Medical Alumni Association, May 13-14,

1977, at Vanderbilt University, Nashville, Tennessee.
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areas less populated. Thus the law of supply and

demand will force a redistribution of physicians

both by geography and by specialty. These laws

have tended not to diversify but to unify, and it

is my view that it is through that mechanism we
are headed for weakness in conformity rather than

the general concept of strength through diversity.

The population is demanding individual atten-

tion by the expert and universal care by the

generahst, meaning nonspecialist. It is not alto-

gether clear why those individuals who enact our

laws and who seek to formulate our policy say

that individuals—physicians, nurses, and other

health professionals—must be generally well

qualified in all areas but yet expert in diverse

areas at the same time. These contradictions have

led our medical students into the frustrations of

trying to be good at everything, finding themselves

frustrated, focusing again upon one emphasis or

very few specialties. We thus have an imbalance,

an imbalance that our populace wiU not tolerate.

The United Kingdom several years ago devel-

oped a system which they felt at the time ad-

dressed these problems—the need for health eare

for all. The economics of health care is sueh that

the economies of the situation is no longer the

classical economics of supply and demand, as

once thought.

Finally, the initiative for health care needs to

be placed where the initiative should be, namely

with knowledgeable health care professionals, with

advice from a wide diversity of consumers.

We will shortly learn from Dr. Lister how the

British system has developed, and subsequently

from Dr. Scoville, a response to how that system

is described. A comparison of the development

and evolution of the British and American sys-

tems, where they have come from, where they are,

and what these systems have achieved should, in

part, be our guide for future planning and action.

dZP’
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Health Care in the

United Kingdom Today

JOHN LISTER, M.D., F.R.C.P.

May I say that it is a great pleasure and honor

to be with you on this anniversary occasion. I

am always rather hesitant about speaking about

the health service these days because, unfortu-

nately, I have to admit I am not as proud of it

as I used to be. I think it was Churchill who once

said that when abroad you should not criticize

your own country or your own government, but

when at home you should never cease doing so.

I apologize in advance if I transgress Churchill’s

law.

“A comprehensive health and rehabilitation

service would be provided so that for every

citizen there would be available whatever

medical treatment he requires, in whatever

form he requires it.”

Many of you will recall that it was the Bever-

idge Report, published in 1942, which inspired the

National Health Service (NHS). The report con-

tained wide proposals for the provision of social

security so that it was haded as offering security

from the cradle to the grave. One of the major

assumptions was that “a comprehensive health

and rehabilitation service would be provided so

that for every citizen there would be available

whatever medical treatment he requires, in what-

ever form he requires it, domiciliary or institu-

tional, general or specialist, and will ensure also

the provision of dental, ophthalmic, and surgical

appliances, nursing and midwifery, and rehabilita-

tion after accidents.”

Neither the financial implications nor the pre-

cise details of organizing such a service were

spelled out, and although Beveridge did not ex-

clude the possibility of some form of co-payment

by patients, the NHS bill which was introduced

Postgraduate dean, Northwest Thames Region, and

Assistant British Postgraduate Medical Federation. Auth-

or of column “By the London Post” in the New En-

gland Journal of Medicine.

by the post-war minister of health, Aneurin

Bevan, stipulated that no charges of any kind

were to be levied on patients at the time they

used the service. The NHS was introduced on

July 5, 1948 only after prolonged and difficult

negotiations between the government and the

medical profession. Family doctors, or general

practitioners, were determined to retain their

status as independent contractors and succeeded

in doing so by accepting only a small basic prac-

tice allowance, the bulk of their remuneration

being from capitation fees in respect to all those

persons registered on their lists of patients.

Unlike the Swedish system which was interest-

ing, or part-time contracts which would allow

them to engage in private practice, hospital staff

members were finally offered the choice of whole-

time contracts without the right to engage in

private practice. A smaller number of hospital

beds (about 1% of the total) were made avail-

able for private patients who would pay the hos-

pital the full cost of their accommodations and

the consultants for their professional services.

Academic staff continued to be appointed and

employed by the universities, being offered hon-

orary contracts with the NHS in respect to their

clinical duties.

In the early years of the service a spirit of

goodwill and enthusiasm pervaded the NHS and

there was a certain pride in the fact that Britain

had introduced a measure widely regarded as

being socially just. Even though many felt that

some form of co-payment should have been in-

corporated in the terms of the NHS, the hope

that in the future no one should be denied neces-

sary medical attention because of a financial

barrier was generally welcomed.

One of the major achievements of the earlier

years of the NHS was the upgrading of the dis-

trict hospitals outside the main teaching centers,

where about 90% of the patients requiring hos-

pital treatment now receive such treatment. Well-

trained senior hospital staff were appointed and

were active in developing their departments. The
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HEALTH CARE IN THE UK/Lister

hospital building program was disappointingly

slow, but old hospitals were gradually modern-

ized and a number of new hospitals were built.

Alongside the development of these district

hospitals, another very interesting development

took place in the 1960s. This was the develop-

come accredited specialists and seek consultant

appointments. Those intending to go into general

practice will follow what we now call a gen-

eral practice vocational training course, where-

by various rotating posts are arranged applicable

to general practice or family practice with ap-

propriate periods attached to suitable training

practices. It is anticipated that it will be man-

In the early years of the service a spirit of goodwill and enthusiasm pervaded the NHS and

there was a certain pride in the fact that Britain had introduced a measure widely regarded

as being socially Just. The hope that in the future no one should be denied necessary med-
ical attention because of a financial barrier was generally welcomed.

ment of local education centers in association

with these district hospitals. Many were built as

the result of private funding from the help of

local benefactors, but I must point out that the

amount of money involved was very small. In

these education centers, the kind of small group

discussions with local family doctors coming

into the hospital was very much facilitated. Al-

though they were primarily concerned with the

continuing education of doctors, they have also

been used to involve medical students in district

general hospitals where they see the kind of

work they will see more frequently in their prac-

tices, but may see only infrequently in their

rarified teaching hospitals. We are dealing now
with an increasing number of students. The pro-

jected number of students that we expect to

graduate up to the year 1985 is rising from 1975,

when it was well over 3,000, to 4,000 in 1985. I

might just make a comment in passing that I’m

not sure we have any idea of how many doctors

we really need, and any exercises that have been

done to try and find out seem to be notoriously

unreliable.

I also think you might just be interested to

see what we are training these people for, that

is, the medical hierarchy in Britain or the way
that people can choose their careers. The medi-

cal graduate has to do a preclinical year com-

parable to your intern year, pre-registration year

it’s called; they’re only on provisional registra-

tion when they graduate; and at the end of that

first year they go into what is called general

professional training if they become specialists.

That takes about three years and is followed by

four years in higher professional training or full

senior residency program after which they be-

798

datory for those in general practice to go through

such a plan, possibly after the year 1980, but

the date has not been set because of the logistics

involved. These developments evolved over the

first 15 or 20 years of the NHS and they were

quite exciting times.

We have counsels for postgraduate medical

education in England, Wales, Scotland, and North

Ireland. Each region has a postgraduate com-

mittee with a postgraduate dean—and that is my
post in the northwest Thames region—and each

district which manages the kind of little units

I have described has a district committee. And
just for your information, there are 14 regions

in England and Wales.

Family doctors were less favorably treated at

that time; many lost bed privileges they had

previously enjoyed and their incomes were rela-

tively poor. Nevertheless, in the first decade of

the NHS it was possible to comment when

colleagues from other countries remarked that

of course “In Britain you have socialized medi-

cine don’t you?” “No, in Britain we have a

National Health Service.” And there was a real

difference.

In my view the tragedy is that we are now
drifting into the situation where we do have

socialized medicine in Britain and I will try to

trace the way in which the change has come

about. First of all it should be remembered

that although the NHS was introduced in 1948

by a Labour government, the Conservatives were

returned to power in 1951 and remained the

governing party until 1964. They had accepted

the basic principles of Beveridge and apart from

extending the range of charges for certain ap-

pliances initially introduced by the Labour gov-
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emment, and introducing a prescription charge,

they did nothing to interfere with the fundamental

principle that the service should be free at the

time of use. On the other hand they did nothing

to jeopardize the compromise arrangements

whereby the majority of hospital consultants

were part-time and engaging in private practice

outside the NHS, nor did they do anything to

threaten the independent contractor status of the

general practitioner.

Certainly there were disputes between the

profession and the Conservative government over

pay and terms and conditions of service, but

the appointment in 1962 of an Independent Re-

view Body on Doctors and Dentists’ Remunera-

tion did much to overcome this source of con-

flict. But I must now turn to the problems

which have beset the NHS in recent years. These

have arisen because of escalating costs, political

pressures, changes in the organization of the

service and a consequent fall in the morale of

the profession itself.

It has always been claimed that the NHS has

been underfinanced and certainly Britain spends

a smaller proportion of the gross national prod-

uct on health care than most other developed

countries. On the other hand the actual amount

spent on health has risen from £400 million in

1948 to over £4,000 million in 1976-77 and it

is often stated that cost-effectiveness is inade-

quately considered.

It has been the political pressures in recent

years which have caused the greatest havoc in

the NHS. The service is now one of the largest

employers in the United Kingdom, employing

more than 800,000 persons, many of whom
belong to trade unions. Two of these unions.

Confederation of Hospital Service Employees

(COHSE) and National Union of Public Em-
ployees (NUPE) have been demanding more

participation in the management of NHS and

have been vociferous in their antagonism to any

form of private practice within the NHS and even

outside it. Again, I was interested in the re-

marks about Sweden. The Labour party has

long been determined to eliminate private prac-

tice from the NHS hospitals on ideological

grounds, and even when this was under discussion

these unions took it upon themselves to with-

draw services from private patients in certain

hospitals. More recently one of these unions

demanded the suspension of a consultant psy-

chiatrist because some of its members had ob-

jected to certain comments he had made. Strike

action was threatened if the consultant was not

suspended and eventually the employing authority

did suspend this man, even though no criticism

of his chnical management of patients had been

made.

The period when Mrs. Barbara Castle was

secretary of state at the Department of Health

and Social Security (DHSS) was characterized

by unprecedented bitterness between the pro-

fession and the politicians, as it was she who
prepared the bill to separate private practice

from the NHS which was passed by parliament

at the end of 1976. The Health Services Board,

set up under the terms of the act, with an inde-

pendent chairman, two trade union members

and two medical members, is now preparing to

implement measures which will eventually elimi-

nate private practice from the NHS except for

In the first decade of the NHS it was possible

to comment, when [asked], “In Britain you

have socialized medicine don’t you?” “No,

in Britain we have a National Health Service”

. . . In my view the tragedy is that we are now
drifting into . . . socialized medicine. . . .

special cases where sophisticated equipment is

required and not available in the private sector.

Apart from this abrasive legislation, the medi-

cal profession has suffered greatly from the rigors

of the incomes poHcy operating during the last

two years, and nearly all the recommendations

of the review body concerning pay during the

last two years have been compromised by this

policy.

One of the defects of the original NHS was

its tripartite character with separate administra-

tion arrangements for the hospital, family prac-

tice and the public health service. The principle

of unification was not challenged by the medical

profession but the complex administrative struc-

ture created to achieve it has been disastrous.

Although it was claimed that the principles of

delegating responsibility downwards to small

multidisciplinary teams would facilitate decision

making, the matching principle that these teams

should be accountable upwards has often had

precisely the opposite effect.

Furthermore, the medical advisory machinery

is far weaker than before and there is no doubt
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that part of the philosophy of the reorganized

health service was that the doctor was not much
more important than other health care workers,

which seems to be the general term for all em-

ployees in the NHS. In fact, although the public

health service has virtually disappeared since

reorganization, the structure of family practice

and the hospital service remain distinct as be-

fore, although the regional and area authorities

and the district committees are responsible for

both aspects of the service and general practi-

tioners, and hospital staff on these committees

may be competing with each other for scarce

resources. And there has been increasing central

pressure to concentrate on providing primary

care in the community rather than on more ex-

pensive hospital services.

It is not disputed that community care may
be more appropriate than hospital care and will

almost always be cheaper, but there is a strong

suspicion that it is the latter fact which dictates

government policy. Indeed there is constant

government reference to the cost of hospital care,

and it is frequently stated that the average con-

sultant takes decisions costing £250,000 per

annum whereas a general practitioner’s decisions

The Labour Party has long been determined

to eliminate private practice from the NHS
hospitals on ideological grounds .... Part

of the philosophy of the reorganized health

service was that the doctor was not much
more important than other health care work-

ers.

cost no more than £35,000 per annum. There

is no explanation as to how the figures have been

determined, and as each consultant requires

different resources and assistance according to

his specialty it is difficult to see how the average

consultant could be defined.

Furthermore the repeated reference to the

advantages of community care over hospital care

is having an adverse effect on the image of the

hospitals which in the past have been focal

points of local pride within the communities

they have served. In my view it is essential to

preserve the traditional place of the hospitals.
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And now I must refer to two other policies

of the government which have been affecting

the character of the health service. The first has

been to establish rational and systematic priorities

throughout the health and personal social ser-

vices, and a consultative document was pub-

lished on this subject last year. The case for

We do have socialized medicine in Britain.

By this I mean that the State decides the

global sum and indeed the per capita sum
that shall be made available for health care

and decides the way in which it shall be

delivered.

concentrating on primary care and for providing

services for the elderly and the handicapped was

well argued. In view of the need to ration

scarce resources it was clear that extra expendi-

ture in these fields would be at the expense of

the acute hospital services.

The second policy of the government which

has had a great impact, and if implemented will

have greater impact, is a determination to allo-

cate resources more evenly throughout the

country. Because of the uneven distribution of

the medical schools, the distribution of re-

sources has been uneven and on a per capita

basis there has always been more money avail-

able for health care in southeast England than

elsewhere in the United Kingdom. Centers of

excellence have been concentrated in this area

and around certain other universities. The Re-

source Allocation Working Party has recom-

mended a redistribution of available resources

on a more nearly per capita basis with certain

adjustments for existing teaching and research

activities. Initial reaction to the proposal was

most unfavorable, particularly in the Southeast,

as it was thought that certain teaching hospitals

might have to close and research projects would

be jeopardized.

As a result of representation to the DHSS, a

longer time scale has been accepted as necessary

to achieve a more equitable distribution of re-

sources throughout the country. But the prin-

ciple of trying to achieve this end remains and

the long-term future of London as a center of

excellence both in teaching and research must

be in some doubt.

For the time being, however, the main finan-

cial impact on the whole health service is due to
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the combined effect of a no-growth budget,

necessitated by the economic problems of the

last two years and the inflationary spiral which

caused the crisis, and means there has been a

serious budgetary cut in real terms.

And so the policies of socialist philosophy,

trade union power and financial crisis have com-

There is now virtually no private practice

in the primary care service except in a few

special areas such as parts of London, and

less than 5% of the population are privately

insured or pay for their own hospital care.

bined to lead to a situation where we do have

socialized medicine in Britian. By this I mean
that the State decides the global sum and indeed

the per capita sum that shall be made available

for health care and decides the way in which it

shall be delivered. In Britain it is now delivered

by primary care physicians working in groups.

Their method of working almost eliminates any

choice of doctor by the patient and there is little

chance of assessing the standard of care provided.

Patients requiring hospital investigations and

treatment are referred by their primary care

service and there may be a limited choice of con-

sultant depending on the type of district and the

size of hospital.

There is now virtually no private practice in

the primary care service except in a few special

areas such as parts of London, and less than 5%
of the population are privately insured or pay

for their own hospital care. Thus the situation

has almost been reached when the public has

been conditioned to accept the health care sys-

tem which the State has decided it can afford to

provide, with virtually no choice and no check

on standards, but it is free at the time of use.

This is what I mean by socialized medicine.

And finally I must consider the effect that this

situation has had on the medical profession. The

generation of consultants who came into the

hospitals shortly after World War II and set

about providing a good hospital service, build-

ing a private practice when opportunities pre-

sented and developing teaching and research ac-

tivities in district hospitals, have become bitterly

disillusioned because the rules have been changed

and the whole situation has turned sour. But

younger consultants appointed within the last

five to ten years are even more unhappy because

they now have little chance of building private

practices. Their salaries are grossly inadequate

for the commitments most of them have under-

taken and compare unfavorably with the in-

comes of general practitioners who have prob-

ably had less arduous training. Indeed general

practitioners are probably the least discontented

group of doctors at the present time as they re-

main independent contractors. They have man-

aged to gain some increase in payment of ex-

penses even during the period of the incomes

policy, and their work is organized so that they

are not overworked. The young men and women
coming into the profession must be the consul-

tants and primary care physicians of the future,

and they seem to be taking the view that in

present circumstances they can survive only if

they adopt trade union tactics, and threaten or

take industrial action if other methods of ob-

taining better terms do not succeed. It was

indeed by adopting such tactics that they won a

basic 40-hour-week consisting of ten units of

medical time with overtime payments for any

additional hours worked, with the result that

senior residents now often earn more than their

chiefs.

A wise physician, disillusioned by the con-

fused medico-political scene, announced he

would be attending no more committees. He
would be retiring to tend his clinical garden,

trying to practice good medicine and trying

to teach others to do the same.

It was because of the cumulative effect of all

these problems that the Royal Commission of

Inquiry into the NHS was set up in 1976, the

terms of reference being to consider in the

interests both of the patients and those who work

in the NHS, the best use and management of

the financial and manpower resources of the

NHS. The chairman, Sir Alec Morrison, who
was also chairman of the earlier Royal Commis-

sion of Inquiry into the Regulation of the Medi-

cal Profession, has invited written evidence from

anyone with views to put forward and all the

official bodies concerned with the profession

have submitted their evidence. Much of this has

NOVEMBER, 1977 801



HEALTH CARE IN THE UK/Lister

been published and reflects not only the general

concern about the present situation but also the

widely ditTering views on how the service should

be remodeled. Removal of the service from

direct political control by the establishment of

a health service corporation has been suggested

by some bodies and a simplification of the present

complex administrative machinery has been

widely canvassed. The introduction of charges

for some services and changes in the method of

payment of doctors have also been proposed,

but at the other extreme the trade unions offer-

ing evidence want to see all private practice

—

even outside the NHS—outlawed. The com-

mission will have a formidable task in sifting

this evidence and formulating proposals which

the government will then have to consider.

This will take a long time. Meanwhile our

patients require treatment and individual phy-

sicians have to decide where they stand. I be-

lieve that in these circumstances it is essential

to recall our original role of treating the sick.

A wise physician, disillusioned by the confused

medico-political scene, announced he would be

attending no more committees. He would be

retiring to tend his clinical garden, trying to

practice good medicine and trying to teach others

to do the same. In present circumstances it is

difficult to do this, I fear, in the NHS which

seemed to offer so much, but many of us have

decided that that is what we must try to do.

[HZP
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National Health Service in the

United Kingdom

Some of the comments I am going to make
this afternoon will relate to the National Health

Service prior to Mrs. Castle’s famous dedication

to destroy private practice. In any discussion

about the feasibility of utilizing a health care

system similiar to the NHS, cognizance of the

differences between the United Kingdom and the

United States must be taken into consideration.

England and Wales occupy an area of approxi-

mately 58,000 square miles which is slightly

smaller than the state of Florida. Tlie population

of England and Wales is one fourth that of the

United States and seven times greater than

Florida’s. Thus, no one is very far from a medi-

cal facility in the United Kingdom. Although

there are many seemingly remote areas in the

United States, more than 94% of its inhabitants

are 45 minutes or less distant from a physician.

From the Department of Medicine, Vanderbilt Uni-

versity Medical Center, Nashville, TN 37232.
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A Response

ADDISON B. SCOVILLE, JR., M.D.

Approximately 2% of the population in the

United Kingdom is non-white—aliens, blacks,

etc.—while the United States, according to the

Encyclopedia Britannica, “has the most diverse

population in the whole wide world.” Anyone
who saw fights erupt in lines of people waiting

for gas during the shortages would have difficulty

in imagining the American public standing in line

for hours to obtain medical assistance.

Possibly one of the reasons for the equanimity

of the British public and physicians and their

acceptance of these inconveniences has been the

involvement of government in health care de-

livery which preceded by 30 years the birth of

the NHS.
There were about 65,000 medical practitioners

in hospitals and general practice under the NHS
in 1974. Of these, 25,000 were general prac-

titioners. The general practitioner in the United

Kingdom is the low man on the totem pole. He
has little or no time for postgraduate study as
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compared to his colleagues in the United States

who must devote 150 hours to postgraduate

study every three years to maintain membership

in the Academy of Family Practice. With little

or no time for postgraduate study which might

prepare him for a specialty, he is locked into a

system spending his time with form fillers, hypo-

chondriacs, neurotics, and lonely and bored pa-

tients who need a leisurely examination, and

loads many off to hospitals. Since the general

practitioner rarely has access to laboratory or

x-ray facilities, he must send those patients re-

quiring more complex management to a hospital

under the care of a specialist. The general prac-

titioner has no hospital privileges himself and

does practically no office surgery. For this the

average doctor earns $10,400 a year, the lowest

in Europe, compared with a German average of

$23,000 and a Belgian average of $21,000, both

less than the average general practitioner in the

United States. He receives a starting salary of

$5,200. In Britain the average factory worker

makes $7,000 a year. It is interesting to compare

these figures with the average salary paid a house

officer here at Vanderbilt University Hospital.

There is no peer review or PSRO in the

United Kingdom. Doctors there believe peer

review is an invasion of professionalism and

when a good doctor makes an honest mistake

there should be no liability. This plus the fact

that British courts forbid contingency drastically

limits malpractice suits. This, obviously, is one

aspect of British medicine that would be wel-

comed here in the United States.

Of the 65,000 medical practitioners in the

United Kingdom, 25% are foreign born, nearly

Possibly one of the reasons for the equanim-

ity of the British public and physicians and

their acceptance of these inconveniences has

been the involvement of government in

health care delivery which preceded by 30

years the birth of the NHS.

half coming from India, Pakistan, and Sri Lanka.

The latter two countries have recently imposed

restrictions on the emigration of trained medical

workers which will decrease the supply of physi-

cians available for the NHS. Roughly two thirds

of the foreign doctors undergoing the language

and competency test recently imposed by Great

Britain’s General Medical Council continue to

fail the examination.

The number of admissions to medical schools

is determined by the government. Each year

approximately 1,000 physicians emigrate and ap-

proximately one half that number return, for a

net loss of 500 physicians. This number is the

Unfortunately there is little contact between

the specialist and the general practitioner,

unlike the situation in this country where

ongoing assistance to the general practition-

er by the specialist is considered mandatory.

equivalent of the output of five average-size

medical schools or one sixth the number of doc-

tors graduating each year. The free movement
of physicians within the European Economic

Community became effective in December 1976;

how this will increase the emigration of physi-

cians from England is problematical. By way of

contrast, in the United States in the past six years

the number of physicians in training has increased

by 50%. In 1970, 40,000 Americans were in

medical school and in 1976 almost 60,000 were

in training. Similar increases have been noted

among other health professionals. Nursing

schools increased their enrollment by 52% and

dentists by 25%, but more important, our grad-

uates are remaining in the United States.

The specialist in England is salaried and

geared to hospital work. His patients are referred

by the general practitioner. By their standards

he is well paid, but unfortunately there is little

contact between the specialist and the general

practitioner, unlike the situation in this country

where ongoing assistance to the general prac-

titioner by the specialist is considered mandatory.

Because only 41 new hospitals have been built

in England since the NHS came onto the scene

with an increase in the patient load, and since

attrition has taken its toll, the number of hospital

beds has remained virtually static at roughly

505,000 since 1950. The number of short-term

hospitals in the United States has increased from

5,031 in 1950 to 5,979 in 1975 with a resultant

increase in short-term hospital beds of 442,000

and a decrease in long-term beds during the

same period of time. Many doctors claim that

under the NHS it is not unusual to wait IV2 to

2V2 years for routine elective operations such as
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hernia repair. Because of adequate bed capacity

in many cities of the United States such surgery

can be undertaken within a few days.

Almost 90% of the cost of NHS comes from

general tax coffers and only 10% from the week-

ly fee paid by the public. Consider the opposi-

tion in this country when general tax revenues

were suggested to put social security on a sound

financial basis! Whoever develops a new health

scheme for the United States must find an

equitable way of financing it.

Finally, what have been some of our achieve-

ments in the medical-social realm? In 1931

people with low incomes saw physicians 49%
less frequently than did those with high incomes.

This gap was of concern because of the abundant

evidence that serious illness is more common
among the poor. By 1975, however, this inequity

in the availability of physician services had been

largely eliminated. Indeed, people of lower in-

comes are now seeing physicians slightly more

often than those of higher income, averaging six

visits per year compared with a national average

of about five. In 1970, 32% of Americans did

not see a physician during the entire year, but

by 1976 this number had dropped to only 23%.

In 1970 black Americans saw a physician

12.5%) less often than did white Americans. By
1976 this gap had largely disappeared and blacks,

also a group with greater illness burdens, were

seeing physicians as frequently as whites. Many
of these improvements in patient care access had

been assisted by the rapid growth of both private

and public health insurance coverage. In the 15

years since 1960 the proportion of a patient’s

bill directly paid by him has been reduced by

40%, considerably easing the previously existing

financial barrier of care.

There are still problems ahead which both

we and the British must solve. Certainly scandals

in the provision of medical care must be elimi-

nated. Overcrowding of hospital emergency rooms

must be handled in a more efficient manner and

burgeoning costs for health care must be con-

tained. There have been disappointingly small

gains for two groups of patients—children and

the elderly in low income categories—both of

whom are dependent on others to get into the

mainstream of medical care. These two groups

have lagged far behind the rest of us and we
have not, either in Britain or the United States,

found a solution.

I have enjoyed hearing Dr. Lister and I hope

that discussions such as these will lead both our

countries to better methods of solving the prob-

lems of health care delivery. r ^

Commentary

Some Observations on the British

National Health Serviee
MORSE KOCHTITZKY, M.D.

I thought there might be interest in some

thoughts 1 put together summarizing a conference

I had the opportunity of attending in May of

this year regarding British National Health Ser-

vice. The seminar was sponsored by the Ameri-

can Medical Association and was put on for us

in a very excellent fashion by the Economic

Models Group of Companies of London. This

was the third such seminar on the subject put

on for the AMA by the same group in a little

over a year. It gave them the opportunity to

bring us those things we need to know but did

not necessarily want to hear, and I believe their

804

presentation was very fair and objective.

We were a somewhat conglomerate group, a

little more than one third either staff, officers or

Board members of the AMA, about one third

representatives of state and county medical so-

cieties, either at our own expense or with ex-

penses partially or wholly defrayed by the state

or county society, and a little less than one third

from various specialty societies and other health

organizations, such as American Society of In-

ternal Medicine, American College of Surgeons,

American Dental Association, and American

Hospital Association.
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We had a rather strenuous five days. The

first two were spent in lectures with question

and answer sessions. The first day was divided

into a description of the health provisions or

services of the United Kingdom up to 1974 and

then a session for 1974 to date. This was fol-

lowed by an evaluation of the NHS from 1947

to 1974, as well as an evaluation from 1974 to

date. Next we had a description of the role of

the British Medical Association, which I will

come back to later. The following day we were

involved with the political objectives of the NHS,
first by a Mr. Laurie Pavitt, chairman of the

health services group of the Labor party of

parliament, and later by a member from the

Conservative party. Then we had an evaluation

of the successes and failures of general practice

by a Dr. Crane from the Royal College of Gen-

eral Practitioners, and a talk on the reason for

the present discontent within the NHS among
the hospital consultants by a Mr. Nigie Harris,

FRCS, honorary secretary of the Hospital Con-

sultants and Specialists Association.

On the third day we visited two hospitals and

two groups of general practitioners’ offices, which

I will attempt to describe. The following day,

again in lecture sessions, we discussed pretty

thoroughly the planning system in the reorganized

national health system, how well it was working

or not working; the role of community medicine

in reorganized health service; and the role of the

unions as policymakers within the health ser-

vice. The final day we toured St. Thomas’ teach-

ing hospital in London and again had an op-

portunity as we had had in our previous hospital

tour to have lunch with the district management

teams and discuss some of their problems.

The plight of the general practitioner in the

United Kingdom is a pretty sorry one. He of-

ficially makes approximately 15,000 of our dol-

lars a year. There are various financial arrange-

ments which help him some with respect to his

secretary, receptionist, nurse, and even his rent

if he owns his own building, but for the most

part he conducts a sick call. If a patient is truly

ill he is referred to the hospital. If a patient

needs consultation, regardless of the reason, he is

sent to the hospital. Very little if any treatment

is done in the doctor’s office. As a matter of

fact, I did not even see a set of stirrups in the

offices or examining rooms of seven general

practitioners I visited. They do, however, admit

to doing Pap smears. The average general prac-

titioner has approximately 2,000 to 2,500 in-

dividuals on his list, for whom he is paid a

capitation grant. He is able to make some extra

money by various means (moonlighting) but not

much. The economic situation in England is

such that he cannot afford to send his children

to private school unless he has inherited means

in the past. Inheritance taxes now are such that

he can no longer do even that. One general prac-

titioner who had been fortunate enough to in-

herit money stated that while he had been able

to educate his children in private schools, his

children would never be able to do so unless they

entered industry or something of this sort, rather

than follow their family tradition of medicine.

It is a pretty sorry plight for the physician, and

as Bob Hunter, the new chairman of the AMA
Board, commented, the situation regarding the

family practitioner as well as that in the hospital

mandates mediocrity.

I could see absolutely no interest in quality

with the exception of that generated by the in-

dividual practicing physician. As I see it, their

government actually frowns on quality. The

general practitioner has no time for quality, nor

does he have an incentive. But then, neither

does the hospital consultant.

It is true that the general practitioner, al-

though he is working on contract with the govern-

ment, does have the autonomy of being an inde-

pendent practitioner, responsible for the care of

his own patients, and in that sense he is not

responsible to the federal government. This also

means, however, that there is very little if any

quality control. It would be considered an insult

to the physician in the United Kingdom to sug-

gest to him that he have peer review or audit

committees or tissue committees. To question his

ability or his willingness to do his absolute best at

all times would be unthinkable.

With respect to the hospitals we visited, one

would not have been allowed to remain open in

this country, and the other, a relatively new and

fairly well-equipped active general hospital in

a community of about 70,000, was only medio-

cre. It is my understanding, and I did not con-

firm this, that this hospital in High Wycombe is

one which Senator Kennedy has held out as such

a marvelous example of what can be done. If

this is true, we certainly don’t want it. The only

thing I saw in that hospital which compared even

favorably to anything in our country was that in

the doctors’ lounge there is a bar. All the doc-
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tors seem to assemble there before lunch, and

while admittedly our visit was a big occasion it

seems to be their regular practice. This may
very well account for the fact that they work

from whatever time they desire to get started

in the morning until the lunch hour, following

which very little is done, possibly because they

are less capable in the afternoon.

At any rate, their operating schedules are less

than busy. They start when the anesthesiologists

decide to; they are about as competent as their

nurse desires to be, which for the most part is

much less than optimal; and their technicians

work sort of ad lib, making for a very disconcert-

ing atmosphere in which no one knows who is

going to be where or when, to do what, or to

whom. The attitude also is that, well, if we
don’t get to you today, maybe tomorrow or the

next day, or certainly within the next few months

—or years.

The teaching hospital in London which we
visited on the last day was considerably better in

many respects, but the one thing they really had

going for them was their x-ray department. The

reason this was good is that they were just now
getting their modern equipment. No new money

to speak of is being spent for hospitals or equip-

ment in the United Kingdom at the present time.

There just is no money for expansion of the

physical facilities beyond those that are ab-

solutely necessary. This makes for crowded out-

patient departments; it makes for sending back

home at least 50% of those persons referred to

the outpatient department, maybe to be seen

again there, maybe not. It means that consultants

do the outpatient treatment of those patients

referred by the general practitioner, and at the

end of the treatment the patient is returned to

the general practitioner, seldom if ever with any

information as to what went on, and certainly

not back to the general practitioner with advice

from the consultant as to how to treat the pa-

tient. The consultant instead seems to do all the

therapy of any magnitude that is done. This was

certainly a disappointing visit to a leading medical

school and teaching hospital.

The monies to operate the hospital facilities

are allocated by the central government to

regions, which have a considerable degree of

autonomy. Many of their problems arise, how-

ever, from what I consider false assumptions.

For instance, much like our own VA system, if
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you don’t spend all your money this year you

don’t get as much next year, regardless of your

needs in either year. Next, if you do the job

they asked you to, if you reduce morbidity and

mortality, if you really work hard and take care

of the people in your district, then you get less

money next year because you have accomplished

so much this year. You get no credit for having

done your job better than anyone else. The

teaching institutions are treated in very much the

same fashion. If you reduce morbidity, you get

less money. There is a purposeful decision not

to give additional protection to centers of ex-

cellence, which obviously need more money in

terms of teaching, and not just mere money for

patient care. Here again, it seems to be man-

dated mediocrity.

The main thing the British NHS has going for

it, as I see it, is that there truly is access to the

system by every citizen of the United Kingdom.

This, of course, does not mean he gets anything

when he gets there. As I have already stated, I

believe their best is very mediocre in terms of

delivery of care. The “man on the street” however

does not seem to understand or have any idea

how to correct this problem. To him it is enough

to know that if he becomes seriously ill his

hospitalization and medical care is already paid

for. He assumes he will eventually get this care.

He is aware that the quality of care is not what

he would desire. It does not seem to disturb

him as much as it would me that he may wait

anywhere from six weeks to six months to get

a barium enema if he is suspected by his gen-

eral practitioner of having a carcinoma of the

colon, nor does it worry him that if he has a

symptomatic inguinal hernia he may wait two to

three years to have it fixed if his job is sedentary,

though he may get it done a little sooner than

that if he is a laborer. They are used to long

waiting periods and long lines and are not par-

ticularly upset by this state of affairs.

The fact that Britain has gone a long way

down the socialist road means that both those

outside and within the profession accept a degree

of socialism which would be abhorrent to the

majority in this country. I am afraid the United

Kingdom has gone too far to do much about

reversing their situation. However, all of them

agree if any reversal is to come about, it must be

by the patient’s assuming some financial respon-

sibility for his own care. Deductibles for hos-

pital stays and/or co-payments for both office
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and hospital physician bills as well as for the

hospital bill per se, and probably even for drugs,

as well as the way teeth and glasses are currently

handled, seem to me to be a necessity. A com-

plete reversal of the process in the United King-

dom would be impossible, and possibly even

ruinous to what economy they have left. It

surely would be a political impossibility at present.

This does strike me as saying that one of the

things our country needs to do is recognize the

fact that while some 85% of our people are

covered by some sort of insurance, this leaves

us with 15%, or some 20 million plus persons,

who are not covered either with Medicare, Medi-

caid, or private insurance. This is not an in-

considerable number of people, and yet it is

few enough that there has to be some better way
than federalization of the whole industry to solve

this relatively small (percentage-wise) problem.

It may very well be that some form of compre-

hensive health insurance which does not involve

interference with delivery of health services per

se is very much in order. I believe that AMA
through its various affiliates is the proper place

for us to apply our interest, efforts and abilities

to obtain the continued quality care of patients

in this country, as opposed to what is obviously

happening in other countries where the emphasis

is primarily on quantity. In my opinion, we can

provide quality health care on a private enter-

prise basis if the government is not allowed to

interfere too greatly on behalf of those relatively

few people who should be the responsibility of

the bureaucracy, i.e., the Medicaid recipient.

To say the least, this entire experience was a

frightening one.

It’s frightening first because our country is

being misled into some of the same political

situations that led to the socialistic system that

the United Kingdom now has. It is frightening

because some of the things we are being led to

believe with respect to the comparison between

their system and ours are patent falsehoods. Next,

it is frightening because our government is at-

tempting to divide us, the medical profession, in

much the same way the physicians in the United

Kingdom were divided. Because of this division

they find themselves in a pretty sorry situation.

If I have one real point to make, it would be

that the ineptness of the British Medical As-

sociation, the failure of the profession in the

United Kingdom to stand together at any time,

the ability of the government to offer tidbits to

various fragments and, therefore, to divide the

profession to the extent they were able to com-

pletely conquer them piecemeal, is one that I do

not believe we in this country can afford.

In my opinion, we must have a strong central

organization, which I assume is to be the AMA.
While we need not all agree in total with all the

actions taken by the House of Delegates or by

various and sundry leaders, it is a necessity that

we back the decisions of the House, work as-

siduously for the major policies as designed by

the Board and the House, and thereby present

to our federal government a unified federation,

not allowing them to pick us off one small group

at a time.

My visit to the United Kingdom may not have

done much more than give me a firsthand, on-

the-spot insight into the problems that I already

thought existed in the British health care service.

Being on the spot, however, and having my
impressions confirmed by what I saw and heard

does strengthen my conviction that it is necessary

for all of us to do what we can to avoid their

unfortunate circumstances. r ^
345 - 24th Ave., North
Nashville, TN 37203

ANOTHER OBSERVATION ON BRITISH NHS
To the Editor:

I have recently toured southern England with a bicycle tour. I enjoyed talking to the

English people as well as touring the country.

On the tour two ladies fell and broke bones. Accompanying them to the hospital, I was

able to view a very depressing sight. The outside of the hospitals appeared old, germ

infested, and very dingy. Inside it was worse. Though in good health, I was depressed at

being there just from the appearance.

In talking with the English people, we discovered that all felt the quality of health care

they are receiving is inferior. One English lady told us she had to wait two years for a

hysterectomy because of the surgery schedule.

This encounter with people living under socialized medicine convinced me Tm not in favor

of socialized medicine.

NOVEMBER, 1977

Mary Edith Wentler, R.N.

233 Lauderdale Rd., Nashville, TN 37205
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Medicine in Sweden

1 have been asked to discuss delivery of health

care in Sweden. I should first like to share with

you the background from which I speak to this

subject. I first went to Sweden in December of

1949 as a research fellow in pediatrics at the

Karolinska Institute in the department of Pro-

fessor Arvid Wallgren, who had been Vander-

bilt’s Flexner Lecturer earlier that year. I spent

one year doing research on newborn infants, and

also served for several months as a ward doctor

in Nortulls Hospital, one of the two academic

pediatrics departments in Stockholm. Beginning

with that experience I have maintained a close

and, in the last ten years, a working relationship

with the physicians and departments of pediatrics

throughout Sweden, and I spend one to three

weeks there most years. I now have joint protocol

A sense of responsibility for the welfare of

others has been a dominant factor in the

evaluation of [Sweden’s] health care delivery

system . . . [which was] largely designed

and implemented by the medical profession

itself.

research projects with the Department of Pedi-

atrics at the University of Gothenberg and have

had one or two Swedish physicians each year in

my laboratory for the past ten years. What 1

am about to describe stems from my own under-

standing of the Swedish Medical System, heavily

augmented in details by one of my current fel-

lows, an associate professor from the University

of Gothenberg, Dr. Ragnar Olegard.

First, it should be emphasized that Sweden is

a small country, about the size of California,

with about 8 million people. The people were,

until very recently, remarkably uniform in their

racial, socioeconomic and cultural background,

and are, perhaps, the most socially moral, in

the highest sense of the word, of any population

I have known. Their sense of responsibility for

the welfare of others has been a dominant factor

From the Department of Pediatrics, Vanderbilt Uni-

versity Medical Center, Nashville, TN 37232.
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in the evolution of their health care delivery

system. Their system has evolved over the past

40 years, largely designed and implemented by

the medical profession itself, rather than having

been imposed upon the profession by political

means.

First, let me describe medical education in

Sweden. There are seven medical schools, and

students are chosen competitively by scholastic

achievement from graduates of the student exam-

ination, roughly the equivalent of our junior

college level. Selected nurses are also currently

accepted on an experimental basis. Following a

six-year curriculum, about 900 students are

graduated each year. For two subsequent years

the graduate has a limited license and must work

in a hospital and outpatient clinic under super-

vision, with six months in psychiatry, six months

in surgery, six months in internal medicine, and

six months in general practice. These are rough-

ly equivalent to our interns. Then, in order to

become specialists, they spend additional time in

subordinate positions equivalent to our residents,

mostly in hospitals or outpatient departments.

The time for specialization is three years for

general practitioners, and four or five years for

the other specialties. A new graduate makes

about $14,000 per year and since medical tuition

is free, a graduate does not end his schooling in

such debt that taking the best paying job is an

immediate consideration.

Following specialty training, physicians com-

pete for permanent jobs. They are appointed

by the local assembly of the county where they

choose to practice, upon recommendation of

the chief physician where they will work.

If a physician chooses to stay in academic life,

there is pressure to do a formal postgraduate

doctoral thesis in either basic or clinical research.

Docents, roughly equivalent to associate profes-

sors, and professors, who are departmental chair-

men, are selected competitively by a board of

three peers who read and judge their bibliog-

raphy. A faculty can appoint a docent, but the

ultimate decision of the choice of a professor is

by a political board (formerly by the king). To
be a professor and chairman in Sweden is a

marked honor and places the recipient in the
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highest social category. Currently professors

in clinical departments make about $45,000 per

year. Associate professors make about $30,000,

and clinical specialists about $28,000, whether

hospital or outpatient based. As described later,

extra money can be earned as supplemental in-

come; some physicians may become consultants

to insurance companies.

Graduates who choose to stay in preclinical

departments are usually recruited early in their

medical school experience, often break their

school time to earn a Ph.D., and afterwards

finish their medical schooling. They then be-

come faculty members of medical schools and

are paid about $20,000 per year by the na-

Remuneration of clinicians is the same from

one place to another and across specialties.

tional government. It is difficult for them to

supplement their income, except for those who
can act as consultants for pharmaceutical com-

panies.

In sharp contrast to most systems, remunera-

tion of clinicians is the same from one place to

another and across specialties. For instance,

pediatricians are paid the same as neurosurgeons.

Physicians are considered among the best paid

civil servants.

In addition to physicians, there are nurse mid-

wives who deliver all but high-risk infants, always

in a hospital with an obstetrician immediately

available to them for consultation or complica-

tions. There are also district nurses, perhaps 10

to 20 per county, paid by the primary community.

The district nurse may run an office, but largely

makes home visits and carries out the medical

orders prescribed by a general practitioner.

Nurses do much of the well-baby and well-child

care in clinics under the supervision of pediatri-

cians, and also may serve as social workers.

There are three levels of hospitals; (1) re-

gional hospitals, (2) central hospitals, and (3)

“normal hospitals.” A regional hospital is usually

a university teaching hospital and has both in-

and outpatient facilities for all specialties and

subspecialties. Their physicians are full-time em-

ployees, with both in- and outpatient respon-

sibilities. All physicians except full professors

(departmental chairmen), who, in my experi-

ence, informally work much more time, are on

duty for a 40-hour-week. They also rotate night

and weekend calls, which are compensated at

time-and-a-half, or overtime can be taken as

free time.

There are usually four to seven central hos-

pitals for each of the eight regions, with a mini-

mum of at least one. Their staff covers most

specialties, and there is always a pediatric de-

partment paired with an OB-Gyn department.

Physicians are compensated as at the regional

hospitals.

Associated with central hospitals are decen-

tralized outpatient clinics manned by publicly em-

ployed doctors with both therapeutic and pro-

phylactic responsibilities, for instance, prenatal

and well-baby care. In these clinics there are

always two general practitioners, one or two

pediatricians, and one obstetrician, and many will

also have an internist and a surgeon.

Normal hospitals are in smaller communities

and have surgery, internal medicine and anes-

thesiology represented; they also run an out-

patient department, but they have neither OB-
Gyn nor pediatrics.

Publicly employed physicians, working 40

hours a week in the system described above, may
also do part-time private practice after hours.

In larger towns and cities, night coverage is sup-

plied on a voluntary basis by physicians who
make house calls with a car and driver supplied

them. They may refer patients to a hospital if

medically indicated. They are well paid for this

type of service, which many physicians take about

once a month.

Physicians in full-time private practice both

complement and compete with the system.

Physicians in full-time private practice both

complement and compete with the system. They

may work part-time within the system, in posi-

tions such as school doctor, who may be either

a general practitioner or a pediatrician, and who
is required only three hours per week. (A school

nurse is available at all times.) The school doc-

tor might have his private practice in the neigh-

borhood of the school he serves. Private prac-

titioners may also work part-time in well-baby

or obstetric clinics. Obstetric patients may go

to a private physician for prenatal care, but

must be delivered in a hospital, where someone

else is in charge of the delivery.
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MEDICINE IN SWEDEN/StahIman

There are two major sources of funding for

medical care within the national health system:

health insurance and county tax payments. Gen-

eral public health insurance is obligatory and

covers a patient’s fee when he is seen in a pub-

licly employed physician’s office, except for $3

per visit, or for $4 per visit when he is seen in

a private doctor’s office, if the private doctor has

joined the insurance system. Insurance covers

hospital fees with doctor’s fees included for pa-

tients treated in a hospital in their own county.

A person may also be treated in a hospital out-

side his county if his doctor, who must be an

attending physician in a public hospital or in a

public outpatient clinic, makes the referral, or if

he has to be treated outside his county as an

emergency and cannot be transferred without

risk. Hospitals are governed by the county

house of representatives, which is a directly

elected political assembly for each county and

which has the authority to levy county taxes.

These taxes cover all county expenditures, in-

cluding population statistics, but exclude certain

projects of common interest to the national

government which get support for the state. The

tax amounts to about 25% of personal income

and is not on a sliding scale.

In addition to county hospitals and their out-

patient clinics, the county also supplies local

outpatient services in smaller communities with

bill. During the past two years employers have

had to pay this fee, which was described by the

politicians as a “tax reduction.” Actually, it has

increased the cost of the business enterprise by

increasing “fringe benefits.” The self-employed

still have to pay this fee themselves.

Patient care costs while in a hospital are only

partially covered by insurance. The principal

portion is covered by tax money directly from

the county taxes. There are a few private hos-

pitals where care is covered by a small amount

of insurance, but it is mostly paid for by the

patient himself. For instance, elective cosmetic

surgery is all done in private hospitals and is not

covered by insurance. Insurance pays for visits

to public outpatient clinics up to a fixed sum,

dependent on the type of consultation. The

county tax pays the difference. Private doctors

enrolled in the insurance system are paid by in-

surance according to a negotiated schedule. The

insurance company is then billed by the doctor

according to this schedule.

The private doctors will become increasingly

important to the system, as there is now a fixed

ceiling on the amount of county tax, and it can-

not be increased much more. This tax ceiling

causes pressure to optimize the cost/benefit ratio

of medical care and puts the private physician in

a position of competing with the system.

I will conclude with a few general observa-

tions about the system:

(1)

It is an old but evolving system, having

The system’s acceptance by the medical profession has been dependent on their strong

Swedish Medical Association, which, despite much internal divisiveness, has presented a

unified position to the government and is the bargaining agent with the government in

all negotiations.

a varying supply of “district doctors.” These are

general practitioners and pediatricians, often

supplemental from other disciplines such as

obstetrics, all of whom are qualified specialists.

The district doctors and pediatricians work 40

hours per week, and a varying but substantial

portion of their working time, often as much as

50%, is spent in preventive medicine.

General public health insurance, the second

major method of supporting health care, is

financed by a special fee which is obligatory, and,

until recently, was part of one’s personal tax
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begun 200 years ago; it was formalized 40 years

ago, and is still changing to meet new pressures.

(2) Its acceptance by the medical profession

has been dependent on their strong Swedish

Medical Association, which, despite much in-

ternal divisiveness, has presented a unified posi-

tion to the government and is the bargaining

agent with the government in all negotiations.

(3) The possibility of medical care of excel-

lent quality has been provided all patients, but

probably equally important is the ease of access

to the health care delivery system. In most
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instances this access is real, but current pressures

are placing it under a strain.

(4) The system emphasizes health mainte-

nance and not sickness care, so that crisis medi-

cine has largely been replaced by preventive and
social medicine,

(5) The uniformity of the population, racially,

educationally, and economically, has promoted
good health and acceptance of good health care.

(6) The relatively high socioeconomic status

has promoted high wages, and taxes have been

available to pay for good health maintenance.

(7) The most frequently expressed criticism

of the system, both by patients and by physicians,

is the lack of continuity of care, the inability to

have one’s own physician or one’s own patient

population.

(8) The system may be approaching a crisis,

as tax ceilings are reached and priorities begin

to be set for the expenditure of limited resources,

A more important role for the private physician

may be one of the results. r ^

Further Observations on the Delivery of

Medieal Care in Sweden

I enjoyed Dr. Stahlman’s comprehensive ac-

count of medicine in Sweden. I can add only a

few impressions gained in three or four trips

to the country. Some of the most delightful

people I’ve met throughout the years have been

Swedish physicians. I first knew Dr. Alwall, the

initial European nephrologist, who works at the

University of Lund.

The Karolinska Institute has superb equip-

ment not excelled anywhere in Europe. The
standard of care is great. Sweden does not have

problems that we experience in medical care in

the United States. There is no poverty; there is

no peasant class; everybody is of one stock;

there is no racism. Everyone has a good income

and usually has access to the health care system

no matter where he lives in this world. On the

editorial page of the current issue of the Journal

of American Medical Education, there is a com-

ment on Senator Hubert Humphrey’s speech to

the Senate in which he quoted an article by Dr.

Harvey Brenner of Johns Hopkins based on a

study of the years 1970-1975 relative to the cost

of health care. Dr. Brenner states: “Unemploy-

ment has a strikingly potent impact on society;

even a 1% increase in unemployment creates a

From the Department of Medicine, Vanderbilt Uni-
versity Medical Center, Nashville, TN 37232.

A Response

LAURENCE A. GROSSMAN, M.D.

legacy of stress, of aggression, of illness, affect-

ing society long into the future.” According to

his study, which involved about 1.5 million peo-

ple, the unemployed during the years 1970 to

1975 sustained the following additional deaths:

20,240 from heart and kidney disease, 495 deaths

from cirrhosis of the liver, 920 suicides, 648

homicides—a total of 36,880 deaths. In addi-

tion, there were in this group 4,227 state mental

hospital first admissions and 3,400 prison ad-

missions. Our health care system is tied pretty

much into societal and the other problems.

I had several unforgettable experiences in

Sweden. One occurred five or six years ago in a

small hospital in Stockholm which was totally

computerized. It was my first experience in a

computerized hospital. A patient came in with

an acute myocardial infarction. The history was

immediately available. Using the patient’s doce

number caused his entire medical history to be

projected on a screen. It was interesting and

informative. It related the two times he had been

treated for Neisserian infections, and there was

other irrelevant information which in an in-

dividual with a myocardial infarction who was

moderately ill should not have been spread

throughout the hospital. This convinced me that

computerized medical histories have disadvan-

tages.
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MEDICAL CARE IN SWEDEN/Grossman

The cardiologic radiology equipment at the

Karolinska Institute was magnificent. The Phillips

Company uses this hospital as their model. The

professor of radiology was interested in the

cardiac surgery program and in the comparison

of selective angiography done in this country with

their aortic root angiography. His difficulty in

If we have something to learn from the

Swedish system it will be in the care of our

older citizens and the facilities and method-

ology available for the investment needed.

getting approval of certain committees was

reminiscent of our own state of affairs.

Theirs is a complacent society. It contrasts with

the inventiveness, the initiative and the resource-

fulness I noted when making rounds in Leningrad

in a heart hospital which would be considered

primitive in comparison with the Karolinska In-

stitute. There I saw the man who ten years pre-

viously had undergone the first aortocoronary by-

pass procedure in the world. The surgeon had

used the femoral artery as his grafting material.

He replaced the artery with the saphenous vein.

No complacency existed in this environment.

Most impressive of all was Sweden’s care of

the aged. I have never seen such compassion and

quality as their approach to elderly people. Every

district has homes and housing for the aged.

There is true cheerfulness, whether in a hospital

or in the housing complex for people who are

debilitated in their older years. The equipment is

sophisticated and the personnel are superbly

trained in handling elderly people. Their love and

affection permeates each institution. If we have

something to learn from the Swedish system it will

be in the care of our older citizens and the facili-

ties and methodology available for the investment

needed.

One of the popular journals for those of us in

practice is Medical Economics, the current issue

of which has a very interesting article on Swedish

health care written by a man from a small town

in Minnesota who spent several weeks in a com-

munity hospital in one of the outlying districts

in Sweden. He contrasts the waiting time for

certain elective surgical procedures. It is here

that the system bogs down. The waiting times are

remarkably prolonged, and cost comparisons are

notable. With the government paying the bill,

an illness costs much more in Sweden. The cost

of a surgical procedure in Minnesota is approxi-

mately 60% of that for the identical operation in

Sweden.

All that glitters isn’t always gold! Sweden, one

of the richest countries in the world, the country

with the most advanced form of medical care

and the fewest social problems, also has difficul-

ties, imperfections, and resistance to change.

The American people stand firm in the faith which has inspired this Nation from the

beginning. We believe that all men have a right to equal justice under law and equal

opportunity to share in the common good. We believe that all men have the right to

freedom of thought and expression. We believe that all men are created equal because

they are created in the image of God.

From this faith we will not be moved.

The American people desire, and are determined to work for, a world in which all nations

and all peoples are free to govern themselves as they see fit and to achieve a decent and

satisfying life. Above all else, our people desire, and are determined to work for, peace

on earth—a just and lasting peace—based on genuine agreement freely arrived at by equals.

Harry S. Truman
INAUGURAL ADDRESS
JANUARY 20, 1949
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Health Care in China

'‘'A look at the flowers from a running horse. ’’

BENJAMIN F. BYRD, JR, M.D.

It is very difficult to follow anything that is as

interesting as Dr. Luckey’s remarks and his pre-

sentation, and I must confess I never felt I got

very close to the health care delivery system in

Russia. We visited Moscow and we saw what

they are doing with cancer and also saw their

research interest in cancer. But to actually get

the feel of the care that was being given to the

patients—I never had the sensation I was very

close to it. Our observations were essentially the

same as those of Dr. Luckey, but I thought per-

haps it would be of more value to the group this

morning for me to present the contrast with our

experience for something over three weeks spent

in the People’s Republic of China.

There is no alcoholism in China; there is no

venereal disease in China. We talked to Dr. Ma
(Dr. George Hatem) who was on the Long
March with Chairman Mao, and who served as

health advisor to the People’s Republic. He is

the individual responsible for eliminating vene-

real diseases and his remarks about how he did

it were completely fascinating. From our conver-

sations with him, it seemed that it was accom-

plished on a voluntary basis by approaching the

people with the idea that they were entering a new
social order and that it was wrong to take the

diseases of the old social order with them. The
principles of health care are isolation of the in-

fected individual and conversion of this individual

into a noncontagious state. According to Dr. Ma
there are many people who have tertiary syphilis,

but are not infectious. But that is a story in itself.

There are no more than two children in the

family. Late marriage is the custom—marriage at

Immediate past president, American Cancer Society,

and president of medical staff, St. Thomas Hospital,

Nashville.

From the Department of Surgery, Vanderbilt Univer-
sity Medical Center, Nashville, TN 37232.

the age of 25 or older for the woman and 27 or

older for the man—but this is not a social obli-

gation. There are about 800 million people in

China, though they have not had a census in 20

years, and I saw little sign that they had any in-

tention of taking one. So the reliability of their

incidence figures for cancer is limited; however

the courageous attitude of the government in try-

ing to deliver health care to 800 million people

is fantastic. We saw a 400-bed hospital in Canton

which has 100 beds for surgery, 100 for radia-

tion, 100 for medicine, and 100 for gynecology.

Each year this hospital treats 2,000 new cases of

nasopharyngeal cancer. In Linhsien we saw a 120-

bed county hospital, viewed for the first time by

any Western visitors, and it was also the first

observation by Western visitors of a Linhsien

study program. In this county there are at least

1,000 new cases of esophageal cancer each year.

They have some really awful problems.

The ability to get a handle on health care in

China is almost unbelievable, but the health per-

sonnel seem to have done it. The lessons which

they followed are attributed to Chairman Mao.

These lessons are centered primarily in preven-

tion, coupled with the realization that the only

thing possible in the area of medical care which

can be immediately effected is a reduction of the

magnitude of the problem. Prevention is the

number one effort in China. They have eradicated

schistosomiasis, which was supposed to be one of

the causes of cancer of the liver, because liver

cancer is the most common cause of death in

Shanghai. The attack on the problem of esopha-

geal cancer in rural communities is through use

of commercial fertilizers. There is a lack of molyb-

denum in the soil, and to correct this, they have

tried to educate citizens to use a type of commer-

cial fertilizer. Until this recent effort only night

soil was available as fertilizer.

One of the principal health efforts has been the
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HEALTH CARE IN CHINA/Byrd

placing of barefoot doctors into the countryside.

There are about 1.8 million barefoot doctors in

China. The local solution to the cost of medical

care is very simple: they do not pay for it. So

the barefoot doctor is, in every instance, a part-

time individual, a red medical worker, a barefoot

doctor. The training of these health personnel

varies anywhere from a two-week course in medi-

cine to a fairly extensive course in health care

delivery systems, sometimes running as long as

two years. They are young people for the most

part and it is voluntary. They spend anywhere

from an hour a week to fairly steady employment

at their voluntary occupation. They are paid by

the commune or by the production brigade in

which they live and work, but they get no pay

at all for their medical work.

Everyone knows who the barefoot doctor is

and the barefoot doctor knows everyone in his

area of concern. He or she also knows what their

health problems are. The barefoot doctors de-

liver medicines to their “flock” and they really are

the link between medical care and the individual.

Through the barefoot doctor, the individual has

access to the trained physician and there seems

to be about one barefoot doctor for each 80 to

100 people. There are many neighborhood

clinics, both in the cities and in the countryside,

where young medical workers are trained.

They are using cytologic methods for the detec-

tion of esophageal cancer in Linhsien. This is

one of the three earlies, the “earlies” being early

detection, early diagnosis, and early treatment.

This is the medical school at Canton; note the ever-

present propaganda bulletin board, complete with propa-

ganda posters.
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This is their formula for reducing the problem of

esophageal cancer.

The barefoot doctor title is not really appro-

priate, for most of them are not barefoot. They
are pretty intelligent, pleasant and for the most

part young people. A doctor in China makes
about $33 a month, on which he gets by pretty

well and dresses reasonably well. There are a lot

of reasons why we went down into Linhsien

county, which is really rural districts, and some
things are going on there that look very much
like our own Tennessee Valley Authority in the

early 1930s when our area was trying to solve

some of its problems.

A technique for the early detection of esopha-

geal cancer is the use of a cytologic balloon. The
barefoot doctor places a balloon down the throat

of the individual, into the upper part of the stom-

ach. This balloon has a net around it, and when
the balloon is withdrawn, the cytologic specimens

are studied by barefoot doctors particularly

trained for this purpose. The procedure has been

done on about 300,000 people. These health per-

sonnel go out into the countryside and start run-

ning people through the study programs. They do

cytologic specimens by the hundreds. With the

detection of early esophageal cancer, they are

actually getting into the treatment of early cancer

and the work is progressing. Carcinoma of the

esophagus apparently does not run in families,

but is thought to be related to the diet in these

communities.

The barefoot doctor goes out into the held

delivering medicine once a week, or even as often

as once a day, to the homes of the people, and

Volunteer health workers in a community health clinic

discussing the community health program with members
of the American Cancer Society delegation.
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Operation under acupuncture anesthesia. The surgeon’s

hands can be seen in the upper right, performing a left

lobectomy. The patient is awake and responsive, with no
positive pressure anesthesia. The operation is being per-

formed by a resident at Peking Lung Hospital.

then he goes back to be sure they are checked

regularly. The individual, then, somehow or other

has a regular weekly contact with the health

system.

There is a little book with instructions on

handling foods, pickling vegetables, and the water

system, which emphasizes that one must not eat

the pickled vegetables, a staple of the diet in

that county, because it has some sort of fungus

in it. They have shown that pickled vegetables

are a part of the circinogenic pattern which pro-

duces carcinoma of the esophagus, so the bare-

foot doctors teach the people not to eat the

pickled vegetables because they contain fungi.

However, the carcinogen is probably related to

the various types of nitrosomines which lie in

their diet, especially in the pickled vegetables and

in the great wealth of preserved food.

There are expeditions which go out collecting

herbal medicines. I asked, “How can you tell

when you have an herbal medicine?” The reply

was, “Well, if it’s got a name, it’s a medicine,

and if it doesn’t have a name, it is a grass.” This

is as good a description as any of the way they

experiment with their herbal medicines. There

is a saying that just by sitting down in the field,

you may with your seat cover three jewels.

I think these observations give you a little

look at what’s going on in the delivery of health

care. The magnitude of the problem is downright

unbelievable. But the educators have not sacri-

ficed the teaching of the physicians and there

Clinic at the Capitol City Iron and Steel Works in

Peking. The men are red medical workers, which are the
equivalent of the barefoot doctors who function in the
communes.

are physicians who are actively in training. We
visited the medical school, looked at the curricu-

lum, went over what they are doing, talked with

many young people, and they are coming out all

right. But they have to work for two years in the

field or in the plant before they can be admitted

to the medical school. When students finish med-

ical school, they return and work with the people

for another two or three years. The young physi-

cian can then apply for postgraduate training.

There are very good, vigorously run postgraduate

training programs. It was a much more aggressive

program than we encountered in the Soviet Union,

a program aimed toward getting something for

everybody. Every patient gets treated, and they

may be treated with acupuncture or they may be

treated with herbal medicine.

One thing that I saw in the hospital which I

completely missed in the Soviet Union was a

smile. A friendly, affectionate sort of relationship

exists between the doctors and the patients and

the people themselves. I didn’t see a single fight

the whole time we were in China, so I said to

one of the doctors, “I just don’t understand how
you all are sC' nice to each other.” He said, “Well,

that’s the way people are supposed to be.” I

suppose that that’s true and he is right.

I must emphasize that this is all at the price

of personal freedom. There is absolute govern-

mental control of all health industry and social

activities. Nevertheless, these are all progressing

and we must be aware of this old, but revisited

neighbor. r ^
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Building?
Who's An Expert?

Some medical design and building firms think they know
your needs better than you do. After all they're "experts."

We Know Better!
We know that, while we have expertise in the design and

construction of medical offices in general, only you know

the specific requirements of your practice. We start by asking

questions. Then with your needs and desires in mind, we

design the unique facility that looks and works right for you.

We prepare the site and build from the ground up.

Our concept is to design and build to your needs, rather than

expecting you to fit into some pre-conceived, modular design.

For a brochure showing how we have worked
with other physicians, please write or call collect.

C. A. Gardner and Company
Medical Design and Building Specialists

P.O.Box 15591 • Nashville,TN 37215 • (615) 329-1440

WHITE SURGICAL SUPPLY CO.
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Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701
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BRIEF SUMMARY OF
PRESCRIBING INFORMATION

ANTIMINTH® (pyrantel pamoate)
ORAL SUSPENSION
Actions. Antiminth (pyrantel pamoate) has
demonstrated anthelmintic activity against
Enterobius vermicularis (pinworm) and As-
caris lumbricoides (roundworm). The anthel-
mintic action is probably due to the neuro-
muscular blocking property of the drug.
Antiminth is partially absorbed after an oral

dose. Plasma levels of unchanged drug are
low. Peak levels (0.05-0.13 Aig/ml) are reached
in 1-3 hours. Quantities greater than 50% of
administered drug are excreted in feces as
the unchanged form, whereas only 7% or less

of the dose is found in urine as the unchanged
form of the drug and its metabolites.
Indications. For the treatment of ascariasis
(roundworm infection) and enterobiasis (pin-

worm infection).

Warnings. Usage in Pregnancy: Reproduction
studies have been performed in animals and
there was no evidence of propensity for harm
to the fetus. The relevance to the human is not
known.
There is no experience in pregnant women

who have received this drug.
The drug has not been extensively studied

in children under two years; therefore, in the
treatment of children under the age of two
years, the relative benefit/risk should be con-
sidered.
Precautions; Minor transient elevations of

SGOT have occurred in a small percentage of

patients. Therefore, this drug should be used
with caution in patients with preexisting liver

dysfunction.
Adverse Reactions. The most frequently en-
countered adverse reactions are related to the
gastrointestinal system.

Gastrointestinal and hepatic reactions; an-
orexia, nausea, vomiting, gastralgia, abdomi-
nal cramps, diarrhea and tenesmus, transient

elevation of SGOT.
CNS reactions: headache, dizziness, drowsi-

ness, and insomnia. Skin reactions; rashes.

Dosage and Administration. Children and
Adults: Antiminth Oral Suspension (50 mg of

pyrantel base/ml) should be administered in a
single dose of 1 1 mg of pyrantel base per kg
of body weight (or 5 mg/lb.); maximum total

dose 1 gram. This corresponds to a simplified

dosage regimen of 1 ml of Antiminth per 10 lb.

of body weight. (One teaspoonful=5 ml.)

Antiminth (pyrantel pamoate) Oral Suspen-
sion may be administered without regard to

ingestion of food or time of day, and purging
is not necessary prior to, during, or after ther-

apy. It may be taken with milk or fruit juices.

How Supplied. Antiminth Oral Suspension is

available as a pleasant tasting caramel-
flavored suspension which contains the equiv-

alent of 50 mg pyrantel base per ml, supplied
in 60 ml bottles and Unitcups™of 5 ml in pack-
ages of 12.

More detailed professional information
available on request.

ROGRIG
A division of Rizer Pharmaceuticals
New York, New York 10017



Special Item

J. H. SULLIVAN, M.D.

I would like to present a few facts, a few ques-

tions, and a few answers regarding the possibility

of national health insurance for America. The

facts are correct. We must disseminate this infor-

mation to educate our citizens and forewarn them

of this bureaucratic nightmare.

The tragic flaw in any federal, social, or health

program is the bureaucracy formed which con-

trols it. This usually comprises 20% to 50% of

the total expenditure of these funds.

Social welfare spending hit an all-time high in

1976. The Department of HEW says that during

1976 social welfare programs cost the nation’s

taxpayers $331 billion ($45 billion more than it

cost the same taxpayers in fiscal 1975). Social

welfare programs in 1976 cost each American

citizen—man, woman and child—$1,760.19. In

1960 only 26% of the federal budget was spent

on social welfare programs, but in 1976, 56% of

the federal budget was spent on social welfare

programs.

A very interesting statistic is that 6.6% of the

income of the nation’s families went toward total

health care cost in the United States which to-

taled $140 billion in 1976. This includes insur-

ance, medicine, medical bills, hospital bills,

glasses, dentures, etc. The taxes paid to the

United States, state and local governments took

34% of the income of families of these United

States.

Why do we have rising health care cost? No
longer can Washington accuse us doctors of being

some 50,000 short in numbers. Washington can-

Reproduced with permission of the Muscogee (Ga.)

County Medical Society from the Bulletin of the Mus-
cogee County Medical Society.

not refute the peerless excellence of American

medicine as compared to worldwide medicine.

Washington cannot deny what the polls show, and

that is that most Americans are satisfied with the

quality and of the availability of their care. Rising

costs are being exploited as an excuse for an all

out move against the private practice of medicine

and health care. We doctors are concerned about

the cost issue, but contrary to the thinking of

most politicians, we are not the culprit. The climb

in cost is largely due to impersonal factors that

far exceed the personal ability of any health

care provider to control them. They are (1)

growth and expansion of clinical competence

and technology; (2) growth of health insurance

and incentives to better care; (3) the relentless

surge in professional liability premiums; (4) great-

er longevity and thus a greater incidence of chron-

ic illness (in other words, you cure one disease,

the patient lives longer and is certain to get a

second disease process); (5) steady inflation; and

(6) most important, the network of administration

and procedural expenses engendered by federal

involvement in health care.

Did you know that hospitals employ five times

as many people as the automobile industry? (2

million people work in hospitals). Did you know
what the impact of an increase in the minimum
wage on hospital cost is? Raising the minimum
wage in areas such as housekeeping, laundry, and

kitchen also causes a ripple “effect” which raises

salaries of other personnel to maintain a rational

wage structure. A 300 per hour increase in 1974

of the minimum wage initially had an impact

of $29 million on hospital wages, but the ripple

effect had an impact of $450 million. Did you

know that each hospital patient in the United
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States in 1976 paid an average of $6 per day

to cover malpractice insurance costs for the hos-

pital? Did you know that one in three hospital

employees has special training as opposed to

one in seven people in industry?

When socialized medicine and national health

insurance fails, as has happened in England and

other countries, the blame will not fall on the

government. It will fall on the physicians, hos-

pitals, nursing homes, and pharmacists. National

health insurance will bankrupt this nation just as

surely as it has England. The private practice

of medicine, like the private enterprise Ameri-

can system, is based on the principle that a

person is entitled to what he earns and pays for.

The record of HMO or Health Maintenance

Organizations in the United States is simply

awful. Co-op health groups traditionally have ad-

ministrative costs amounting from 50% to 97%
of the total money available. National health in-

surance and HMO group medicine invites as-

sembly line medicine. Liberal congressmen and

politicians have ignored the overall rise in cost

of living and basic cost of inflation which in es-

sence is uncontrolled deflcit spending by govern-

ment itself.

The annual budget of HEW (which is a bu-

reau determined to cut costs and transform

American medical health care) is greater than

the total cost of all health care in this nation

today. If honest cost savings were the real issue,

the greatest boon to the American citizen today

would be the abolition not of the practice of

private medicine, but rather the Department of

HEW.
Let’s think of catastrophic illness and insurance.

Catastrophic illness insurance is thought neces-

sary by many but when the facts are known
it is a typical bureaucratic sham. A $10,000 bill

for the patient in the hospital is extremely rare.

Three out of 1,000 patients have expenses over

$1,000 and 80% of these are either Medicare or

psychiatric patients. A family of four in the 25-

35 age bracket would pay $52 a year to a private

insurance company for a $10,000 deductible cat-

astrophic insurance policy. Studies by private

insurance companies as well as by a government

appointed study committee reveal that catastrophic

national health insurance the first year would

cost $370 for the same family of four in this

25-35 age group. Where is the extra $318 per

year to go? To bureaucratic boondoggling.

If smarter brains could prevail, the cost of a
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citizen’s health insurance could be a direct tax

credit against the federal income tax so that a

taxpayer could deduct the entire cost from his

tax bill. This would certainly be superior to the

half-hearted deduction that now exists.

Any open-ended program such as national

health insurance will encourage unnecessary

utilization of benefits. If our medical system is

indeed approaching a crisis due to rising costs,

it is not because of the lack of government plan-

ning or intervention but rather because of the

sheer weight of all government programs, regula-

tions and paperwork they entail. A government

that cannot even run a medical program for the

poor and aged, or deliver the mail on time at

a reasonable cost, can hardly call itself qualified

to administer a national health insurance pro-

gram. Of all the proposals for national health

insurance, the overwhelming idea is to try to

provide cost containment, but never once is men-

tioned the quality of medical care.

Our medical records can always be surveyed

by the prying eyes of bureaucrats. The national

health insurance PSRO standards will expose

even your most private records to anyone in

government. On a computer with your one big

number will be your health record, any legal

problems, income tax returns, bank accounts,

parking tickets, court decisions, credit cards, fi-

nancial statements, misdemeanors, licenses, and

down the line.

The arrival of Mr. Carter at the White House

with his ideas of national health insurance makes

it more than ever necessary for Americans to see

what can be learned from Britain’s example for

national health insurance. In seven years the

number of administrative employees of the British

health service increased almost twice, from 780

thousand to 1.3 million nonmedical administrative

employees. British doctors say bluntly that their

British National Health Service is on the brink

of collapse. The British patient can see nothing

very wrong, even though he has to wait a long

time at a clinic and up to a year or more for

nonurgent hernia operations. The reason for this

is that the British people have never known any-

thing else. They are accustomed to second class

standards of medical service because it took 30

years for the superb medical care of Britain to

demise. The truck with defective brakes and

steering is no less headed for disaster in the

early stages of its run downhill than when it

crashes through the brick wall at the bottom.
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But the truck was actually doomed from the

start unless someone had managed to deflect it.

Even though Carter advocates national health

insurance, Senator Kennedy is intent upon the

passage of a bill that bears his name. Senator

Kennedy has said that if anything else is passed

for national health insurance other than his own
health security plan, this country will wither and

die. Senator Kennedy will not let a Georgia

peanut broker take over his medical field.

The financing for national health insurance will

amount to a political and financial nightmare.

It is anticipated by the same actuary firm which

studied castastrophic insurance programs that

over $130 billion in start-up funds would be

needed for the first year of a comprehensive

national health insurance.

HEW recently released the list of physicians

who in 1975 received large sums of money. Of

the first 112 doctors checked only 32 were cor-

rect as listed. One physician had retired 12

years previously and was listed as receiving

$233,000. Another physician who had died in

1974, one year before the time period, was listed

as receiving $250,000. The list of physicians re-

leased by HEW has got to be one of the sloppiest

performances in the history of American bu-

reaucracy. If the AMA were to put out data

this inaccurate the press would have us for break-

fast and properly so. For this reason HEW ought

to be held similarly accountable.

What can we do? First, education. We can in-

form the public by spreading the flaws of the

cost and the bureaucratic nightmare of national

health proposals. (2) We can encourage congress

to repeal the PSRO and HSA laws and other so-

cial legislation programs and try to keep a right to

privacy in our record keeping system. (3) We can

court the press. It is so easy to be against some-

thing, but it is very difficult to stand up for

something such as private enterprise, the pri-

vate practice of medicine, the right to work, the

right for freedom, and the right to be an Ameri-

can citizen. /~ ^
1430 3rd Ave.

Columbus, GA 31901

PROCLAMATION OF FIRST THANKSGIVING
Whereas it is the duty of all nations to acknowledge the providence of Almighty God, to

obey his will, to be grateful for his benefits, and humbly to implore his protection and favor;

and whereas both Houses of Congress have, by their joint committee, requested me to

recommend to the people of the United States a day of Public Thanksgiving and Prayer, to

be observed by acknowledging with grateful hearts the many and signal favors of Almighty

God, especially by affording them an opportunity peaceably to establish a form of government

for their safety and happiness.

Now therefore I do recommend and assign Thursday, the twenty-sixth of November next,

to be devoted by the people of these States to the service of that great and glorious Being,

who is the Beneficient Author of all the good that was, that is, or that will be; that we may
then all unite in rendering unto him our sincere and humble thanks for his kind care and

protection of the people of this country, previous to their becoming a nation; for the signal

manifold mercies, and the favorable interpositions of his providence, in the course and

conclusion of the late war; for the great degree of tranquility, union and plenty which we

have since enjoyed; for the peaceful and rational manner in which we have been enabled

to establish Constitutions of Government for our safety and happiness, and particularly

the national one now lately instituted; for the civil and religious liberty with which we are

blessed; and the means we have of acquiring and diffusing useful knowledge; and, in general,

for all the great and various favors, which he has been pleased to confer upon us.

And also, that we may then unite in most humbly offering our prayers and supplications

to the great Lord and Ruler of Nations, and beseech him to pardon our national and other

transgressions; to enable us all, whether in public or private institutions, to perform our

several and relative duties properly and punctually; to render our National Government a

blessing to all the people, by constantly being a government of wise, just, and constitutional

laws; discreetly and faithfully executed and obeyed; to protect and guide all sovereigns and

nations (especially such as have shown kindness to us), and to bless them with good govern-

ments, peace and concord; to promote the knowledge and practice of true religion and virtue,

and the increase of science, among them and us; and, generally, to grant unto all mankind

such a degree of temporal prosperity as he alone knows to be best.

George Washington

President, United States of America

For Thanksgiving Day, 1789
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Special Item

g Co$t of Health Care

I

s

The R'
The Health Services "Crisis"

—Reality or Fantasy?

August 18, 1977

Leonard B. Victor, M.D.

Chief of Clinical Pathology and

Director of Clinical Laboratories

City of Memphis Hospitals

Dear Dr. Victor:

As you are no doubt aware, one of the major goals of the Carter Adminis-

tration during this session of Congress is the passage of the Hospital Cost

Containment Act, which would attempt to bring the skyrocketing increase

in hospital costs under control by imposing limits on the amount of increase

of hospital revenues over those of a base year.

The Senate Finance Committee last week reported its version of the

bill to the Senate floor, and the House Ways and Means Health Subcom-
mittee will resume its consideration of the bill when the current District

Work Period ends in September. As a member of the Health Subcom-
mittee I would like to have the benefit of your views on hospital cost

containment legislation so that I may better represent the interests of the

people of Memphis on this important issue.

I look forward to hearing from you soon.

With every good wish, HAROLD FORD
Member of Congress

8th District, Tennessee

September 27, 1977

Dear Mr. Ford:

Thank you for your recent letter asking for

my thoughts on the rising costs of health care.

In the past, very low employee salaries have

subsidized health care; in effect, the hospital

worker donated part of his services to the pa-

tient. Now, widespread annual union (or guild)

822

negotiations have resulted in pay scales more

nearly equal to the other labor-intensive areas of

the economy—but someone must pay for the

workers’ wage increases. Is it reasonable to

limit one group of voters’ income, and not others,

by a ceiling on City of Memphis Hospital

(CMH)?
Production-line efficiencies are slow in coming

to labor-intensive health services; but, as the effi-
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ciencies of McDonald’s- in fast-food services

demonstrate, with more capital formation and

more managerial skill, this is possible. That is

not to say capital is always spent wisely when
close-by services are duplicated rather than

shared; however, if you are to automate and

computerize, you must spend the money to auto-

mate and computerize first, in order to be more

efficient later—but someone must pay for the

process.

Cancer is not just one, but many diseases; the

cure(s), if any, are diverse. The same is true of

“infections.” Neither are hospitals alike—they,

too, are diverse. No single (simple) way of

thinking about them will resolve complex issues.

An arbitrary limit (“cap”) on one may force

another to close its doors (and not necessarily

the least needed). What will happen if a national

“flu” epidemic really hits? Expenses will truly

“skyrocket”—but nobody can preplan crises or

budget in advance that closely.

A teaching hospital of a medical school (health

sciences center) has the most complex situation of

all. Only in it do medical (and other) students,

interns and residents learn to become satisfactory

practitioners of the healing arts. Education is in-

efficient, probably in part because of the need to

make students think carefully about each patient,

on a one-to-one student teacher basis. Since no

two patients are quite alike, biological predictions

are difficult and much exposure to variety is re-

quired. (This is why protocols for making the care

of the patient more routine have been slow to be

developed and widely implemented.)

Clinical research to bring medical advances to

general patient treatment is another area where

careful medical study requires much greater ex-

pense. And often patients with more complex, or

with multiple problems come to university hos-

pitals. With ceilings, other hospitals may well

refer the most expensive cases to CMH, thus again

placing intolerable burdens on CMH. The quality

assurance there (and in many community hos-

pitals) is high—partly because of the academic

and professional environment (self-discipline),

and partly because of consumerism and occasion-

ally justified governmental regulations at all levels

(external discipline)—but this is expensive, and

someone must pay for it.

Also, part of quality assurance, for example,

includes autopsies— almost an ultimate quality

control. But, as you know, few are happy with

the current situation—it is very time consuming.

there are delays in funerals, and the cost is high

(about $600); for this effort, payment is infre-

quently available. Yet as an experience for learn-

ing, efficacy of treatment (“outcome”), and con-

tinuing education, the autopsy is often without

equal. Yet it is the rare reimbursement formula

that includes it.

It has aptly been said that at the time of the

early development of the polio vaccines a genera-

tion ago, if bureaucratic regulations had existed

then as they do today, the nation would now still

have 25,000 or so cases a year (instead of 10 last

year), and perhaps a portable and compact “iron

lung” run by a microcomputer (as expensive as

an automobile)! Truly, the savings of vaccines

today simply cannot be calculated—but someone
must pay for this initially, and there is no equa-
tion that can say “if we spend one billion dollars,

we will have the useful answer.”

Your letter implies that the costs of health care

are “skyrocketing.” They are going up, but not

as much as coffee, sugar, legal costs, energy,

insurance, and many, many other prices in recent

years. When we transfuse blood, we are required

now by law to test for one type of hepatitis.

Add on 10% just for that alone. It’s worth it,

but someone must pay for it. I am (have always
been) in the lowest risk malpractice category, but

my cost for that has gone up about ten times

these past three years alone! The money must
come from somewhere.

We now must spend about 25% of our CMH
Laboratory expense budget on quality assurance

and compliance with bureaucratic forms and reg-

ulations; CMH itself is regulated by more than

160 separate agencies, bureaus, and departments.

They are prohferating faster than one can keep
track of them—and someone must pay for these

very expensive added labor costs.

The CMH Laboratory now has a chemical an-

alyzer that can do routine batches of chemical

tests semi-automatically at a charge of about one-

fifth (20% of!) that of the test previously per-

formed laboriously by hand—a blood sugar, for

example. However, the equipment costs a quarter

of a million dollars, versus much less for a simple

instrument which uses a lot of labor. Someone
must pay for this, just as they must for tests

done on nights, weekends, and holidays if per-

sonnel must be called in, paid overtime, or given

“inducement pay” to work when few others in

our society want to.

As more sophisticated and more informative
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laboratory tests are introduced, using expensive

radioactive techniques for example, we eliminate

older, less accurate, and “cheaper” methods—but

demand goes up because the newer tests better

identify patient problems and often earlier in the

medical work-up. But, as we have learned to treat

many acute pneumonias inexpensively and often

without hospitalization by antibiotics, people are

living longer to develop chronic diseases that are

now even more complex to diagnose and to treat

or control. And somebody has to pay for these

improving health services. Demand for clinical

laboratory tests, for example, has historically risen

about 15% per year at CMH.
“No wonder the voter has not indicated an in-

tense desire to alter our health care system! The

public expects to continue receiving improved

services the system now offers—and also that

the quality of these services will constantly be

better, if not cheaper.”

Fact; “Americans are living longer. Life expec-

tancy is now an average of 72.5 years,

even for men.”

Fact: “In 1931, low-income persons visited a

doctor 2.2 times annually; by 1964, 4.3

times; and in 1975, 6 times (1.9 times

more than high-income persons).”

Fact: “In 1960, 25 infants died per 1,000 live

deliveries on the average; in 1976 the

number was 16 per 1,000 (a decrease of

38%).”

Fact: “In 1960 there were 37 maternal deaths

per 100,000 population; in 1975 the com-

parative number was 11 (a decrease of

71%).”

Fact: “In 1960, 761 Americans died per

100,000 population; in 1975 the number

was 642 (a decrease of 14%).”

Fact: “Ten of the first 15 causes of death in the

USA are down significantly over the last

12 years.”

“The dialogue on health care led by the Carter

administration has focused solely on costs and,

thus far, has been truly unbalanced by not high-

lighting concern with improving services. In

introducing the concept of controls, the adminis-

tration implies that our health care system is

unconcerned about costs and is both wasteful and

inefficient across-the-board.”

While the idea to reward incentives for cost-

containment will be useful as a performance-

based reimbursement plan, the significant danger

(based on observation of existing or previously
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tried plans) is that this year’s savings will result

in a smaller allowable budget the next year. It

thus won’t be more than several years before

institutions become so sickly and emaciated them-
selves, with no reserves for improvements, that

most all institutions will then have to become
federalized in order to stay open—such as being

absorbed by the VA system.

Persons in health services are perhaps victims

of their own magic aura of success. Expectation

(demand) for health services has reached the

point where now the public usually does not feel

its own responsibilities because of the variety of

pills and “shots” available.

Yet the most dramatic reduction in costs can

be made, over the long term, by some very in-

expensive preventive measures taken by each and
every one of us:

1. Avoidance of more than a small glass of al-

coholic drink every few days;

2. Avoidance of high-fat foods; (french fries are

devastating)

;

3. Avoidance of smoking;

4. Avoidance of high calorie and unbalanced

food intake; for example, drinking alcohol is

like drinking liquid fat;

5. Some meaningful exercise every day; and

6. Responsible driving, boating, swimming, and
handling of guns.

Prevention is the Key!

If each one of us does not assume responsi-

bility for our own health (and that of our fami-

lies), should the average taxpayer? In that con-

text, are noncrisis (such as alcoholic cirrhosis)

health services a “right” or a privilege (as against

pneumonia or cancer, for example)? And what

about the tremendous reservoir of emotional

problems in society that is not, even now, being

taken care of? Should this also be a medical ser-

vice to be reimbursed by the average taxpayer/

voter—a “right”? And to what limits?

As hospitals have converted from large wards

to private and semiprivate rooms with baths, with

menus that are varied and perhaps even appetiz-

ing, somebody must pay for the costs of comfort

we all are desirous of—but by doing without

other expenditures!

It is said that in our society expectations are

rising because of the influence of movies and tele-

vision—it is human nature to want steak instead

of hamburger, or shrimp instead of tuna fish, if

you can afford it, or if somebody else (the voter/

taxpayer) pays for it. If you are sick, you natu-
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rally want the best possible medicines and treat-

ment available immediately and regardless of

cost. If you need your gallbladder removed, you

do not wish to wait a year or more to get into

a hospital (as in Britain). Yet life prolonged by

machines for any length of time costs tens of

thousands of dollars per person—such as for

dialysis or for life support for brain damaged

patients. Shall we say that only the rich shall

have this, or cancer treatment—with its ever

more expensive machines for diagnosis and treat-

ment? I am, of course, pointing out some moral

dilemmas associated with economic controls by

any level of government, and stressing the factor

of choice.

Local? Take the CMH—for years, suffering

from grossly inadequate funding because of “tax-

payer considerations” (and no doubt because of

its particular patient population), fust beginning

to match the quality of the “private” hospitals in

Memphis. A ceiling will stop that equalization

cold.

State? Take the mental hospitals—literally hu-

man warehouses, as are prisons, rarely known for

excellence in any kind of services.

Federal? The VA system, the system of mili-

tary medicine, and other areas of health expendi-

tures are no models (with rare exceptions). But

then, neither are Amtrak, the Post Office, the

Armed Forces, nor the ICC examples of federal

efficiency. And what about the proposal to na-

tionalize funeral homes because of the “high cost

of dying”? Should there be a ceiling on funeral

expenses because “people can’t afford it any-

more”?

Can bureaucracies do better with health ser-

vices? The record is obviously not now, and never

has been encouraging! Paternalistic control of one

segment of society by a federal bureaucracy is not

likely to have happy results any more than wage

and price controls have ever been effective for

more than the very short term. Indeed, most

Western economists argue that fewer controls and

more competition keep prices from rising, and

drive the inefficient from the marketplace.

To argue that health services are, in fact, sim-

ilar to a single utility providing electricity or tele-

phone services to a given geographic area is to

play down the importance of the individual’s

choice with regard to something so ultimately

personal as one’s own health. There are, in fact,

more parallels with systems of public education

and of religion than with telephones and electri-

city.

As Americans are more often abandoning their

parents and grandparents to institutionalized ser-

vices or simply to lonely squalor, the increasing

numbers of elderly persons (who are much more

prone to truly need more complex health services)

mean that our society must reexamine what it

wants to afford, from a base of what it can afford!

Trade-offs extend to many things, including re-

tirement age, social security, generous civil ser-

vice pensions after only 20 years of work, the

costs of new weapons, and so on. Of course

health dllness costs are rising—large segments of

our population have never been able to afford

adequate health care before—and to bring these

groups (farm laborers, “illegals”) into the main-

stream is very expensive.

To place controls only on health services in-

stead of comprehensively studying the total

economic/societal picture will thus distort and

penalize one area because of deficiencies in many
other areas of our society. A total plan for re-

gionalized health (including dental and mental)

services will need to include real incentives to

efficiency and to cooperation, but also needs to

maintain enough competition by enlightened self-

interests to moderate the current increased pro-

portional growth of health services to the gross

national product.

Can we no longer afford “health,” but yet the

greater expenditures for alcohol, tobacco, and

cosmetics? Or “modern” big warships at a billion

or more dollars each? Or expensive new tanks

that hardly work? Why should the military not

be penalized for gigantic cost overruns, and yet

other areas of society be taken to task for rising

costs?

In sum, the above discussion is used to illus-

trate “complexity theory,” which asks: Who pays

for changes toward the greater complexity of the

division of labor? The types and supply of ser-

vices (and goods) are changing (and growing),

often in revolutionary ways. Instead of inflation,

we have conflation of old pricing with the new
prices and taxes that have diffused into a redis-

tributed system.

One hundred years ago, it cost an individual

$0.13 to stay 24 hours at what was then CMH.
Few people could really afford it even at that

time. Today, it costs enormously more—with the

explosive change in the division of labor that we

call health services—which a very large percent-

age of persons, through various mechanisms (pay-
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roll deductions, taxes, etc.) can afford.

What has happened is that a larger “pie” is

being differently distributed. And an army of

federal and state employees who do not deliver

actual health services (HEW, Medicaid, etc.) now

have to be paid for also by taxes. Health services

has grown into one of the largest sections of our

economy—employing many more persons not

only at the lowest wage levels, but in new disci-

plines, and at different educational levels than

formerly. Health services now include not only

sick care but “well” care, social welfare services,

counseling, and more.

What we are seeing here is a combination of

redistributing payments from other sectors, and

a pass-through of the costs diffusing through all

sectors: CONFLATION

.

When the price of sugar, and also of coffee

and beef hit record highs, the consumer reduced

consumption and the prices came down. No fed-

eral tampering was required.

When the consumer feels that the price of his

taste in autos is too high, he will shift from heavy

and fancy models to efficient, small economy

models. No federal tampering is required; no

“cap” in auto prices is talked about.

When the consumer feels he can no longer

afford luxury medicine, he will ask his advocate

(the doctor) to admit him to, and his insuror

only to pay for, a bed in a 4-bed suite in a hos-

pital as a last resort if he cannot be treated or

diagnosed in a day-facility, with home health

care, in prepaid clinics, or in other ways if his

case cannot be handled in an office (of health

services). Or, the patient may seek out semi-

independent physician’s assistants or nurse prac-

titioners. All of these alternatives are now evolv-

ing—without government tampering.

Even the educational system must change to

strongly emphasize preventive health measures

from first grade through high school. (Remem-

ber, that is another division of HEW!)
In order to pay for the things one wants, one

must buy many things not wanted—rockets, basic

research, unemployment benefits, tobacco sub-

sidies, vast highway systems, big factories

—

through taxes and “profits.” Tampering with any

causes many shock waves throughout the entire

interdependent economy, despite the best of in-

tentions. It should be quite clear that a ceiling

on the health services sector means a deliberate

return to simpler times (stagnation) in compari-

son to an advancing society—the redistribution,
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in effect, to governmental payroUs, to armaments,

to oil sheiks, or whatever else may seem to be the

priority of the day.

What all this says is that we must realize the

choices of paying for chopped sirloin versus sir-

loin steak, served on paper versus china plates,

accompanied by paper knives, forks and napkins

or by silverware and linen—and also the waiter

who tends to ignore versus the one who hovers.

And if we choose to pamper ourselves when we
are sick, does that also require federal tampering?

Or yelling that the costs are “too high”? Com-
pared to what? And what would the savings be

otherwise spent for?. . .

Having reviewed, then, a few considerations

that show a proposal such as a (9%) cap on hos-

pital expenditures to be unduly simple and penal-

izing to workers and health services professionals

of all kinds (nurses, technicians, physicians, ther-

apists, etc.), there are a few suggestions for re-

directing priorities which do seem available.

1. Health facilities should be prohibited from

creating demand for their services, however

laudible the goal of filling empty beds. Ad-
vertising is expensive. For example, Sunrise

Hospital of Las Vegas is said to have a

$10,000 per month sweepstakes advertising

campaign offering anyone (or next-of-kin!) a

chance to win a Mediterranean cruise for two
if the patient checks in on a Friday or a Sat-

urday. Contrast that with the statement by the

Michigan Blue Cross/Blue Shield that “Sur-

gical patients stay approximately four days

longer in the hospital,” (for the same diag-

nostic category), “if admitted on weekends.”

2. Health does not depend on the calendar.

Health facilities (like churches and schools)

are not well utilized. Aside from habits and

sleep patterns, health facilities could operate

the same way, every day of the week, around-

the-clock—but incentives will be needed.

3. For equivalent services, nonprofit facilities

should be held to the same standards as for-

profit facilities, including payments in lieu of

taxes and compliance with all regulations.

4. Expensive duplication of regulations, inspec-

tions, and accreditations by federal, state, lo-

cal and “self-regulating” professional organi-

zations should be eliminated by formulating a

single standard to which everyone in a given

category must adhere, including federal, state

and county hospitals and health departments

(the latter often making regulations for every-
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one but themselves—either deliberately or by

legislative exemption). This would be better

done by professional organizations, and spot-

checked for quality control by one federal

agency nationwide.

5. Real fraud in current programs should be

prosecuted with vigor before still more

“remedial” legislation is enacted. This needs

to be balanced with legislation forcing the re-

moval of a bureaucrat from civil service pro-

tection, from his office, and from the pubhc

payroll, if misleading information is released

for publicity. Responsibility is a two-way

street. For example, to say or imply that be-

cause an individual receives more than

$100,000 in Medicare and Medicaid payments

in a year for a large office or clinic operation,

that he is suspect, is to damage the profes-

sional reputation of that individual. Why
should the civil “servant” escape a respon-

sibility for truth and accuracy, instead of being

truly responsive to the real world?

6. The concept of vertical and horizontal con-

solidation of health facilities should be en-

couraged, to include health maintenance,

mental health (behavioral and emotional prob-

lems), dental health, home health, extended

care, regional laboratories, etc. For example,

if three hospitals each have two-thirds occu-

pancy rates, they may be consolidated into

two, with the oldest being converted to other

uses. This will be encouraged if health facili-

ties are given the requirement to reapply for

their charter (and their existence) every four

years to a broad-based regional health ser-

vices agency, for example. In this way, some

competition could be preserved, while region-

alization and rationalization of health services

would be promoted.

There needs especially to be real accountabil-

ity of the virtually untouched, often conflict-

ing and self-serving “nonprofit” agencies and

institutions, which appear to be typically ac-

countable only to their own “internal” and
self-renewing boards of directors/trustees

(even though many do a reasonable job in a

small, but often overlapping area).

7.

Finally, it would seem worthy to try “health

stamps,” perhaps in the Memphis region. By
paying something, and thus feeling responsi-

bility (varying with actual income of family

unit), individuals could use “health stamps”

to buy care where they feel they get the best

services—be it a prepaid plan, a medical cen-

ter, a home health agency, a doctor’s clinic, a

“women’s” clinic, a physician’s private office,

or a public or private hospital.

I do hope this discussion makes clear some
points about health services; if not, please feel

free to get in touch for further discussion.

Thank you for your interest.

Sincerely,

Leonard V. Victor, M.D.
Chief of Clinical Pathology and
Director of Qinical Laboratories

•'Coffee break."
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illness, including those who show severely dis-
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term, intensive treatment of voluntary patients.
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James K. Ward, M.D. Robert V. Sanders

HILL CREST HOSPITAL
HILL CREST FOUNDATION, INC.
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Birmingham, Alabama 35212
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tion of Hospitals. Medicare Approved.

Blue Cross Participating Hospital.
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TIIM lobofolofy medkinc

Gamma Glutamyl Transpetidase in

Liver Disease

JOSEPH J. SANNELLA, M.D.

This enzyme is also known as gamma glutamyl

transferase. With either name, it can conveniently

be abbreviated with the letters GGT.
GGT catalyzes the transfer of glutamyl groups

between peptides or L-amino acids. It is abundant

in kidney, pancreas, liver, and prostate but ele-

vated serum levels seem to be largely confined

to hepatobiliary or pancreatic disorders.

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, TN 37203.

The enzyme is found in bile canaliculi, the

luminal borders of the bile duct epithelium, and

within the hepatocytes in the periportal zone. It

provides a sensitive screening test for liver disease

and is superior to the transaminases, alkaline

phosphatase, and 5' nucleotidase in this respect.

In fact, liver disease is not likely to be present if

GGT is not elevated.

Since the enzyme is inducible by certain drugs

Continued on page 831

FIGURE 1

DISEASE Average Enzyme Increases Beyond Normal

SCOT SGPT ALK PHOSPHATASE GGT
Acute Viral Hepatitis 20-50X < 20-50X less than 2V2X 5x

Infectious Mononucleosis less than 5x < less than 5x 50% show slight

elevation

5x

Drug Induced Hepatitis 2-25X > 2-25X normal 5x

Chronic Active Hepatitis less than lOx < less than lOx 2V2X 7x

Chronic Persistent Hepatitis less than lOx < less than lOx less than 3x 7x

Cirrhosis (Alcoholic,

Post Necrotic, or

Cryptogenic)

75% are less

than 5x; re-

mainder normal
>

50% are less

than 5x; re-

mainder normal

more than 50% are

normal
over 90% show
5 fold eleva-

tions

Biliary Cirrhosis

(Primary or Secondary)

7-8x - 7-8x 5-lOx 20x

Cardiac Cirrhosis less than 2x > less than 2x less than 2x 80% show 5x

Extra Hepatic Cholestasis 2-3x < 2-3x 85% are greater

than 2V2X
lOx

Intra Hepatic Cholestasis

Viral

Drug Induced

more than 5x

less than 5x
< more than 5x

less than 5x

more than 2V2X

more than 2V2X
lOx

lOx

Acute Cholecystitis

without obstruction less than 8x less than 8x more than 2V2X lOx

Neoplasms

Primary Hepatitic 80% are less

than 8x; 20%
normal

60% are less

than 8x; 40%
normal

90% are less than

4x; 10% normal
100% show
elevations

averaging 15x

Metastatic only 50% show
elevations

not useful 80% show 2x;

20% normal
100% show
elevations

averaging 15x

NOTE: The symbols > or < between SCOT and SGPT indicates which is likely to be more elevated.
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Him EKG of Hie menHi

W. BARTON CAMPBELL, M.D.

A 65-year-old man was admitted to the hospital with

severe “squeezing” mid chest pain of some two hours’

duration. This was accompanied by nausea and dia-

phoresis. He had a history of hypertension of several

years’ duration for which he had sporadically taken

medication.

The physical examination revealed an uncomfortable,

slightly ashen, obese white man. There were bilateral

basilar rales. An S4 gallop was audible. There were no
murmurs. An electrocardiogram was taken (Fig. 1),

showing normal sinus rhythm at a rate of 69 per

minute. The PR interval is normal at 0.17 seconds.

There are Q waves in leads II, III and AVF. The ST
segments are elevated in leads III and AVF and the

T is inverted in lead II. This finding is diagnostic of

inferior wall infarction of indeterminate age. Note that

the P waves are inverted in Vj and V2 . There is a P
duration of 0.12 seconds in standard lead II. The R
wave in AVL is 12 mm in amplitude. The R wave in

V5 is equivalent to 5 mm of amplitude. (The V4, V5,

and Vg are half standardized.) The T waves are asym-
metrical and notably inverted in I, AVL and V4 through

Ve.

lacked sensitivity. Conversely, those criteria which

have been most sensitive have included a propor-

tionally greater number of false positives. The
point score system proposed by Romhilt and Estes

appears to represent the best compromise between

specificity and sensitivity in the diagnosis of left

ventricular hypertrophy.^ The point score system

outlined by Romhilt and Estes include the follow-

ing:

Points

1.

Amplitude of the QRS Complex.

Positive if any one of the following

is present : 3

a. Largest R or S in the limb leads

<20 mm
b. Svi or Sv2 <30 mm
c. Rv5 or Rvg <30 mm

Figure 1

Many sets of criteria have been proposed for

the diagnosis of left ventricular hypertrophy. In

general, those criteria which have been most spe-

cific (fewest number of false positives) have

From the Department of Cardiology, St. Thomas
Hospital, Box 380, Nashville, TN 37202.

2. ST-T Segment. Positive if the left

ventricular strain pattern with an

ST-T vector opposite to the mean

QRS vector is present:

Without digitalis 3

With digitalis 1

3. Left Atrial Involvement. Positive if

830 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



the P terminal force in lead Vi is

abnormal. 3

4. Abnormal Left Axis Deviation. Positive

if the electrical axis of the QRS
complex is — 30° or more. 2

5. QRS Duration. Positive if the QRS
duration is >0.09 seconds. 1

6. Intrinsicoid Deflection. Positive if

the intrinsicoid deflection in lead Vs
or Ve is >0.05 seconds. 1

Definite left ventricular hypertrophy is

present if the point score is 5 or more.

Probable left ventricular hypertrophy is

diagnosed if the point score is 4.

This tracing would be diagnosed by Estes and

Romhilt as representing left ventricular enlarge-

Laboratory Medicine . . .

Continued from page 829

(dilantin, phenobarbital, glutethimides), elevated

levels must be interpreted with such therapy in

mind. Alcohol is capable of producing induc-

tion, and elevated GGT is found in over 80%
of heavy drinkers or alcoholics. Serial studies are

most useful in monitoring alleged abstinence or

identifying occult alcoholism. Once again, the

test is much more sensitive than the transaminases

in establishing the presence of alcoholic liver

injury.

The GGT is also very useful for establishing

ment. There is a R wave in Vs in excess of 30

mm. The patient is not on digitalis and has

marked ST-T changes. The inverted T wave in

Vi represents another 3 points. The patient does

not have abnormal left axis deviation. An intrinsi-

coid deflection in lead Ve is .06 seconds and the

QRS duration is .10 seconds. The presence of

an R wave in lead AVL of 12 mm or more

appears to be highly specific with a diagnosis of

left ventricular enlargement. This criterion alone,

however, is greatly lacking in sensitivity.

Final Diagnosis: (1) Inferior wall infarction of

indeterminate age. (2) Left atrial enlargement.

(3) Left ventricular enlargement.

REFERENCE
1. Romhilt, DE, Estes, EH, Jr: A point score system for the

electrocardiographic diagnosis of left ventricular hypertrophy. Am
Heart J 75:752, 1968.

the tissue of origin when alkaline phosphatase is

elevated. Normal GGT would exclude the phos-

phatase increase as being from hepatobiliary

origin.

Figure 1 contrasts expected changes in the

transaminases, alkaline phosphatase, and GGT
in some common hepatic disorders. It can be seen

that in general, the GGT provides the same in-

formation as alkaline phosphatase. However, be-

cause it is a more sensitive indicator of hepatic

injury, borderline cases may be less equivocal.

This is especially true when hepatic metastases

are under consideration. r~ Z
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Advances in Echocardiography

ROBERT L. BELL, M.D.

Following the introduction in 1954 of ultra-

sound techniques to record movement of heart

structures, echocardiography has steadily im-

proved. By 1970, it became well established in

several cardiac centers and now, in 1977, it is

well established as a routine diagnostic modality

throughout the United States.

Classical echocardiography, or M-mode echo-

cardiography, involves the examination of spatial

movement of cardiac structures in one dimension

as time progresses. Resolution is excellent and

the diagnosis of valvular diseases of the heart

(particularly mitral and aortic valves) has been

well established. Other structures are also well

visualized (pericardium, interventricular septum,

posterior left ventricular wall, and left atrium)

and many disorders of these structures can be

appreciated. However, echocardiography has not

rested on its laurels, but instead has turned the

corner and is exploring new avenues.

The new avenues of interest in echocardiog-

raphy are (1) cross-sectional or real time echo-

cardiography and (2) pulsed doppler echocar-

diography.

The cross-sectional or real time ultrasound

examination of the heart is like B-mode ultra-

sound of the abdomen and unlike M-mode
studies in that it allows a two-dimensional image

of anatomic structures to be reconstructed and

visualized on an oscilloscope or TV screen. How-
ever, it differs from the classical B-mode methods

in that data acquisition is so rapid that two-

dimensional movement of all the structures in a

single plane can be appreciated in a fraction of

a second. This allows the plane to be reexamined

From the Department of Nuclear Medicine and Ultra-

sound, Park View Hospital, Nashville, TN 37203.
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SO frequently that motion picture images can be

acquired. With stop action frames in systole or

diastole, one can measure cross-sectional areas

and better appreciate wall motion. Furthermore,

motion of the same structure as it moves through

several planes can be appreciated (this is partic-

ularly important with a prolapsed mitral valve).

Resolution is so good that papillary muscles are

usually seen and the main coronary arteries may
occasionally be seen. This methodology is like a

marriage of cineangiography and tomography.

Whether mechanical sector scanners, sector scan-

ners with electronic focusing, or linear array

scanners will be the most effective real time

scanner for the heart is still not unequivocally

established. Several commercial units are cur-

rently available.

Pulsed doppler echocardiography allows char-

acterization of velocity pattern of blood flow at

specific locations in the heart and great vessels.

The informational format is both auditory and

visual (i.e., turbulent flow patterns are heard at

specific locations as well as visualized graphically,

and related to EKG and echo patterns). Mitral

regurgitation and aortic insufficiency can be diag-

nosed with greater sensitivity and specificity than

is possible with standard echocardiography. This

technique also permits localization of a ventricular

septal defect in 90% of children with this disorder

and localization of atrial septal defect in 66% of

children with this disorder. In addition, tricuspid

and pulmonic valves are more easily identified

through the use of pulsed doppler echocardiog-

raphy and abnormalities of flow across these

valves can be appreciated.

Both real time ultrasound and pulsed doppler

echocardiography are impressive recent technical

advances in the study of heart disease, r ^
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TUM CAT/ran of the month

STEPHEN L. GAMMILL

The patient for presentation is a 65-year-old

man who complained of abdominal pain. He
also complained of pain in his legs. He had been

a heavy drinker for many years. Physical exam-

ination was normal. Workup included upper GI
series, barium enema, excretory urogram, bone

scan, glucose tolerance test and peripheral arte-

riography, all of which were norm.al.

The diagnosis of peripheral neuropathy was

made and body scan was performed for evalua-

tion of the abdomen.

Please examine Figures 1 and 2 and choose the

best diagnosis. (The stomach and duodenum were

filled with contrast material prior to scanning.)

1. Carcinoma of the pancreas

2. Pseudocyst of the pancreas

3. Splenomegaly

4. Retroperitoneal lymphadenopathy

Discussion

Note in Figure 1 that a mass is present in and

around the tail of the pancreas with a smooth,

round, relatively radiolucent component within it.

This relative radiolucency is caused by fluid con-

tained in a pseudocyst of the pancreas. As pseu-

docysts seldom occur in conjunction with car-

cinoma of the pancreas, that diagnosis may be

excluded. The spleen is not enlarged, so you may
eliminate splenomegaly. One would expect en-

larged retroperitoneal lymph nodes to be visual-

ized as relatively opaque oval opacities usually

located in and around the aorta and near the

midline, so you may discard that diagnosis.

At operation, the tail of the pancreas was en-

larged and irregular. Much fibrous tissue sur-

rounded it and was adherent to the spleen, stom-

ach, and mesentery. The mass contained a pseu-

docyst. The tail of the pancreas and the pseudo-

cyst and spleen were resected in toto, and the

patient recovered satisfactorily. Pathologic diag-

nosis was pancreatitis with pseudocyst formation.

This case demonstrates several salient points.

First, a large lesion can escape detection by

standard radiographic means, such as upper GI

From the Department of Radiology, Baptist Memorial
Hospital, Memphis, TN 38146.

Figure 2

series, barium enema, and excretory urography.

Even though this mass was quite large, it was not

palpable. Ultrasonography would probably have

detected the mass, but the computerized tomo-

gram offers a higher degree of specificity in

arriving at the diagnosis and in evaluating the

lesion for planning the operative procedure. Note

in Figures 1 and 2 that the pseudocyst is clearly

visible and that it is adherent to the hilum of

the spleen and splenic blood vessels. This offers

valuable information to the surgeon in that he

will be alerted preoperatively that he must remove

the spleen along with the mass in the pancreas and

the pseudocyst.

Answer: Pseudocyst of the pancreas. r ^
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Public Service Employment Utilized

In State Facilities

Presently the Tennessee Department of Mental

Health and Mental Retardation utilizes 103

public service employment jobs in five of its eight

facilities. These programs are funded under Title

II and Title VI of the Comprehensive Employ-

ment and Training Act made available through

the U. S. Department of Labor.

The CETA programs are necessitated by the

current increase in unemployment and are de-

signed to have immediate impact at the local

level by benefiting both the unemployed and low

income levels outside the major metropolitan

counties. Groups most in need of the services

provided by CETA are veterans, minorities,

women, older workers, welfare recipients, and the

handicapped, and efforts are being made to

employ substantial numbers from these segments

of the population.

The goal of the CETA programs is to reduce

the high unemployment rate through federally

subsidized jobs and to further seek unsubsidized

employment for program participants. Since the

program’s beginning in September, 1977 the

Department of Mental Health and Mental Retar-

dation has transferred 170 participants to regular

state employment. The Department has 82 regu-

lar CETA II and VI positions which are being

used to provide additional direct care to residents

and to provide maintenance and custodial

services.

On July 1, 1977 a CETA Title VI Special

Project was established at Clover Bottom De-

velopmental Center. This project is entitled

“Project Care” and will employ 21 participants.

Project Care proposes that mentally retarded

children can learn from their nonretarded peers

and that the nonhandicapped children’s under-

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville.
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Standing of the problems of the handicapped will

be enhanced if the children are served in an

integrated program.

The project will consist of two program com-

ponents which are presently in the implementa-

tion stage.

The first is the child care component, which will

serve approximately 60 preschool age dependents

of Clover Bottom Developmental Center em-

ployees. A program of day care, socialization, and

preschool training experiences will be provided to

30 children of day shift employees and 30 chil-

dren of second shift employees.

The second component will be a preschool and

infant program serving 12 mentally retarded pre-

school children who are currently enrolled at

Clover Bottom and/or children from the local

community.

After a three-month period of development and

stabilization of each program component the

programs will begin to phase together to an inte-

grated program for handicapped and nonhandi-

capped.

The major goals of this program are (1) at-

tainment of improvement in socialization, self-

help skills, and learning experiences appropriate

to the individualized needs of each handicapped

child enrolled; (2) decreased absenteeism and

employee turnover among employees whose de-

pendents are enrolled; and (3) training of child

care workers with skills in early developmental

learning techniques.

This project will benefit the parents, siblings,

and children participating in the project, the

community at large through the production of

trained child care workers, and the educational

system of the community through the early prep-

aration of children, both handicapped and non-

handicapped, for entry into the educational

system. r ^
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Membership

Soon most of you will be receiving your yearly dues statement for your
county, TMA and AMA dues. How many of you will join your county

society, your TMA, and your AMA? How many of you will not join at

any level of organized medicine?

Whether you are a member or not, the actions at each level of organized

medicine touch your life as a medical practitioner.

Membership in all levels of organized medicine is an essential component
of professional citizenship and, like political citizenship, should not be frag-

mented. Do you want a voice in government only at the city level, only at

the county level, only at the state level, or only at the national level? I’m

sure you would feel disenfranchised if you were deprived of a voice at any

of these levels of government which affect your life.

Citizenship—both political and professional—is not, of course, without

cost. Your dues, your support, your approval, and even your opposition

—

the cost of professional citizenship—are needed at all levels so that organized

medicine will remain an effective force.

Unity—the cornerstone in our foundation, is the way to keep an effective force. Unity has been

the primary concern of all organizations ever since man first discovered the strength of joining to-

gether. Without unity, the strength of the organization declines and we are again reduced to indi-

viduals bickering with one another.

We as physicians unite to conquer disease and treat our patients but tend to fall by the way-

side when it comes to supporting our medical organizations.

In the face of a changing federal government administration whose attitude toward our profession

is ambiguous, we need unity as never before. This means having an American Medical Association

that is buttressed by unified membership. Only the AMA has the facility, the expertise, and the

experience to fight our battles at the national level. The most pertinent example of the damaging

results of disunity that we can see is the plight of British medicine. It is well recognized that if

British physicians had stood united under strong leadership, the British National Health Service

could not have been imposed upon the British people. In this sense, the deterioration of medical care

in Britain may be laid at the feet of the British physicians.

Our membership in organized medicine is growing but we need each and every physician as a

member. We must settle our internal differences and speak with one voice at aU levels of organized

medicine if we are to continue to deal effectively with government, third party payers and others

who would control the practice of medicine.

The rules and regulations of federal and state government bureaucracy exert their effect on the

private practitioner within a few weeks after he has opened his office. For the young physician, lack

of comprehension is often followed by a period of frustration. Unfortunately, some take the attitude

that the future is predestined and that willing compliance is mandatory for survival. If the freedom

of the private practice of medicine is worth anything, it is worth fighting for.

Fortunately, there are many physicians who now feel that the future is not predestined. They

are joining the fight at all levels of organized medicine.

When you receive your 1978 dues statement, I strongly urge you to join all levels of organized

medicine. “Give before it hurts.” To paraphrase a famous quotation, “We must all hang together or

we will surely hang.”

Sincerely,

PRESIDENT

David H. Turner

pie/icienlV
poge



journal of Ihe

lenne//ee
medicol o//ockilion

PUBLISHED MONTHLY

DEVOTED TO THE INTERESTS OF THE MEDICAL
PROFESSION OF TENNESSEE

OFFICE OF PUBLICATION, 112 LOUISE AVENUE,
NASHVILLE, TN 37203

JOHN B. THOMISON, M.D., EDITOR

ADDISON B. SCOVILLE, JR., M.D., ASSOCIATE EDITOR

JEAN WISHNICK, MANAGING EDITOR

Acceptance for mailing at special rate of postage
provided for in Section 1103, Act of October 3, 1917,

authorized July 15, 1932.

Copyright for protection against republication. Journals
of the American Medical Association and of other
state medical associations may feel free to quote

from this Journal whenever they desire
merely giving credit to this publication.

Address papers, discussions and scientific matter to

John B. Thomison, M.D., Editor, P.O. Box 70,

Nashville, TN 37202
Address organizational matters to L. Hadley Williams,
Executive Dir., 112 Louise Avenue, Nashville, TN 37203

COMMITTEE ON SCIENTIFIC AFFAIRS

OSCAR M. McCALLUM, M.D., Chairman, Henderson
CHARLES E. ALLEN, M.D., Johnson City

WINSTON P. CAINE, JR., M.D., Chattanooga
GERALD I. PLITMAN, M.D., Memphis
W. A. SPICKARD, M.D., Nashville
JOHN B. THOMISON, M.D., Nashville, Ex-Officio

NOVEMBER, 1977

ediloliol/

Thanksgiving

For eyes to see the red and gold

Of Autumn leaves, and all

The glories of the universe—we praise

And thank Thee, Lord.

For hands that work to heal the sick

And bring relief with gentle touch

For those in sorrow or in need,

We thank Thee, Lord.
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For tongues that speak—O, let them speak
To comfort only, not to hurt

—

Direct them, as we bow the knee
To thank Thee, Lord.

The little feet that walked around
Behind me as I worked and played,

Now grown, they walk the ways of healing, too.

For land in which one still is free

To choose his goals and follow on,

We thank Thee, Lord.

For love that crept almost unknown
Into a manger long ago

—

The Singer and the Song, and Life and Light
Dead upon a Roman cross. And so

Because you came and died, but rose again
We thank Thee, Lord.

This one day we set aside

To praise and thank Thee, Lord.

Each day should be Thanksgiving day.

Forgive ingratitude, we pray.

Forgive as we repent, and send

Thy blessings on this people. Lord.

J.B.T.

Man Should Bite Dog

Skokie, R.I.P.

A crowd of people, mostly children, were run-

ning pell-mell down the street, and as they got

closer it became clear they were frightened

—

very badly frightened. A few barking dogs tagged
along the outskirts, and one little yellow dog
was barking along behind. Though it appeared
at first he was being left, it finally turned out

that, incongruously, he was the cause of all the

commotion.

“Help! Police! Mad dog! Mad dog!” screamed
the breathless children. “Call the police!”

And sure enough, there he came—ears laid

flat, eyes rolled back in his head, red tongue
lolling. From it froth trailed out to fleck his

coat. Obviously mad. Anybody could tell that.

They were approaching a comer where a

policeman stood, and he was drawing his gun to

end the demonstration when a man stepped out

and said, “You can’t do that! You’ll violate his

civil rights!”

“Just who the hell do you think you are?” the

policeman shouted, cocking his revolver.
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“rm a lawyer from the Civil Liberties Union

(CLU to you), that’s who, and I’m here to see

you don’t violate that animal’s civil rights.”

“But he’s going to hurt somebody! They might

even get hydrophobia!”

“Well, he hasn’t hurt anybody yet, and you

can’t shoot him. I’ll have you in court if you do!”

The crowd hadn’t stopped to listen to the con-

versation, and by that time had gone on past.

One by one the children—and dogs—cut out and

ran into their homes, finally leaving only the

yellow dog, the policeman, and the CLU lawyer,

who stood glaring at one another. The dog

obviously hadn’t decided what to do next, and

the policeman looked defeated.

“Now, who is responsible for this animal?”

asked the lawyer. The silence was deafening.

“Since no one is responsible for him, and since

in his condition he obviously isn’t responsible

himself, maybe we could run him in—sort of

protective custody, you might say,” ventured the

policeman.

About that time the dog wagon from the health

department, called by an anxious parent, drove

up to take the dog to the pound, but the CLU
lawyer went through his act again. The dog,

having lost his audience, was chasing his tail.

Finally someone got a judge to issue an in-

junction to prevent the dog from demonstrating

without a permit, and, at the lawyer’s insistance,

to prevent the dog’s being harmed until the matter

was settled. The dog catcher moved in to re-

move the animal from the street, but the dog had

other ideas, and managed to bite the CLU lawyer,

who began screaming, “Shoot the s-o-a-b!” But

of course the policeman’s hands were tied.

The dog died, and at autopsy it was found he

had a swastika tattooed beneath his tail. The

lawyer got rabies and died, too, and he didn’t.

But he should have.

J.B.T.

'^hianks^tlimg

Edgar L. Austin, age 51. Died September 7, 1977.

Graduate of University of Tennessee School of Med-
icine. Member of Memphis and Shelby County

Medical Society.

neui membcf/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

BLOUNT COUNTY MEDICAL SOCIETY
Marvin J. Beard, M.D., Maryville

CHATTANOOGA & HAMILTON COUNTY
MEDICAL SOCIETY
Richard W. Donaldson, M.D., Chattanooga

Jack J. Messina, M.D., Chattanooga

George Z. Seiters, Jr., M.D., Chattanooga
Norman L. Stahl, M.D., Chattanooga

MEMPHIS AND SHELBY COUNTY MEDICAL
SOCIETY
James R. Allen, M.D., Memphis
James L. Boswell, M.D., Memphis
Sheldon B. Korones, M.D., Memphis
Louis S. Purvey, M.D., Memphis
Martin L. Pinstein, M.D., Memphis
Randall L. Scott, M.D., Memphis
Daniel K. Westmoreland, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Warren R. Berrie, M.D., Nashville

Kodihalli P. Channabasappa, M.D., Madison
John L. Davis, M.D., Nashville

Alan C. Dopp, M.D., Nashville

Joh7^ D. Franklin, M.D., Nashville

David M. Glassford, Jr., M.D., Nashville

Robert E. Hardy, M.D., Nashville

Craig R. Heim, M.D., Nashville

Douglas C. Henry, M.D., Nashville

William R. Huffman, M.D., Nashville

Joseph C. Jones, M.D., Nashville

James A. Loveless, Jr., M.D., Nashville

Joseph L. Mulherin, Jr., M.D., Nashville

H. Clay Newsome, HI, M.D., Nashville

Lowell W. Rogers, M.D., Nashville

Harrison J. Shull, Jr., M.D., Nashville

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
Richard J. Moore, M.D., Oak Ridge

John W. Welch, M.D., Oak Ridge

WEST TENNESSEE CONSOLIDATED
COUNTY MEDICAL SOCIETY
Arthur M. Woods, M.D., Jackson

NOVEMBER, 1977 841



pcf/oncil ficul/

Albert L. Cooper, M.D., Shelbyville, who has retired

from active practice after 41 years, was honored
with the presentation of a resolution from the medi-
cal staff of Bedford County General Hospital, in

appreciation of his many contributions to the field

of general practice. The resolution notes that Dr.

Cooper has been appointed to a lifetime honorary
medical staff membership and has been elected a

lifetime emeritus secretary of the medical staff of

Bedford County General Hospital and Nursing
Home.

Thomas G. Dorrity, M.D., Memphis, president of

the Memphis and Shelby County Medical Society

and chief of staff at Methodist Hospital, received

the Civitan Club’s Americanism Award, which is

presented each year on the basis of patriotism, good
citizenship, and practice of the American way of life.

Howard A. Farrar, M.D., Manchester, was honored
at an open house celebrating his 40 years of medical

practice in Coffee County.

Charles J. Harkrader, M.D., Bristol, was honored by

Bristol Memorial Hospital upon his retirement after

28 years of private practice.

Alvin J. Ingram, M.D., Memphis, was presented a

plaque of appreciation by the Tennessee Crippled

Children’s Service in recognition of 17 years of ser-

vice as chairman of their medical advisory commit-

tee and over 30 years of service as a participating

orthopedic surgeon for their organization.

John Lesher, M.D., Knoxville, has been elected chair-

man of the board of Park West Hospital.

Newly elected officers of the Nashville unit of the

American Cancer Society are /. Armistead Nelson,

M.D., president; and Steven Stroup, M.D., vice-

president.

Robert S. Sanders, M.D., director of the Rutherford

County Health Department, Murfreesboro, and chair-

man of the Accident Prevention Committee, Ten-

nessee Chapter, American Academy of Pediatrics,

was presented a Certificate Award by the Council

on Child Health, American Academy of Pediatrics.

This award honors his efforts and that of other

Tennessee pediatricians in securing passage of House
Bill 300, the Tennessee Child Passenger Protection

Act, enacted by this 1977 Tennessee General As-

sembly.

John B. Thomison, M.D., Nashville, has been elected

president of the American Cancer Society, Tennes-

see Division. John L. Sawyers, M.D., Nashville, has

been elected chairman of the society’s executive

committee.
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Nashville Academy of Medicine

Cost Containment—The Academy played a lead-

ing role in a public hearing on “Cost Containment”
held on Sept. 26 by the Statewide Health Coordi-

nating Council. In the Academy’s statement were
general observations on the complex causes of the

increasing national expenditure for medical care and
the following positive recommendations; (1) that

physicians consciously consider the cost-benefit ratio;

(2) that Medicaid and Medicare reimbursement

policies be reevaluated and restructured to reflect

realistic costs for services; (3) that private health

insurers consider coverage for more outpatient ser-

vices (in order to decrease costly over-utilization of

hospital inpatient services) with increased deductibles

and/or co-payments; and (4) that health planning

agencies, such as the Health Systems Agencies, ac-

tively seek and include physician participation in

decisions that affect the quality and cost of health

care.

Maury County Medical Society

The Maury County Medical Society met at the

Graymere Country Club on Oct. 3, 1977, with 36

physicians in attendance. Dr. Samuel Marney lec-

tured on “Trigger Mechanisms of Asthma and New
Drug Therapy for Asthma.” Dr. Tom Dake, vice-

president of the society, presided over the business

meeting.

iMiliofiol new/

From the AMA’s Office in Washington, D.C.

Health Legislation Stalled

Burdened heavily with administration energy pro-

posals and tax reform measures the first session of

the 95th Congress staggers toward adjournment with

a number of important health bills still far from

resolved.

Among these important health bills are the Hospi-

tal Cost Containment Plan; the Health, Education

and Welfare Appropriation; a sweeping overhaul of

Federal Drug Administration procedures; Medicare

and Medicaid amendments; new federal controls

over clinical laboratories; aid for rural health clinics;

guidelines for genetic research; easing required U.S.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



medical school admission of foreign medical grad-

uates; postponing the proposed saccharin ban;

amending the black lung and renal disease pro-

grams; expanded aid for maternal and child health

care; continued higher pay for federal and military

physicians; and excuse from income tax of federal

medical scholarship income.

Anti-Fraud Legislation Seems Assured

However, the Medicare-Medicaid anti-fraud and
abuse bill has won overwhelming House approval

on the way to expected final passage this year.

Stricken from the measure was a provision to guar-

antee medical records privacy.

The bill, cleared by a 362-5 vote, vaults Profes-

sional Standards Review Organizations (PSROs) into

major monitoring bodies to detect fraud and abuse
in federal health programs.

The legislation also directs HEW to develop
ambulatory care review methodologies for PSRO use;

directs HEW to require capable PSROs to under-

take ambulatory care review within two years after

designation as a PSRO; and makes “competent”
PSRO reviews of services conclusive for purposes

of federal payment, if the PSRO has entered into

a memorandum of understanding.

Fraud and abuse information detected by a PSRO
would be provided to federal and state investigative

agencies. Patient records in the PSRO would not,

however, be subject to subpoena or discovery pro-

ceedings in a civil action.

Other provisions of the bill provide

• increased Medicare penalties by upgrading

fraudulent acts from misdemeanors to felonies;

• suspension from participation in Medicare and
Medicaid for practitioners convicted of a crim-

inal offense related to involvement in Medicare
or Medicaid;

• annual disclosure by Medicare and Medicaid
institutional providers of the identity of any
person with a 5% or more ownership in the

institution;

• authority for subpoenas for information and
review of Social Security health programs.

The bill, worked out jointly by the House Ways
and Means and House Commerce Committees, also

requires HEW to establish uniform reporting sys-

tems for health services institutions.

Patient Records Confidentiality Urged

Hearings earlier on the Senate version of the

House-passed Medicare-Medicaid anti-fraud and
abuse bill drew testimony from the AMA as to the

importance of providing strong safeguards against

the abuse of the confidentiality of patient records.

Testifying before the Senate Finance Subcommittee

on Health, Robert B. Hunter, M.D., chairman of

the AMA Board of Trustees, said “Inappropriate

distribution of individual medical records adversely

affects the individual’s constitutionally protected right

of privacy.”

Dr. Hunter supported a provision approved by the

House Commerce Committee that prohibits PSROs
from disclosing to the government PSRO records

on individual patients not covered by federal pro-

grams without their written consent.

Dr. Hunter said the success of the patient-

physician relationship depends to a great extent on

the willingness of the patient to discuss freely with

his physican all subjects relating to individual health

no matter how personal or sensitive. “Should either

party feel that this information, discussed privately,

will become a matter of public record, the founda-

tion of the patient-physician relationship would be

irreparably harmed.”

Health Resources Allocation Outlined

HEW has issued detailed guidelines for health

planners that included a goal of fewer than four

hospital beds per 1,000 population.

“The guidelines will help put brakes on construc-

tion of new hospital bed space and high-cost specialty

services such as open-heart surgery and computerized

x-ray scanning,” said HEW Secretary Joseph

Califano.

The proposals, which are not final, would immerse

the federal government deeply into allocation of

health resources in communities and regions across

the nation.

Regional Health Systems Agencies, provided in

the Health Planning Law and challenged in court

by the AMA, not only are told to aim for a four

per 1 ,000 bed ratio, but in later years “will be

required to indicate how they will reach a bed pop-

ulation ratio of 3.7 per 1,000,” according to HEW.
The current national average is 4.4 beds per

1,000 population. The reductions proposed by HEW
would eliminate some 100,000 beds of the present

one million beds over the next seven years. The
number of beds at present “is significantly in excess

of what is actually needed . . . and contributes to

the high cost of hospital care with little or no rec-

ognizable health benefits,” said HEW.
The guidelines propose that there should be an

average annual occupancy rate of at least 80% for

all nonfederal, short-term hospital beds except under

extraordinary circumstances. Exceptions would in-

clude small rural hospitals and facilities in areas

with large seasonal changes in population.

The 205 local health systems agencies were also

advised on obstetrical services, pediatric inpatient

services, neonatal intensive care units, open-heart

surgery, cardiac catheterization units, radiation

therapy, computed tomographic scanners, and end-

stage renal disease.

A spokesman for the AHA commented that the

proposals were too detailed and would provide less

flexibility for local planning agencies if Congress
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grants HEW the power to put them into effect.

However, three members of the Senate Human
Resources Subcommittee on Health—Sens. Edward
Kennedy (D-Mass.), Jacob Javits (R-N.Y.), and
Richard Schweiker (R-Pa.)—wrote Secretary Cali-

fano that they were “pleased that HEW has ‘bitten

the bullet’.” The time has come, they said, “to

set numerical standards.”

If the recommendations were accomplished, HEW
officials said, the nation would save more than $2

billion annually. HEW pins its hopes for the guide-

lines on Congress approving a law giving the federal

government more teeth over localities in enforcing

and mandating standards. The planning law comes

before Congress for extension and revision next

year.

In addition to the number of beds and occupancy

rate recommendations, here is what the proposed

regs set forth:

• Obstetrical services: There should be at least

2,000 deliveries annually in an obstetrical unit

located in an area with a population of 100,000

or more and at least 500 deliveries in any unit

located in an area with a smaller population.

“In view of declining birth rates and the mounting

underutilization of obstetrical beds, obstetrical stan-

dards for the minimum number of deliveries and

occupancy rates are designed to discourage unneces-

sary duplication and inappropriate proliferation of

services, and to maintain quality of care,” said

HEW.
• Pediatric inpatient services; There should be a

minimum of 20 beds in a pediatric unit, except
in rural areas.

Pediatric units should maintain average annual
occupancy rates related to the number of pediatric

beds (exclusive of neonatal intensive care units) in

the facility. For a facility with 20-39 pediatric beds,

the average annual occupancy rate should be at least

65%; for a facility with 40-79 pediatric beds, the

average annual occupancy rate should be at least

75%; for facilities with 80 or more pediatric beds,

the average annual occupancy rate should be at

least 80%.
• Neonatal intensive care units; The total num-

ber of neonatal intensive care beds should not
exceed four per thousand live births per year

in a defined neonatal service area. A single

neonatal intensive care unit should contain a

minimum of 20 beds.

• Open-heart surgery: There should be a mini-

mum of 200 procedures performed annually in

any institution in which open-heart surgery is

performed. No new open-heart units should be
opened unless each existing or previously ap-

proved unit in the health service area (or areas)

to be served is operating and is expected to

continue to operate at a minimum of 350 open-

heart surgery cases per year.

• Cardiac catheterization; There should be a

minimum of 300 procedures (intracardiac and/

or coronary artery catheterization) performed

annually in any adult cardiac catheterization

unit plus a minimum of 150 cardiac catheteriza-

tions performed annually in any pediatric car-

diac catheterization unit. No new cardiac cathe-

terization units should be opened in any facil-

ity not performing open-heart surgery. No new
adult cardiac catheterization units should be
opened unless the projected number of studies

per year is greater than 500.

• Radiation therapy; A megavoltage radiation

therapy unit should serve a population of at

least 150,000 persons or at least 450 new can-

cer cases per year. No new megavoltage units

should be opened unless each existing or ap-

proved megavoltage unit in the health service

area(s) is performing and is expected to con-

tinue to perform at least 7,500 treatments per

year.

• Computerized tomographic scanners: Computer-
ized tomographic scanner (head and body)

should operate at a minimum of 2,500 patient

procedures per year. There should be no CT
scanners approved unless each existing or ap-

proved CT scanner in the service area is per-

forming at a rate greater than 4,000 patient

procedures per year.

• End-stage renal disease: The health systems

plans established by HSAs should be consistent

with standards and procedures contained in the

HEW regulations governing conditions for cov-

erage of suppliers of end-stage renal disease

services.

NHI Hearings Scheduled

At a request of President Carter, the HEW De-

partment is developing recommendations for a na-

tional health insurance (NHI) proposal to be intro-

duced into the Congress early next year.

In order to obtain a wide range of views on NHI,

Secretary Califano has asked each of the HEW
regional offices to solicit the views and recommenda-

tions of concerned citizens in their area.

The AMA via state medical societies has en-

couraged selected physicians to attend some 100

scheduled meetings across the country in order to

present the viewpoints of the medical profession.

Corrected Medicare Payments

List Issued

Eight months after publication of a botched list

of physicians receiving substantial Medicare pay-

ments in 1975, the government has published a new
list reworked from top to bottom. After a protest

last spring from the AMA over the high error rate,

HEW Secretary Califano apologized and promised

release of a corrected list.

Last March, responding to requests from the news
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media, HEW printed the names and amounts re-

ceived of 409 physicians and 1,750 groups that did

more than $100,000 of Medicare business in 1975,

The Freedom of Information Law compelled this

disclosure, HEW said.

The AMA checked the original list and found, in

a sizable sample, an error rate of more than 60%.

HEW officials have announced that next time they

wilt list all physicans who received any Medicare

payments at all in 1976. Estimated costs to the

government of preparing this annual listing is from

$700,000 to $1 million at the start and some
$300,000 annually afterward. No estimates have been

made of how much added cost would fall on the

carriers who have prime responsibility for gathering

such data.

HEW Regulations Overhaul Begins

“Operation Common wSense” to make readable the

6,000 pages of HEW Department regulations has

been launched by HEW Secretary Califano.

Along the way some provisions will be eliminated

in the “top-to-bottom” overhaul that will take years,

Califano said.

“Long complicated regulations, often taking years

to issue, have too long been the hallmark of the

federal government in general and this department

in particular,” Califano said. “The President has

vigorously declared his desire to see shorter, clearer

regulations issued in timely fashion. I am determined

that this department lead the federal government in

the direction charted by the President.”

Forty-five pages of material were issued to the

press to explain Operation Common Sense. In reply

to a question about this from a reporter, Califano

said with a smile that sometimes clarity isn’t served

by brevity.

The government has proposed regulations to

strengthen the Medicaid child health screening pro-

gram (EPSDT).

The regulations set forth by the Health Care

Financing Administration (HCFA) clarify and up-

date existing provisions dealing with penalties for

states that fail to comply and the method used in

carrying out the screening of children. One purpose

is to give states greater flexibility in administering

the plan.

HCFA said “States have a responsibility to pro-

vide scheduling assistance, transportation, and follow-

up services to eligibles in order to remove significant

obstacles that program experience clearly indicates

eligibles generally have in obtaining EPSDT ser-

vices.”

The regulation adds immunization to the screening

package rather than as an item to be determined

for treatment later.

NHI Assistant Named by HEW
Named special assistant for national health insur-

ance at the HEW Department is James Mongan,
M.D., a top staff member of the Senate Finance

Subcommittee on Health.

Dr. Mongan was selected by HEW for the new
post where the physician will report to Secretary

Califano and to Assistant Secretary for Health

Julius Richmond, M.D. In announcing the selection,

Califano said “I am confident that NHI will emerge

as the premier domestic accomplishment of the Car-

ter administration.”

Dr. Mongan, formerly of San Francisco, was a

public health service physician before joining the

Finance Committee staff seven years ago.

In another HEW Department personnel move, M.
Keith Weikel, Ph.D., acting director of the Medicaid

Bureau, is resigning to take a post outside of govern-

ment. r ^

announccmenl/

CALENDAR OF MEETINGS

Nov. 28-

Dec. 1

Nov. 29-

Dec. 4

Nov. 30-

Dec. 3

Dec. 3-8

Dec. 4-7

Dec. 5-7

Dec. 7-11

Dec. 10-13

Dec. 14-17

Jan. 11-14

Jan. 11-14

NATIONAL

1977

American Heart Association, Fontaine-

bleau Hotel, Miami Beach

International College of Surgeons (U.S.

Section), Fairmont and Roosevelt Ho-
tels, New Orleans

American Medical Women’s Associ-

ation, Marriott Hotel, Denver

American Academy of Dermatology,
Convention Center, Dallas

AMA House of Delegates Interim

Meeting, Palmer House, Chicago

Southern Surgical Association, The
Homestead, Hot Springs, Virginia

American Medical Tennis Association,

The Smoke Tree Ranch, Palm Springs,

California

AMA Winter Scientific Meeting, Fon-
tainebleau Hotel, Miami Beach

West Coast Allergy Society, Camelback
Inn, Scottsdale, Arizona

1978

National Symposium on Head and
Neck Cancer, San Francisco Hilton

Hotel, San Francisco

Nuclear Medicine—Ultrasound—Com-
puterized Tomography, A Confronta-

tion, Disneyland Hotel, Anaheim, Cali-

fornia
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Jan. 15-19

Jan. 22-26

Jan. 23-25

Jan. 23-27

Pan American Cancer Cytology Con-

gress, Caesar’s Palace, Las Vegas

Mid-Winter Clinical Convention In

Ophthalmology and Otolaryngology,

Los Angeles

Society of Thoracic Surgeons, Sheraton

Twin Towers, Orlando, Florida

Southern Clinical Neurological Society,

El Conquistador Hotel, Las Croabas,

Puerto Rico

Jan. 25-28 Southern Society for Pediatric Research

Braniff Place, New Orleans

Jan. 28- American Society of Contemporary

Feb. 3 Medicine and Surgery, Americana Ho-

tel, Bal Harbour, Florida

ACUPUNCTURE SOCIETY OF
TENNESSEE

Cordially invites physicians interested in

Acupuncture Research or Practice to

their next scheduled meeting.

December 7, 1977

at

210 25th Avenue, North

Suite 1218

Nashville, Tennessee 37203

For information call (615) 329-3300.
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rmfl conlifiuino mcdkcil
ccluccition opportunUic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology
Dermatology
Diabetes
Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology
Oncology
Orthopedics

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
.W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Robert Oldham, M.D.
Paul W. Griffin, M.D.

Pathology
Pediatrics

Psychiatry

Radiology A. Everette

Renal Diseases

Rheumatology
Surgery

Cancer Chemotherapy
General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation
Thoracic & Cardiac
Urology

William H. Hartmaim, M.D.
David T. Karzon, M.D.

. Marc H. HoUender, M.D.
James, Jr., Sc.M., J.D., M.D.

H. Earl Ginn, M.D.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.

. William F. Meacham, M.D.
James H. Elliott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.

John B. Lynch, M.D.
Robert E. Richie, M.D.

Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing

Dec. 2-3

Jan. 27

March 5-10

March 17-18

March 22-24

March 27

April 19-21

April 21

April 22

April 27

April 28-29

Spring, 1978

May 18-19

Education Schedule 1977-78

What’s New in Obstetrics for Physi-

cians? (10 hours)

Annual L. W. Edwards Memorial

Lecture (1 hour)

Radiology Update 1978 (23 hours)

Annual Meeting, Southern Society of

Physical Medicine and Rehabilitation

Clinical Endocrinology (21 hours)

7th Annual James C. Overall Visiting

Lectureship—Pediatric Pulmonary

Legal Aspects of Radiology (co-spon-

sored by School of Law)

Annual Barney Brooks Lectureship in

Surgery (1 hour)

Annual Scott Surgical Society Lecture-

ship

Annual Frank E. Luton Lecture in

Psychiatry (1 hour)

Symposium on Clinical Gynecology

Update in Management of Urologic

Malignancies—Annual Cancer Sym-

posium (12 hours)

17th Annual Seminar in Psychiatry

(for nonpsychiatrists)
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May, 1978 Postgraduate Course in Allergy

May, 1978 Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)

July 6-9 Contemporary Clinical Neurology,

Hilton Head, S.C. (16 hours)

For information contact: Vanderbilt Continuing

Education. 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Continuing Education Schedule 1977-78

Dec. 10-11

Jan. 17

Mar. 2-3

Mar. 20-23

Mar. 21

Apr. 14-15

Apr. 18

May 4-6

May 16

June 14-20

Basic Clinical Genetics—Las Vegas

Prophylactic or Preventive Antibiotic

Usage—McMinn-Monroe County Med-
ical Society

Clinical Orthopedics—Chattanooga

Diagnostic Radiology for Emergency &
Family Physicians—Lake Tahoe, NV
Respiratory Infections— McMinn-
Monroe County Medical Society

Pediatric Course—Chattanooga

Postsurgical Infections—McMinn-
Monroe County Medical Society

Basic Cardiology—EKGs & Therapy
for the Primary Care Physician

—

Chattanooga

Helminthic & Parasitic Infections Re-

quiring Intermediate Hosts—McMinn-
Monroe County Medical Society

OB/GYN Course—Humacao, Puerto

Rico

For information contact: LeRoy J. Pickles, Direc-

tor, Continuing Medical Education, Suite 400, 921

E. 3rd St., Chattanooga, TN 37403, Tel. (615)
756-3370.

EAST TENNESSSEE
CHILDREN’S HOSPITAL

April 18-19 A Day and One Half of Practical

Pediatrics

May 2-3 Pediatric Infectious Diseases

For information contact; Karen Lee Shields.

Committee on Continuing Medical Education, East

Tennessee Children’s Hospital, 2018 Clinch Ave..

Knoxville, TN 37916.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY
Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy

and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week

of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule 1977-78

Jan. 11-13 Medical Ethics—Galt House, Louis-

ville, Ky. (Co-sponsored by Univer-

sity of Louisville.) Credit: 17 hours

AMA Category 1.

Feb. 3-4 Burn Symposium—Hyatt Regency

Lexington, Lexington, Ky. Credit: 9

hours AMA Category 1. Fee: physi-

cians, $75; nurses and physical ther-

apists, $35.

Feb. 19-24 Eighth Family Medicine Review: Ses-

sion III—Hyatt Regency Lexington,

Lexington, Ky. Credit: 50 hours AMA
Category 1 and AAFP. Fee: $295.

April 18-25 Controversies in Care (Obstetrics &
Gynecology)—Location: Maui, Ha-

waii (leaving from Cincinnati, Ohio).

Credit: 30 hours AMA Category 1.

Fee: $850.

For information contact: Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, KY 40506.

MEDICAL COLLEGE OF GEORGIA
Dec. 6 Diabetes Mellitus

Jan. 3 Cardiology

Feb. 7 Pediatrics

Mar. 7 Metabolic Diseases

Apr. 4 Gastroenterology

May 2 Orthopedics and Pathology

For information contact: Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30901.
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XYTEX CORPORATION

Human Infertility Course

Dec. 9-10 Symposium in Human Infertility—At-

lanta Marriott Hotel, Atlanta. Fee:

$125.

For information write: XYTEX Corporation,

1519A Laney Walker Blvd., Augusta, GA 30904.

BOWMAN GRAY
SCHOOL OF MEDICINE

M.D., Maine Medical Center, Port-

land, Oregon.

Accidental Hypothermia: A Considera-
tion and a Priority—with Cameron C.
Bangs, M.D., Willamette Falls Com-
munity Hospital, Oregon City; and
University of Oregon Health Science
Center, Portland, Oregon.

Recent Advances in the Management
of Peptic Ulcer Disease—with Henry
J. Binder, M.D., Yale University School
of Medicine, New Haven, Connecti-
cut.

Courses in Ultrasound

Two eight-week postgraduate courses in sonic

medicine at Bowman Gray School of Medicine will

be offered on the following dates: Jan. 9-March 3

and April 3-May 26, 1978. Credit: 30 hours per

week in AMA Category 1. Two additional two-day

real time courses are offered for obstetricians on

March 9-10 and June 1-2, 1978. Credit: 10 hours

per day in AMA Category 1.

For information contact: James F. Martin, M.D.,

Director, Center for Ultrasound, Bowman Gray
School of Medicine, Winston-Salem, NC 27103.

OF SPECIAL INTEREST

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Nov. 14-27 Electromyographic Testing for Neuro-
muscular and Other Diseases—with

David Campion, M.D., UCLA Institute

of Rehabilitative and Chronic Diseases,

Los Angeles.

Criteria for Elective Plastic Surgery

—

with Edgar P. Berry, M.D., chief of

plastic surgery, Lennox Hill Hospital,

New York.

AMERICAN COLLEGE OF PHYSICIANS

A comprehensive schedule of continuing medical
education activities for a 12-month period beginning
in August, 1977, includes regional meetings and post-
graduate courses to be held at various locations
throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four
days, are designed for practicing internists and phy-
sicians in related fields. They bring new develop-
ments in the basic sciences and clinical medicine
from major research centers to internists who are
unable to travel to medical meetings outside of
their state, and also provide a vehicle for local
physicians to report to their colleagues on investi-
gative work and clinical experiences in the wide
scope of subject areas included in the practice of
internal medicine.

The ACP Postgraduate Courses provide the op-
portunity for in-depth study in fields covered by
internal medicine and its subspecialties. Averaging
three to five days, they are directed toward prac-
ticing physicians and are presented in association
with medical schools and other teaching institutions.

For information and registration contact: Regis-
trar, Postgraduate Courses, ACP, 4200 Pine St.
Philadelphia, PA 19104.

Regional Meetings

Arthritis in Childhood—with Bernhard

H. Singsen, M.D., Department of Pedi-

atric Rheumatology, Children’s Hospital

of Los Angeles.

Nov. 28- Angina Pectoris: Diagnosis and Man-
Dec. 11 agement (a three-part telecourse on the

differential diagnosis of angina pecto-

ris)—with Michael V. Herman, M.D.,
chief of cardiology. Department of

Medicine, Mount Sinai Hospital and

School of Medicine, New York City.

Dec. 12-25 The Initial Management of Multiple

Trauma—with Clement A. Hiebert,

See September 1977 issue for complete
1977-1978 listing

Postgraduate Courses

See September 1977 issue for complete
1977-1978 listing

Dec. 5-8 Controversies in Gastroenterology

—

Philadelphia

Dec. 5-9 Advances in Diagnosis and Treatment
in Clinical Medicine—Los Angeles

Dec. 5-9 Fluid and Electrolyte Balance, Hyper-
tension and Renal Disease—Chicago
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Jan. 9-13 Contemporary Internal Medicine—New
York

Jan. 9-13 Workshops in the Pathophysiology,

Diagnosis and Treatment of Electrolyte

and Acid-Base Disorders—Philadelphia

Jan. 18-20 Problems in Clinical Endocrinology

—

Seattle

Jan. 24-27 Present Concepts in Internal Medicine

—San Francisco

AMERICAN SOCIETY OF
CONTEMPORARY MEDICINE AND

SURGERY
Jan. 30- 13th Annual Scientific Assembly

—

Feb. 4 Americana Hotel, Miami Beach. Credit:

40 hours AMA Category 1.

For information contact: John G. Bellows, M.D.,
Ph.D., Director, 6 N. Michigan Ave., Chicago, IL
60602, Tel. (312) 236-4673.

Feb. 27-

Mar. 3

Feb. 28-

Mar. 2

4th Stanford-Palo Alto Medical Re-

search Foundation Winter Course in

Infectious Diseases at Sun Valley

—

Sun Valley, Idaho

Clinical Oncology for the General

Internist—Denver

ST. FRANCIS HOSPITAL
MIAMI BEACH, FLORIDA

Pediatric Dermatology Seminar & Cruise

Feb. 23-26 Pediatric Dermatology Seminar—Kon-
over Hotel, Miami Beach. Credit: 12

hours AMA Category 1 and AAD,
AAFP prescribed. Fee: physicians,

$150; in training, $100.

Feb. 26- Post Convention Flight-Cruise to South

March 5 America and the Caribbean. Credit: 12

hours AMA Category 1 and AAFP,
AAD prescribed. Fee: $795.

For information contact: Guinter Kahn, M.D.,

16800 N.W. 2nd Ave., Suite 401, N. Miami Beach,

FL 33169.

GEORGETOWN UNIVERSITY
SCHOOL OF MEDICINE

Jan. 23-26 Clinical Cardiology Conference 1978

—

Southampton Princess Hotel, Golf,

Beach and Tennis Club, Hamilton,

Bermuda. Credit: 20 hours AMA Cate-

gory 1 and up to 23 hours AAFP elec-

tive. Fee: $250.

For information contact: Office of Continuing

Education, Georgetown University School of Medi-
cine, Kober-Cogan Room 412, 3800 Reservoir Road,

N.W., Washington, DC 20007.

AMERICAN THORACIC SOCIETY

_______ O^LOUISIANA _
Jan. 23-27 3rd Annual New Orleans International

“Mardi Gras” SUPERCOURSE(c) on
lung disease—Braniff Place Hotel, New
Orleans. Credit: AMA Category 1 and
AAFP. Fee: $185.

Jan. 23-27 10th Annual National “Respiratory Dis-

ease Care Course” [in conjunction with

SUPERCOURSE(c)]

Jan. 24-27 14th Annual International “Pulmonary
Function in Health and Disease Course”

[in conjunction with SUPERCOURSE
(c)]

Jan. 24-27 7th Annual National “Pediatric Pul-

monary Course” [in conjunction with

SUPERCOURSE (c)]

For information contact: ATS of Louisiana, 333

St. Charles Ave., Suite 500, New Orleans, LA 70130.

AMERICAN COLLEGE
OF CHEST PHYSICIANS

Nov. 28-30 Clearing the Respiratory Tract—Physi-

opathology and Therapeutics— New
York Sheraton, New York. Credit: 20

hours AMA Category 1. Fee: ACCP
members, $165; non-member physi-

cians, $185; residents, nurses, thera-

pists, $145.

For information contact: Dale E. Braddy, MS,
Director of Education, ACCP, 911 Busse Hwy.,
Park Ridge. IL 60068.

BETH ISRAEL HOSPITAL
DENVER, COLORADO

See August 1977 issue for listing
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FELLOWSHIP HALL

TREATMENT AND LEARNING CENTER For

ALCOHOL RELATED PROBLEMS
A PRIVATE NON-PROFIT PSYCHIATRIC HOSPITAL, THE ONLY ONE OF ITS KIND IN THE SOUTHEAST

Infirmary; A medical

doctor and registered

nurses provide 24-hour

medical care in a fully

equipped infirmary.

JCAH
ACCREDITED

Meditation T rail : A nature trail for hiking

and meditation winds through nearly a

mile of beautifully wooded area.

Fellowship Hall's purpose is to

provide effective therapy in a

relaxed, wholesome atmosphere for

the man or woman who has

developed a drinking problem.
Counseling: Individual

counseling and Group therapy

are provided for the family

as well as the guests.

Bedroom ; Attractive,

comfortable accommodations

are provided for both male and

female guests.

FELLOWSHIP HALL /ivc

R O. Box 6929 • Greensboro, N. C. 27405 • 919-621-3381

Located off U.S. Hwy. No. 29 at Hicone Road Exit, 6V2 miles north of downtown Greensboro, N. C.

Convenient to I-85, 1-40, U.S. 421
,
U.S. 220, and the Greensboro Regional Airport.

Round trip air fare from Nashville, Tennessee — $1 14.00

-ELLOWSHIP HALL WILL ARRANGE CONNECTION WITH COMMERCIAL TRANSPORTATION
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Medicaid Doctors Work Harder

And Earn Less, AMA Reports

Medicaid doctors may work harder and earn less

money than physicians who treat relatively few
Medicaid patients, an AMA study reveals.

An analysis of data from the AMA’s Tenth Peri-

odic Survey of Physicians, a random sample of

5,288 physicians practicing in the United States,

determined that physicians with a higher proportion

of Medicaid-eligible patients in their practices earned

an average of $51,283 in 1974, while physicians

treating fewer Medicaid-eligible patients had an
average net income of $53,142. Also, physicians

with high Medicaid-eligible practices reported an

average of 139.6 patient visits per week, while doc-

tors seeing few Medicaid-eligible patients averaged

128 visits per week.

A comparison of average fees charged for four

basic procedures shows that doctors treating more
Medicaid-eligible patients charge lower fees than

do physicians with fewer Medicaid-eligible patients.

The initial office visit charge of the Medicaid doc-

tor, for instance, was $19.67 in 1975, while the

fee for a first office visit of other doctors was
$22.27. For the annual physical examination, Medic-

aid doctors charged an average of $22.90, while

others charged $25.67.

Physicians whose practices include a relatively

greater proportion of Medicaid-eligible patients tend

to be younger, are slightly less experienced, are

more likely to be graduates of foreign medical

schools, and are less likely to be board certified,

the survey found.

On the average, Medicaid-eligible patients as a

whole represent 16.7% of the patients of Ameri-

can doctors. But most of them are seen by a mi-

nority of the doctors. More than half of all phy-

sicians report Medicaid-eligible patients are less than

10% of their practice, and three fourths of doctors

report less than 20% of their patients are Medicaid-

eligible. On the other hand, 5% of the doctors report

having 50% or more Medicaid-eligible patients.

Accidental Poisoning of Actress

Brings Change in Diet

Supplement Regulations

A Hollywood actress’ career was wrecked by

lead poisoning, inadvertently caused by taking

contaminated dietary supplement for six years. The
mysterious crippling illness caused by lead in the

powdered animal bone supplement baffled more than

20 physicians who examined the actress over a

period of years. She finally diagnosed the condition

herself after months of study in medical libraries in

Los Angeles.

No one knew the food supplement contained lead

because at that time such products were considered

as a grey area by the Food and Drug Administra-

tion, neither food nor drug, and there were no
safety regulations. The actress’ experience has caused

the FDA to take another look at health foods and

dietary food supplements and to demand proof of

their safety.

Beginning in 1962 a doctor prescribed a dietary

supplement prepared from powdered animal bone
for the actress, then age 34, for painful menstrua-

tion. The supplement was prepared in a glue factory

in England from the bones of old horses. She be-

came ill in 1964 and got steadily worse. By 1967

she could walk only with a cane and no longer was
able to work in film and television. In an effort to

treat the illness the daily dosage of the bone supple-

ment was increased. Many diagnoses were consid-

ered: tuberculosis, toxoplasmosis, leukemia, lupus

erythematosus, rheumatoid arthritis, and, “time after

time,” psychoneurosis.

The patient wrote her own account of her experi-

ence. “In all, I consulted 22 California physicians,

all of whom failed to find the cause of my illness.

Then I said to myself: ‘There’s an answer to every-

thing. I’m going to find out.’ After studying the

various and sundry analyses of my condition, I had

a few friends drive me to the medical library at

University of California at Los Angeles. I was too

weak to walk by myself and had lost the use of

my right arm. I had to be carried in.

“I returned to that library many, many times,

studying all material on any of the suggested diag-

noses of my many physicians, taking notes with my
left hand. Finally, I came across a book called

Toxicology of Industrial Metals. In it were described

the toxic effects of metal poisoning on factory

workers, and the descriptions of some of the illnesses

fit my own like a glove.”

She then went to technical bookstores and

ordered every available book on metal poisoning,

and spent months sitting in bed reading them and

taking notes. She concluded that her problem was

lead poisoning. Her diagnosis was confirmed by a

toxicologist. Tests made of the bone meal found

high lead contamination. The FDA was informed,

but they did not have jurisdiction under the laws

prevailing at that time. She also sought out others

who had taken the bone meal supplement, and found

they also had become ill.

After she ceased taking the bone meal, strength

gradually returned, but she was left with residuals

of lead in the body. Several years later a moderate

anemia became severe and in 1976 tests indicated

that leukemia was present.
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Herbal Health Pills

Cause Lead Poisoning

Another case of accidental lead poisoning from
health food products is reported. A California house-

wife was poisoned by herbal health pills imported
from Hong Kong. The 59-year-old woman had con-

sulted a herbalist-acupuncturist for pains in her

joints. The practitioner instructed her to take two
types of herbal pills, one orange and one red, three

times daily. She took the pills regularly for several

months, along with acupuncture treatments, but de-

veloped pains in shoulder, neck, back, knee, hip,

breasts, and abdomen, as well as insomnia, irritabil-

ity, and paranoia. Her pills were analyzed and found
to contain a high amount of lead. The pills were
stopped and therapy started to get the lead out of her

system, and improvement was rapid.

Efforts are underway to find other possible pa-

tients at risk. The herbalist had obtained the pills

from Hong Kong and was not aware of their lead

content.

The FDA does not at present have the resources

to do a proper job of surveillance of the health

food industry. No official standards have been
established of acceptable levels of lead in foods.

The FDA has been picking up and analyzing

samples of powdered bone meal from health food

stores across the country in the wake of the case

of the poisoned actress.

Satellite Telecast Planned

From AAAA Convention

The AMA will use a satellite to transmi t selected

programs from the Winter Scientific Meeting at

Miami to physicians at 35 hospitals in 11 states

on the other side of the country. The event will

mark the first time anywhere in the world that

a major medical meeting of multidisciplinary scope
will harness the power of satellite technology to

provide continuiug medical education.

For physicians at the Miami meeting, there will

be only a few signs that a satellite adventure is

taking place. About all that will be visible will be

a huge van parked near the meeting site, the

Fontainebleau Hotel, and a room in the hotel that

will be set up as a TV studio. Meanwhile, 24,000
miles above the equator near the west coast of

South America, NASA’s Communications Tech-

nology Satellite (CTS) will continue to orbit and
transmit microwave signals as it has since it was
launched in January, 1976, from the Kennedy
Space Center in Florida. It is a two-way television

and voice communication system, a joint U.S.-

ARE YOUPROUD OF YOUR MEDICAL RECORDS? B

COULD THEYBE IMPROVED? E JfS

DO THEYGIVE YOUADEQUATE PROTECTION? S nc^

There is an easy way to find out. Do what over 4,000 of your
professional colleagues have done in the last few months—
get your own free copy of the Patient Care Systems Catalog,

describing the most widely used patient data acquisition

and medical record system in U.S. private practice today.

It's a system developed and marketed by the same company
that publishes Patient Care.

Why all this current interest in better records? There are

several good reasons— each valid in its own right:

1 . Because monitoring a patient's continuing care efficiently

and effectively requires an adequate patient data base and
an ongoing summary record. The Patient Care Systems offer

a practical, tested answer to that need.

2. Because providing quality care without adequately docu-
menting that care is a risk no practice can afford to take.

3. Because audits of quality of care, required in hospitals,

are being increasingly applied in ambulatory care.

Join the thousands of your colleagues who already use the

Patient Care Systems, and the thousands more who have
been asking for information about them. There's no cost or

obligation — just complete and mail the coupon to the

right. Do it now; you owe it to yourself to see for yourself.

Free Catalog Offer/Mail Now

m PATIENf

CARE
SYSTEMS

TO; Patient Care Systems, 16ThorndaI Circle,

Darien, CT 06820

Yes, I'd like to learn more about the Patient Care Systems.

Please send my free copy of the current PCS Catalog. Ad-
ditionally, please include actual specimen copies of the

PCS products which 1 have checked below.

Patient Data Base System Medical Record System

Initial Visit Record Telephone System

SEND THEM BY RETURN ^tAIL TO:

Name of practice or institution

Address

City State Zip 2-8
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Canadian effort that has its control base at Ottawa.

The major impact of the program will be in 11

western states: New Mexico, Idaho, Wyoming, Mon-
tana, Colorado, California, Arizona, Nevada, Ore-

gon, Utah, and Washington. There, physicians will

gather on Dec. 12 at 31 Veterans Administration

hospitals and four private hospitals to view the

satellite CME transmissions—and receive the same
CME credits as if they went to Miami.
And the project won’t be just a case of AMA-

goes-to-the-movies. Physicians watching the trans-

missions also will be able to directly question and
hold discussions with the faculty in Miami during

some segments of the broadcasts. The project is

being made possible through the cooperation of the

VA, which is a NASA-designated investigator for

the CTS experimental satellite. For several years,

the VA has operated the VETSAT Network among
its hospitals and is still developing the experimental

system.

One of the major benefits of using satellites for

CME is that it can cut costs for the individual

physician. The greatest cost to the MD is the time

lost from his practice while he goes to and at-

tends a CME program. The second greatest cost

is maintaining himself at the meeting site, the hotels,

the meals, etc. The lowest part is the program cost

itself. AMA’s initial CME-by-satellite program will

be free of charge to the physicians at the CTS earth

terminals in the 1 1 states. For any future programs,

the physician will pay the very minimal cost of his

own program.

CLINIC ADMINISTRATOR

Clinic Administrator, age 29, seeks permanent

position as medical group administrator. Experi-

enced in all phases of management including

data processing, billing and collections, lab and

x-ray, personnel administration, insurance, etc.

Willing to relocate.

Please reply to Box S-1, TMA Journal, 112 Louise

Avenue, Nashville, Tennessee 37203.

MEDICAL CLINIC
FOR SALE

Located in northwestern Tennessee. Approxi-

mately 6,000 square feet; brick building in good
condition. Consists of reception room, offices,

bookkeeping room, laboratory, x-ray room,

pharmacy, kitchen, 5 baths, 10 treatment rooms,

delivery room, nursery, operating room, 4

doubles and 3 single rooms. Two wings; central

air-conditioning; 2 gas furnaces; alarm system.

Ample parking and fronts on two streets. Price

$160,000. Contact Real Estate Associates, P.O.

Box 133, 108 Tyson Avenue, Paris, Tennessee

38242; phone (901) 642-2198.

Valley Psychiatric Hospital
P. O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421 • Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psychological,

alcoholic, and drug abuse problems of adults, adolescents and children.

A full range of treatment modahties are utilized including individual and group psychotherapy, chemo-
therapy, and adjunctive and family therapies. Adjunctive therapy includes continuing education through

home-bound teaching for school-aged adolescents, recreational, occupational, and other supportive

therapies. Group therapy is five days each week with individual therapy at least three days a week.

Patients have six hours a day in scheduled therapeutic activities. Comprehensive outpatient services

are available with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the American
Hospital Association, and the National Association of Private Psychiatric Hospitals. Accredited by the

Joint Commission on Accreditation of Hospitals.

Psychiatry

D. Ross Campbell, M.D.
Henry Evans, M.D., Chnical Director

William C. Greer, M.D.
David V. MacNaughton, M.D.
John S. McDougal, M.D.
Robert T. Spalding, M.D., F.A.P.A.,

Medical Director

Internal Medicine Consultant

Charles D. Kennedy, M.D.

Clinical Psychology

Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.

Ann Morris, M.S.

Bobby G. Rouse, Ph.D.

Roy Smith, Ph.D.

Adjunctive Therapy
Dan B. Page, M.Ed.

Administrator

Dennis P. Dobard
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Contraindications: Anuria; hypersensitivity to this or other

sulfonamide-derived drugs.

Warnings: Use with caution in severe renal disease. In patients with

renal disease, thiazides may precipitate azotemia. Cumulative effects

may develop in patients with impaired renal function. Use with caution
in patients with impaired hepatic function or progressive liver disease,

since minor alterations of fluid and electrolyte balance may precipitate

hepatic coma. May add to or potentiate action of other antihyperten-

sive drugs; potentiation occurs with ganglionic or peripheral adrenergic
blocking drugs. Sensitivity reactions may occur in patients with or with-

out a history of allergy or bronchial asthma. Possibility of exacerbation
or activation of systemic lupus erythematosus has been reported. Lith-

ium generally should not be given with diuretics because they reduce
its renal clearance and add a high risk of lithium toxicity. Read circu-

lars for lithium preparations before use of such concomitant therapy.

Use in Pregnancy: Thiazides cross placental barrier and appear In cord
blood; in pregnancy, weigh anticipated benefit against possible haz-

ards to fetus, including fetal or neonatal jaundice, thrombocytopenia,
and possibly other adverse reactions that have occurred in adults.

Nursing Mothers: Thiazides appear in breast milk; if use of drug is

deemed essential, patient should stop nursing.

Precautions: Perform periodic determination of serum electrolytes to

detect possible electrolyte imbalance. Observe all patients for clinical

signs of fluid or electrolyte imbalance, namely, hyponatremia, hypo-
chloremic alkalosis, and hypokalemia. Serum and urine electrolyte de-
terminations are particularly important when patient is vomiting ex-

cessively or receiving parenteral fluids. Medication such as digitalis

may also influence serum electrolytes. Warning signs, irrespective of

cause, are dryness of mouth, thirst, weakness, lethargy, drowsiness,
restlessness, muscle pains or cramps, muscular fatigue, hypotension,
oliguria, tachycardia, and gastrointestinal disturbances such as nauser

and vomiting. Hypokalemia may develop, especially with brisk diuresis,

in severe cirrhosis, with concomitant corticosteroid or ACTH therapy, oi

with inadequate oral electrolyte intake. Hypokalemia can sensitize or

exaggerate response of heart to toxic effects of digitalis (e.g., increases

ventricular irritability). Hypokalemia may be avoided or treated by use
of potassium supplements, such as foods with a high potassium con-
tent. Any chloride deficit is generally mild and usually does not require

specific treatment except under extraordinary circumstances (as in

liver disease or renal disease). Dilutional hyponatremia may occur in-

edematous patients in hot weather; appropriate therapy is water
restriction, rather than administration of salt except in rare instances

when the hyponatremia is life threatening. In actual salt depletion, ap-

propriate replacement is the therapy of choice.

Hyperuricemia may occur or frank gout may be precipitated in certain

patients. Insulin requirements in diabetic patients may be increased,

decreased, or unchanged; latent diabetes mellitus may become
manifest. Thiazides may increase responsiveness to tubocurarine.

Antihypertensive effects of the drug may be enhanced in post-

sympathectomy patients. May decrease arterial responsiveness to

norepinephrine; this diminution is not sufficient to preclude effective-

ness of the pressor agent for therapeutic use. If progressive renal im-
i
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Offbeat Pioneers
JAMES X. CORGAN, Ph.D.

Introduction

In North America prior to the Gvil War the

M.D. degree was the normal academic credential

for well-prepared professionals in all scientific

fields. Curricula leading to the Ph.D. and to

other advanced degrees were virtually unknown

or had yet to evolve, and the M.D. curriculum

did not necessarily require laboratory, clinical,

or hospital work. As a result of differences in

curricula, the professional interests and profes-

sional activities of antebellum M.D.s were con-

siderably different from the professional interests

and professional activities of contemporary peo-

ple who hold the same degree.

Today, studies in the history of medicine tend

to de-emphasize the accomplishments of M.D.s

who were part of the 19th century medical com-

munity but who followed interests that lay out-

side the mainstream of modem medicine. In Ten-

nessee, as in other regions, many of these more

divergent pioneer M.D.s made significant con-

tributions to intellectual history. The present

study calls attention to the accomplishments of

three early leaders who were offbeat characters

in the broad history of medicine in Tennessee.

Henri Erni, 1822-1885

From FoLmsbee’s study of East Tennessee Uni-

versity^ and from Hamer’s history of the Ten-

nessee State Medical Association,^ Henri Emi
emerges as a fittle known leader in the ante-

bellum scientific community. Emi began a dis-

continuous involvement with Tennessee science

during June of 1850 when he accepted a faculty

position at East Tennessee University, where his

areas of instmction included chemistry, mineral-

From the Department of Geology, Austin Peay State

University, Clarksville, TN 37040.

ogy, geology, botany, French, and German.®

Though subjects other than languages were the

traditional responsibility of science professors at

East Tennessee, language instmction reflected

Emi’s special competence.

Erni left East Tennessee in 1852 for economic

reasons and because he was dissatisfied with

laboratory facilities in chemistry. He returned

to the University in 1857 and a prolific record

of publications during this second interval sug-

gests that the chemical laboratory was much im-

proved. In 1859 Emi moved from KnoxviUe to

Nashville where he accepted a professorship in

chemistry and medical jurispmdence at Shelby

Medical College, a position he held until the

Civil War forced the closmg of the college. Emi
apparently remained in Tennessee until late 1863

or early 1864 when he made his way to Balti-

more and then to Washington where he found

employment as the only agricultural chemist with

the U.S. Department of Agriculture.

Tennessee-oriented historical sources offer very

little data on Hemi Erni. Where did he come
from? What were his interests and background?

A biography by Miles and Kuslan® provides some
of the details.

Henri Emi was bom near Zurich, Switzerland,

on Jan. 22, 1822. He went to what was called

an “industrial school” and then to the University

of Zurich where he excelled in chemistry. What
earned degrees he held is not clear. During his

early months in the United States he occasionally

identified himself as a Ph.D., but this claim was

not made in later years. Whatever degrees he

held, Emi’s accomplishments were impressive

enough to warrant an appointment to the Yale

University faculty. In 1849, he became an in-

stmctor in botany and a laboratory assistant in

chemistry at Yale’s newly established Sheffield
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Scientific School. From Yale, Erni moved to Ten-

nessee in 1850, to Massachusetts in 1852, and

to Vermont in 1854. The University of Vermont

awarded him honorary A.M. and M.D. degrees

in 1856. He returned to Tennessee in 1857.

In the years after the Civil War, Emi had an

extremely varied career. Among other things he

was U.S. ambassador to Switzerland, he wrote a

standard textbook of mineralogy, he established

a practice as a consulting chemist, he worked

as a librarian for the U.S. Patent Office, and he

was an employee of the U.S. Geological Survey.

During the antebellum period Erni’s scholarly

interests were much more narrowly focused; he

was a research chemist whose chief interest was

study of the urine. Miles and Kuslan^ cite 15

original reports that Erni prepared during his

Tennessee years, most published in medical

journals. During his second interval in Tennes-

see, Erni also regularly provided the Nashville

Medical Record with synopses of chemical articles

from European journals. He authored at least

seven of these summaries.

During the late antebellum period, Henri Erni

was a leading figure in the medical community

of Tennessee. He was a rather prolific author of

chemical articles and a minor, though notable,

figure in the history of American science.

Alexander Jackson, 18027-1879

For 30 years, beginning in 1829, Dr. Alex-

ander Jackson was one of the more vigorous

intellectual leaders of West Tennessee. Though

he was a medical man with good credentials

for the era, Jackson’s main role in Tennessee

history was as an articulate advocate of scientific

agriculture. He laid the basis for a technical

understanding of agriculture at the University

of Pennsylvania, where he graduated in the class

of 1823. Presumably his degree was an M.D.

but during the present study no attempt was

made at verification of the degree.

Jackson moved to Tennessee in 1829, es-

tablishing a medical practice at Paris, Henry

County.^ He joined the Medical Society of Ten-

nessee in 1832 and in 1833 attended the society’s

annual meeting where he presented an essay on

“The Medical Topography of the Western Dis-

trict of Tennessee.”^ A few years later a con-

tinuing interest in the land led him to become

founding president of the Henry County Agricul-

874

tural Society.^ This pioneer group was formed on
May 11, 1839, with 50 original members® and

held a successful fair in the fall of 1839.^ Avail-

able records suggest that the Henry County Fair

of 1839 was the first agricultural exposition in the

northern half of West Tennessee.

In 1840, Dr. Jackson moved from Henry
County to Madison County, settling at Jackson,

Tenn. Here he once again established a medical

practice and became deeply involved in agricul-

ture. By 1847 he had essentially retired from

medicine,'* focusing his full energies on agriculture,

and on Feb. 27, 1854, Dr. Jackson and others

organized the Madison County Agricultural and

Mechanical Society. Jackson was elected first

president.® Under his management the society

launched a successful program of county fairs

and soon extended its activities beyond the county

level. In 1855 the Madison County Society be-

came the nucleus for a loosely defined federation

of agricultural societies from several counties of

western Tennessee, which with financial help

from the state, soon planned a Western Division

Fair. A regional exhibition was held in Jackson,

Tenn., from Oct. 22 through Oct. 26, 1855,

soliciting participation from residents of all the

western counties. Alexander Jackson was not only

president of the fair, he was also a principal

orator. The lengthy text of his speech, which dealt

with the natural resources of West Tennessee, was

later published as part of the proceedings of the

fair.®

Until the Civil War disrupted agricultural ac-

tivities, Dr. Jackson continued to be a leader in

both local and regional organizations. During the

mid- 1850s he was also' active at the national level,

serving as a delegate from Tennessee to the U.S.

Agricultural Society in Washington, D.C.^ Aftea:

the Civil War, Tennessee farmers faced such

grave economic problems that agricultural fairs

and the betterment of agriculture received less

emphasis, and apparently Dr. Jackson never again

played a leadership role in agricMlture. Still, his

accomplishments during the antebellum era make
Alexander Jackson one of the more notable fig-

ures in the intellectual history of West Tennessee.

Gerard Troost, 1776-1850

A wealth of biographical data are available for

Tennessee’s most distinguished scientist of the

antebellum era.*® Gerard Troost was Dutch by

birth but a Nashville resident from late 1827 until

his death in a cholera epidemic of 1850. Troost
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had earned degrees in both medicine and phar-

macy, and during his early years he worked as a

military surgeon with the Dutch Army. In Ten-

nessee his most publicized accomplishments were

as a science professor at the University of Nash-

ville from 1829 to 1850, and as the first state

geologist of Tennessee from 1832 to 1849.

Troost made many other contributions to the

intellectual life of antbellum Tennessee that have

not been mentioned in biographies. For example,

when he first moved to Tennessee in 1827, he

established the Nashville Museum of Natural

History. Troost had one of the largest and appar-

ently one of the best natural history collections

in North America. By 1827 the collection prob-

ably included well over 20,000 specimens, and in

his museum he supplemented specimen-based dis-

plays with exhibitions of the basic principles of

chemistry and natural philosophy. The earliest

known advertisement for the Nashville Museum
of Natural History appeared in the Nashville

Banner and Nashville Whig for Wednesday, Dec.

6, 1827, and the last known appeared in the

same newspaper on Nov. 3, 1829. Troost ran

his ads at irregular intervals and newspapers of

the late 1820s and early 1830s are quite im-

perfectly preserved. Thus it has proved impossible

to establish exact dates for the Nashville Natural

History Museum. The nature of Troost’s collec-

tion is better known.

Prior to establishing the museum Troost had

a long and distinguished career as a naturalist.^

He had written many articles on geological speci-

mens that were apparently in his collection, and

he had also traveled widely as a mineral collector

for Louis Napoleon, king of the Netherlands. He
had bird pelts from the East Indies, live reptiles,

minerals from all over the world, Indian artifacts,

and a fair amount of chemical and physical

apparatus. His museum must have been a unique

intellectual resource, unmatched on the American

frontier of the 1820s.

In addition to his museum, Troost brought

another great intellectual resource to the Ten-

nessee frontier. His library was one of the more

notable personal collections in North America.

As soon as he arrived in the United States Troost

became weU known in intellectual circles and

joined the leading scientific societies of the day.

Previously he had met many of the leading scien-

tists of Europe and joined many European learned

societies. Like most of his peers Troost was

familiar with classical languages. He was also

fluent in Dutch, French, German, and English.

Thus, Troost’s academic interests, his society affil-

iations, and his linguistic skills generated an

unusually cosmopolitan library.

Was Troost’s library entirely scientific? Were

learned journals a large part of the collection?

Some questions may never be answered, but in

1850 Troost’s library was one of the two personal

collections from the Kentucky-Tennessee area

discussed in a national inventory of libraries.

His holding had reached the 7,000- to 8,000-

volume category, a truly colossal accumulation

for a person living on “The Frontier.” Troost’s

private stock of books was larger than the library

at any of the following Tennessee institutions:

Jackson College, Columbia Female Institution,

East Tennessee University, West Tennessee Col-

lege, Cumberland University, Maryville College,

Union University, Franklin College, and Wash-

ington College. Only the library of the University

of Nashville and the Tennessee State Library

were larger than Troost’s private collection. In

Kentucky, only the state library and Transyl-

vania University had libraries that exceeded

Troost’s.

Quite apart from providing tangible intellectual

resources, such as a library and a museum,

Troost played an unsung role in Tennessee history

as an organizer of statewide and local intellectual

activities. He was one of the founding officers of

the Society for the Promotion of the Cause of

Popular Education which was established in

Nashville on July 31, 1830,^^ more generally

known as the Nashville Lyceum, which sponsored

public lectures for about two years. A complete

list of speakers and topics is not preserved, but

Troost spoke at least twice during the first year

and he gave the last Lyceum lecture in June of

1832. AU of Troost’s known Lyceum lectures can

be characterized as “popular science.”

In 1830, the same year in which the Lyceum

began, Troost joined the Medical Society of the

State of Tennessee.^ There is no evidence that

he participated in establishing the society or that

he was an especially active member, but he was

scheduled for at least one address on medical

topography.

Perhaps Troost’s most significant unpublicized

contributions to antebellum culture in Tennessee

came in the late 1830s and early 1840s when he

(1) served on the State Board of Agriculture of

the Tennessee Agricultural Society^"*; (2) spent six

years as co-editor of The Agriculturist, a major
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agriculture journaP^; and (3) resumed a schedule

of Lyceum-like lectures for the Nashville Mechan-
ics Institute. At the same time, he was very

active in historical research, preparing at least

one lengthy translation of a Dutch explorer’s

observations on the American frontier. Perhaps

it was because of this involvement with colonial

history that Troost was made the first honorary

member of Tennessee Historical Society.^®

Published accounts of Troost’s life tend to

stress contributions made as a university profes-

sor and as a scholar who published dozens of

scientific reports. The present study suggests

that Troost played a very broad role in antebellum

cultural affairs. He was even the author of articles

on gourmet foods. All aspects of his career were
“normal” activities for a very energetic medical

man of the early 19th century. \^le he was
clearly outside the mainstream of medicial activi-

ties, Troost was a dynamic part of the medically

educated intelligencia of antebellum Tennessee.

Summary and Conclusions

In modem academic nomenclature, Henri Emi
would be classified as a chemist with rather

marginal qualifications. Alexander Jackson and
Gerard Troost would both be viewed as eccentric

physicians who dabbled in things not of their pro-

fessional concern. In the 19th century, Emi,
Jackson, and Troost were apparently perceived

quite differently. The M.D. degree was virtually

the only academic pathway to a career in any of

the sciences, and thus it was normal for leaders

in science to be M.D.s.

In Tennessee, and elsewhere, the M.D.s of the

last century made immense contributions to the

growth of knowledge in many nonmedical and

paramedical fields. This brief article calls attention

to three scientific leaders whose accomplishments

have not been adequately identified in the past.

There may be dozens of others whose work re-

mains little known. r ^
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DRUG COMA
Coma from sedative drug intoxication may persist for many days. Total apnea for

five days and an isoelectric EEG for intervals up to 36 hours have been recorded with

drug overdose patients who have survived without apparent neurologic sequelae. In

overdose patients a flat EEG is not a reliable indication of brain death. Carefully

attentive and continuous nursing care are the most important ingredients of success-

ful management.
James B. Helme, M.D.
Nashville Drug Treatment Center
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Radial Pulse Deficits in

Brachial Arteriograms
C. RUSS GREER, M.D., SANDY SHELTON, R.N., and MATTHEW W. WOOD, M.D.

The literature indicates that in a significant

number of cases no notes were made about the

presence or absence of the radial pulse following

brachial arteriography. Results are available on
smaller series.®'® This report presents the effect

of percutaneous retrograde brachial arteriography

on the radial pulse in 2,004 consecutive proce-

dures performed from June 20, 1967, to May 3,

1972.

The principal complication of puncture of the

brachial artery with retrograde injection is loss

of radial pulse. Reports have varied from specific

statements of five instances of lost radial pulse

(2.5%) in 200 consecutive patients® to general-

ized comments that such loss has been trouble-

some.^

Ashby et al^ reported a case in which a grand

mal seizure developed after the brachial needle

had been placed. Severe vasospastic digital

ischemia resulted in the loss of two fingertips.

Materials and Methods

The patients were placed supine on the x-ray

table with the arm to be injected abducted and

hyperextended at the elbow in a supinated posi-

tion on an arm board. Merthiolate was applied to

the antecubital fossa, and a small quantity of 1%
procaine without epinephrine was injected in the

skin and around the brachial artery. An intra-

venous route for fluids was maintained through

which Valium was injected, when indicated, to

prevent further discomfort. A No. 18 gauge Sel-

dinger needle was inserted into the brachial artery

through a small incision made in the skin. When
a flow of blood was obtained, a flexible wire guide

was introduced through the needle; the needle

was removed, leaving the wire guide in place. A
soft angiographic catheter was then threaded

over the guide wire into the brachial artery after

which the wire guide was removed. A tube filled

with heparinized (after July 1970) normal saline

From the Department of Neurosurgery, University
of Tennessee, Cerebrovascular Research Center, and
Semmes-Murphey Clinic, Memphis.

Reprint requests to Dr. Wood, Semmes-Murphey
Clinic, 920 Madison, Suite 201-N, Memphis, TN 38103.

(1 cc 1:1000 heparin in 500 cc saline) was at-

tached to the catheter, with which it was periodi-

cally flushed. The flushing syringe was removed

and the tubing was connected to an automatic

pressure injector, particular care being taken to

assure no air bubbles were present in the tubing

or in the 60 cc of hypaque meglumine 60% used

for angiography. The injection was made at 25 cc

per second. The pressure injector was then re-

moved and the flushing syringe was reattached

and used as before. After it was apparent that

the study was adequate, the catheter was removed

and compression was apphed to the site of the

arterial puncture for at least five minutes. Status

of the radial artery pulse was evaluated and re-

corded prior to leaving the arteriogram room.

From June 1967 to June 1968, a PE 160 Sel-

dinger needle, a 100 cm Seldinger wire guide and

a 50 cm polyethylene catheter were routinely in-

serted. After 1968, all procedures were performed

with a shorter guide and a catheter. Following

arteriography, an ice bag was applied to the arm

for six hours. The adequacy of the radial pulse

was determined at regular intervals and evidence

of ischemia of the hand sought.

Results

These 2,004 brachial arteriograms were car-

ried out in 1,075 (53.6%) men and 929

(46.4%) women. Pulse deficits occurred in 37

patients (1.8%) : 28 women (75.6%) and 9

men (24.4%). Of the women, the youngest was

24 years and the oldest 78 years of age. The

youngest man was 31 and the oldest 77 years

(Table 1). None of these patients had a disease

process which might predispose to arterial

thrombosis.

TABLE 1

INSTANCES OF PULSE DEFICIT

Age

20-29 30-39 40-49 50-59 60-69 70-79 Total

Male 0 2 0 3 2 2 9

Female 3 2 6 10 2 5 28
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Technical difficulties at the time of arteriog-

raphy occurred in only four of the 37 cases

(10.8%). Three of these were related to insertion

of the catheter and one to the pressure injections.

In one, the radial pulse was diminished but the

hand remained normal. In three, the radial pulse

was lost at the time of the technical difficulty,

but although the hands became cooler, they soon

returned to normal without treatment.

Either the pulse was present, absent or dimin-

ished at the end of the procedure or it became

absent at some point after the arteriogram. In

order to evaluate this time relationship, we sep-

arated the patients into three groups: (1) pulse

initially absent and either remained absent or

subsequently returned; (2) pulse initially dimin-

ished, either remaining diminished or returning

to normal; and (3) pulse initially normal, later

becoming absent, subsequently either to return

to normal or remain absent. In group 1 there

were 1 8 women and four men. Seven of the group

developed ischemic symptoms, six of whom re-

turned to normal when the pulse spontaneously

returned. The ischemic symptoms lasted from 20

minutes to 14 hours. One of this ischemic group

required multiple brachioradial arterial surgical

procedures and eventually had tissue loss in the

hand. Twenty-one patients (including six in the

ischemic group) were simply observed, with 6

pulses remaining absent and 15 returning spon-

taneously in times varying from five minutes to 24

hours after pulse loss.

In group 2 there were three men and five

women. Two developed ischemic symptoms. One
patient’s symptoms spontaneously ceased in spite

of persistent diminished pulse; in one woman,

brachial artery thrombectomy resulted in the

restoration of a normal pulse 27 hours after it

became diminished. In two, the pulse remained

diminished, but the hand was normal. The pulse

returned to normal spontaneously in four cases in

times varying from 3V2 to 5 hours.

In group 3, there were five women and two

men. Four of these lost their radial pulses in

times varying from one to three hours after the

completion of arteriogram, the pulses returning to

normal in times varying from 1 to 15 hours after

the pulse was lost. None of these had residual

symptoms. Three members of group 3 underwent

brachial vascular surgery. Two lost the pulse one

hour after and one 3 hours after the arterio-
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TABLE 2

BREAKDOWN OF THE THREE GROUPS

Group

1 2 3 Total

Number of cases 22 8 7 37

Ischemic symptoms 7 2 5 14

Spontaneous return

of pulse 15 4 4 23

Surgery 1 1 3 5

Tissue loss 1 0 0 1

gram. Two had successful restoration of pulse

by thombectomy, one 2% hours, and one 3 hours

after the pulse deficit occurred; the third surgical

case had a persistent absent pulse after surgery

with minor persistent ischemic symptoms (Table

2 ).

Surgical Cases

A total of 5 cases in the 2,004 came to surgery

(0.25%). Three were women and two were men.

All developed ischemic extremity symptoms with

the pulse deficit. In three, the pulse was present

at the completion of the arteriogram, but dis-

appeared from 30 minutes to three hours after

the study. With brachial thrombectomy, two of

these three had return of pulse and a normal

hand; one had persistent absent pulse. One pa-

tient had a faint pulse after the arteriogram, be-

coming absent seven hours after completion of the

study. Brachial thrombectomy reestablished the

pulse and corrected the ischemic hand symptoms.

The fifth surgical case (group 1) lost her radial

pulse at the end of the arteriogram. She under-

went multiple brachioradial surgical procedures,

but her pulse was not successfully reestablished

and she had tissue loss in the hand and continu-

ing pain in the arm and hand.

Of the surgical group, failure to reestablish the

radial pulse occurred in two cases (40%). The

only tissue loss in the entire series occurred in

this group (0.05% of the entire series or 20% of

the surgical cases).

Discussion

Radial pulse deficits following brachial arte-

riography result from brachial thrombus formation

at the site of the needle puncture and from

arterial vasospasm. Whether the spasm is due to

Continued on page 887
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Advantages of Anterior Cervieal

Diseeetomy
WARREN F. McPherson, m.d.

Introduction

There are three surgical approaches to the

treatment of cervical disc disease: the standard

laminectomy, the anterior fusion, and the anterior

cervical discectomy. The standard laminectomy is

done by a posterior approach and involves open-

ing part of the lamina to expose the nerve root

from its posterior side. The ruptured fragment of

disc is then removed from under or above the

nerve root.^'^ The anterior fusion is an operative

approach from the front of the neck. The disc and

surrounding bone are removed, and a piece of

bone from the hip is put into the neck. This ap-

proach has the advantage of achieving a fusion,

which is sometimes helpful, and of working on the

side of the nerve root and spinal cord where the

pathologic process is occurring.^'^ The anterior

cervical discectomy is done by an anterior ap-

proach, but only the disc is removed. No at-

tempt is made to do a bony fusion. It is interesting

to note that most patients undergo spontaneous

fusion following this procedure. The operation is

now done by many surgeons with a micro-

scope.^®'^® The anterior cervical discectomy has

the added advantage of avoiding the incision in

the hip and the problems associated with inserting

a bone plug.

All the above procedures have been document-

ed in the literature to be effective and safe, and

the surgeon is left with the dilemma of choosing

among these operative procedures. This paper

compares the anterior cervical discectomy and the

cervical laminectomy as to length of hospital stay

and the amount of pain medication required to

keep the patient comfortable.

Study

This study compares the results of 21 cervical

laminectomies and 42 anterior cervical discecto-

mies done by the same surgeon. The patients

were comparable as to age, sex, and level of their

lesions. They were picked for surgery using stan-

dard criteria, listed below.

• Long tract signs—signs of spinal cord com-

Reprint requests to Dr. McPherson, Nashville Neuro-

surgical Group, 2501 Hillsboro Rd., Nashville, TN
37212.

pression, such as hyperreflexia, difficulty in

urination, weakness or numbness in the legs.

• Loss of sensation—sufficient to interfere with

proper hand function.

• Loss of muscle power—progressive or such

that arm or hand function is affected.

• Intractable pain, despite good conservative

measures, including a trial of cervical traction.

One or more of these criteria were present in

all the patients in this study. All had the diagnosis

confirmed by a preoperative cervical myelogram.

Patients in both groups had a lesion at only one
level. Although lesions at more than one level

can be treated by either approach, for purposes

of this study, only those patients were chosen

who had only one level done. Postoperatively,

patients were given enough pain medication to

keep them comfortable.

Results

All patients who underwent either type of pro-

cedure had a good or excellent result. They were

completely relieved of all neurologic signs and

symptoms or showed marked improvement.

There were no deaths or significant complications

in this series.

Hospital Stay

Of the 21 cases done by cervical laminectomy,

the patients’ average stay in the hospital post-

operatively was 8.4 days, with a range of 5 to

20 days.

Of those patients who had an anterior cervical

discectomy, the entire series showed an average

hospital stay of 3.3 days, with a range of from

one to ten days. As we became more familiar

with this procedure, the last 21 cases stayed in

the hospital an average of 2.7 days with a range

of one to seven days.

Postoperative Pain

Of the 21 patients who had a cervical lami-

nectomy the average patient required much larger

doses of pain medication than those with anterior

cervical discectomy, and the last 21 cases re-

quired almost none (Table 1).
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Discussion

Undoubtedly the key to the good results that

are seen with all types of cervical disc surgery is

patient selection. As long as the criteria mentioned

above are followed, all the operative procedures

will give good results. However, the next major

problem is selection of the operative procedure

that seems to be best. All three approaches have

had their proponents and have given excellent

results. It seemed pertinent to compare them to

see whether one procedure might offer advan-

tages over the other two. As the cervical lami-

nectomy approach is time honored, effective

and safe, the burden of proof seems to be on the

surgeon who wishes to abandon it.

The anterior cervical fusion is the procedure of

choice where there is instabihty of the neck.^'®

This operative procedure has given excellent

results in my experience as far as radicular pain

is concerned, but patients complain of hip pain

for a month after surgical procedure.

The anterior cervical discectomy has now been

well described in the literature, and several

surgeons are getting excellent results using this

approach. The advantages of one incision and the

avoidance of a painful hip incision prompted me
to start using it. The procedure is comparable to

that described in the literature, with the exception

of Harkinson and Wilson’s right sided approach.^®

I have come in from the side opposite the lesion

because it seems easier using the microscope to

work across the interspace.

Several people have commented on the post-

operative stay and on patient discomfort. Hirsch’s

patients sometimes leave the hospital in four

days,^® while those of Harkinson and Wilson with

an anterior discectomy stayed an average of eight

days, but it should be noted that some of these

patients had multiple levels done.^® Cloward’s

patients with fusion went home in three to four

days.® No one has documented the exact post-

operative stay.

TABLE 1

POSTOPERATIVE PAIN MEDICATION

21
42 Anterior

Cervical

Discectomies

Last

21 Anterior

Laminectomies Cervical

Discectomies

Morphine

Sulfate 238 mg 1.6 mg
Demerol 39.5 mg
Dilaudid 1.3 mg 0.2 mg
Codeine 102 mg 222 mg 240 mg
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Martins stated people with anterior cervical

discectomies did about as well in terms of patient

discomfort as those with the Cloward procedure.

Both Susen and Robertson stated that there was
less morbidity with the anterior cervical discec-

tomy than with the fusion,^^’^® but none of them
specifically documented the amount of pain med-
ication.

Summary
The anterior cervical discectomy appears to

offer the advantage of a shorter postoperative hos-

pital stay and less pain medication than that re-

quired for a cervical laminectomy. In this study

the average patient with a cervical laminectomy
stayed in the hospital 8.4 days, while the average

of the last group of anterior cervical discectomies

only stayed in the hospital 2.7 days. The average

cervical laminectomy required 238 mg of mor-
phine postoperatively, while the last 21 of the

anterior cervical discectomies required an average

of only 240 gm of codeine.

These advantages should be considered by the

neurological surgeon in selecting the operative

procedure for cervical disc disease. r ^
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Immunization Against the

Highway Epidemic

ROBERT S. SANDERS, M.D.

This is an appeal to Tennessee physicians to

publicly support the Tennessee Child Passenger

Protection Act of 1977, which, as House Bill 300,

was signed into law April 27, 1977, and becomes

effective Jan. 1, 1978. This unique legislation, the

first of its kind in the United States, will require

a parent or legal guardian to “package” or re-

strain their children under age 4 in federally ap-

proved child restraint systems while riding in the

family-owned vehicle on Tennessee streets and

highways. Inasmuch as these restraints have been

shown to reduce chances of death by over 90%
and chances of injury by almost 80%, HB 300

will drastically reduce the 22 deaths and 1,000

injuries incurred yearly by Tennessee children

in this age group.

Many Tennessee physicians, especially pedia-

tricians, were very active in convincing their legis-

lators this bill had merit. Seven state medical

groups, including the TMA and the Tennessee

Pediatric Society, endorsed this law as did two

national organizations, the Accident Prevention

Committee of the American Academy of Pedi-

atrics and Physicians for Automotive Safety.

To obtain optimum results from this new law,

all physicians, especially those who attend chil-

dren, must be strongly supportive in their own
practices, in the news media, and in public edu-

cation efforts. It is especially important to be

aware of and to warn parents against the “babes

in arms” amendment unfortunately added to the

bill during debate on the floor of the House of

Representatives (by Representative Roscoe Pick-

ering, Adams). This amendment, which exempts

children “when held in the arms of an older per-

son riding as a passenger,” is inconsistent with

Chairman, Accident Prevention Committee, Tennessee

Chapter, American Academy of Pediatrics and Direc-

tor, Rutherford County Health Department.

the intent of our bill, but our sponsors insisted

HB 300 would not have passed without it. Never-

theless, we do have landmark legislation on the

books and, hopefully, we can repeal the Pickering

amendment in one to two years after statistics

attest to the danger of “babes in arms.”

In KnoxviUe an extensive public educational

program was implemented in September and Oc-

tober. Sponsored by East Tennessee Children’s

Hospital, funded by the Automotive Division of

Allied Chemical, and spearheaded by Martha

Bushore, M.D., a pediatrician and director of

emergency room services at the East Tennessee

Children’s Hospital, the “Seat Belt Campaign”

has involved area physicians, nurses, teachers,

school children, and the news media. Mayor
Tyree proclaimed Sept. 18-24 “Seat Belt Safety

Week,” and some 400 posters, 87,000 informa-

tion sheets, 6,000 bumper stickers, and 23,000

buttons were distributed, all promoting seat belt

safety. This meritorious Knoxville effort has been

beamed toward protecting children of all ages,

and deserves praise and gratitude from all Ten-

nessee citizens, especially physicians.

The “Child Passenger Safety Program,” a state-

wide public information and evaluation program,

is being developed by the Transportation Center

of the University of Tennessee to promote the

child restraint bill. An advisor to this program, Dr.

B. J. Campbell, Director of the Highway Safety

Research Center, University of North Carolina,

recently stated that this new Tennessee law is the

most significant safety legislation ever passed in

this country. But support by the medical profes-

sion is critical for the success of this program and

possible similar programs in other states. It is

hoped all physicians will thus assert themselves

responsibly in this effort to immunize our young

children against our “highway epidemic.” CZZP
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Preoperative Embolization of

Hypernephromas

A. JAMES GERLOCK, JR., M.D.

The passage of embolization particles through

arterial catheters has been used in a variety of

clinical situations, including the management of

central nervous system arteriovenous malforma-

tions and tumors, gastrointestinal bleeding, trau-

matic renal and pelvic bleeding, and epistaxisd"^

The case below will demonstrate the use of this

technique in the preoperative management of a

hypernephroma. In this patient, embolization of

the renal artery was performed to decrease tumor

bulk and operative bleeding.

This 56-year-old woman presented with a renal mass
lesion which by arteriography was found to be a hyper-

nephroma (Fig. 1). As can be seen from the arteri-

ogram, the tumor involved almost the entire right

kidney and was extremely hypervascular. Preoperative

occlusion of the small segmental arteries of the kidney

was done by Gelfoam embolization to occlude the

distal small blood vessels in the tumor to prevent

bleeding from collateral blood vessels. Once the blood
supply from the small peripheral branches of the

tumor is occluded by the Gelfoam, as seen in Figure 2,

the main renal artery can be occluded by the use of a

Gianturco stainless steel coil occluding device (Cook,
Inc., Bloomington, Ind.) (Fig. 3). 5 This was done in

this patient prior to operation, and resulted in de-

creased blood loss at the time of surgery.

Discussion

Presently, the indications for embolic occlu-

sions of the renal artery in hypernephromas con-

sist of (1) preoperative dearterialization, (2)

reduction of tumor bulk, and (3) control of he-

maturia in inoperative patients. Embolization is

usually performed at the conclusion of the diag-

nostic angiographic evaluation of a suspected

renal tumor.

Surgical-type gelatin sponge (Gelfoam) has

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.
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Figure 1. Right selective renal arteriogram shows a large

hypernephroma of the kidney.

been utilized as the embolic material in all cases

but one. In that one, embohzation was per-

formed with autologous subcutaneous tissue. The

Gelfoam is cut into multiple tiny pieces measuring

up to 5 mm, or into rectangular strips about 5

mm in width. Approximately 1 cc of packed dry

Gelfoam particles or a Gelfoam strip is placed

into a 10 cc syringe. Subsequently, about 8 cc of

normal saline is drawn into the syringe, and the

combination is vigorously shaken, which allows

thorough wetting of the Gelfoam to facilitate

injection.
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Figure 2. Right selective renal arteriogram following Gel-

foam embolization. Multiple occlusions of the segmental
renal vessels can be seen (arrows).

Figure 3. Right selective renal arteriogram following stain-

less steel coil placement into the main renal artery (arrow).

Note almost total dearterialization of the large hyper-

nephroma as a result of the embolization procedure.

Embolization is performed in stages with care-

ful fluoroscopic monitoring and interval angio-

graphic runs if necessary. Approximately 1 to 2

cc increments of the Gelfoam-saline mixture are

injected. Test injections of contrast material fol-

low each increment to continually assess the re-

maining vascularity of the tumor. Depending upon

the vascularity of the tumor and size of the par-

ticles injected, large hypernephromas may require

up to two or three Gelfoam sponges (2x6 cm)

for total occlusion.® r ^
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Much has been given us, and much will rightfully be expected from us. We have duties to

others and duties to ourselves; and we can shirk neither.

We have become a great nation, forced by the fact of its greatness into relations with the

other nations of the earth, and we must behave as beseems a people with such responsibilities.

Toward all other nations, large and small, our attitude must be one of cordial and sincere

friendship. We must show not only in our words, but in our deeds, that we are earnestly

desirous of securing their good will by acting toward them in a spirit of just and generous
recognition of all their rights.

But justice and generosity in a nation, as in an individual, count most when shown not by

the weak but by the strong. While ever careful to refrain from wronging others, we must

be no less insistent that we are not wronged ourselves. We wish peace, but we wish the

peace of justice, the peace of righteousness. We wish it because we think it is right and
not because we are afraid. No weak nation that acts manfully and justly should ever have

cause to fear us, and no strong power should ever be able to single us out as a subject for

insolent aggression.

DECEMBER, 1977

Theodore Roosevelt

INAUGURAL ADDRESS
MARCH 4, 1905
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Contraindications to Digitalis in

Congestive "Heart " Failure

CHARLES E. KOSSMANN, M.D., EDITOR

JOHN D. BURK, M.D.:
A 49-year-old black stone-cutter came to the emergen-

cy room with the chief complaint of dyspnea. He had
noticed fatigue, dyspnea, and orthopnea for several days

prior to admission.

In 1963 he was hospitalized for hypertension and
an enlarged heart but had not seen a physician nor
taken any specific medication since then. He drank one

pint of whiskey per day for approximately 30 years.

On admission the temperature was 98 F, the pulse

rate 80/min and regular, respirations 44/min, and blood

pressure 238/180 mm Hg. He was alert and oriented

but tachypneic. There was grade II hypertensive reti-

nopathy without papilledema, hemorrhages or exudates.

There were bilateral basilar inspiratory rales. The point

of maximal impulse of the heart was in the sixth left

intercostal space at the anterior axillary line with a

thrust of sustained character. There were no murmurs
but a third sound was present at the apex and the

aortic second sound was increased in intensity. There
was 1-f pitting edema of the feet and ankles.

Laboratory data included a hematocrit of 46%, a

normal white blood cell count and differential. The
electrolytes and BUN were normal. The glucose was
92 mg/dl. Arterial blood gases on room air: PO 2 of

66 torr, PCO2 of 31 torr, and pH of 7.43. The electro-

cardiogram showed the features associated with left

ventricular hypertrophy. The thoracic roentgenogram

on admission displayed a large cardiac silhouette with

left ventricular prominence, and mild congestion of the

lungs with Kerley’s B lines but no pleural effusion.

Urinalysis revealed a specific gravity of 1.022, a pH
of 5.0, 3-f proteinuria, two to three hyaline casts but

no red cells or red cell casts.

The initial assessment was that this patient had
hypertensive cardiovascular disease with accelerated

hypertension and congestive heart failure but without

signs of malignant hypertension. He was given a total

of 80 mg of furosemide intravenously in the emergency
room. After a diuresis of 2 liters the blood pressure

dropped to only 210/160 mm Hg, and was unchanged
four hours later. Then 300 mg of diazoxide were given

intravenously resulting in a blood pressure of 200/140
mm Hg. Another bolus of diazoxide was given 30

minutes later and the blood pressure fell to 170/110

mm Hg. Methyidopa 500 mg, P.O., q 6 h and furosemide

40 mg, P.O., b.i.d. were begun. The following morning
he was lethargic^ and the blood pressure was 110/90

mm Hg, a fall from the original 238/180 mm Hg in

approximately 12 hours. Digitalis was not given on

City of Memphis Hospital Case No. 293803. Presented

Feb. 2, 1977.
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admission but only after the dosage of methyidopa was
reduced and the lethargy subsided. Blood pressure finally

stabilized at 140/90 mm Hg. Subsequently, proteinuria

disappeared. An intravenous pyelogram was normal.
He was discharged on the fifth hospital day.

JAY M. SULLIVAN, M.D.:

Recent advances in our understanding of the

pathophysiology of congestive heart failure have

enabled us to add additional dimensions to con-

ventional therapy. In fact, some lines of evidence

suggest that there are certain circumstances in

which digitalis is not necessarily the first treat-

ment to be used. Eventual therapeutic success

depends on noting how the patient responds to

the initial therapy, especially if the predisposing

or exciting cause of the congested state is sys-

temic arterial hypertension.

Absolute and Relative Contraindications

To Digitalis

First of all, digitalis is a poison. There are cer-

tain circumstances where its poisonous effect is

useful, for example, poisoning (blocking) the

atrioventricular node in patients with atrial

fibrillation and a rapid ventricular response. Other

than this the first absolute contraindication for use

of the drug is digitalis intoxication, and therein

lies a problem in a city hospital like this, as weU

as in private practice. Patients will come tO' you

from other sources saying they are taking medi-

cines for their heart, and taking them regularly.

However, there are many medicines for the heart:

digitalis, quinidine, procainamide, antihyperten-

sive drugs, nitrates, diuretics, all of which can

cause confusion. We must be aware that someone

presenting in congestive heart failure with ventric-

ular premature beats might have digitalis toxicity.

So we are hesitant to give additional digitahs

under these circumstances until we can get serum

digoxin levels.

Second, although rare, is digitalis allergy.
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When a patient on digitalis develops signs of

clear-cut drug allergy, the drug must be discon-

tinued. These are really the only two absolute

contraindications to the use of digitalis.

Let us look at relative contraindications. The

first of these is incomplete atrioventricular block.

If you could give digitalis, completely block the

A-V node, and still guarantee that your patient

would have a heart rate above 40/min with a

good stroke volume and adequate cardiac output,

it would not make any difference. But since you

are dealing with patients who have heart disease,

such reduction of rate is undesirable. When deal-

ing with bifascicular or suspected trifascicular

block or Wenckebach’s phenomenon, you must

consider that digitalis may cause complete block

and leave your patient with a compromised circu-

lation.

Secondly, hypertrophic subaortic stenosis con-

stitutes a relative contraindication to the use of

digitalis. This is a dynamic, muscular stenosis.

When the ventricle contracts, the obstruction in

the outflow tract increases. Any ionotropic agent

like digitalis that increases contractility will in-

crease the obstruction, and usually worsen the

symptoms.

When the patient has previously had ventricu-

lar fibrillation, we must consider this a relative

contraindication, depending on the individual cir-

cumstance. This severe arrhythmia implies a ten-

dency to local or diffuse reentry; digitalis in-

creases this tendency.

Determinants of Adequate Circulation

To consider in detail the circumstances under

which digitalis should not be used, it is necessary

to review the way circulation is controlled^ and

how the different factors that are involved can go

awry and result in a clinical syndrome of appar-

ent congestive heart failure and perhaps pul-

monary edema. We can begin by focusing on

the four important elements which determine

cardiac output: preload, afterload, contractility

and heart rate. The first three factors, acting to-

gether, determine stroke volume, and the heart

rate times the stroke volume determines what the

cardiac output per unit of time will be. Cardiac

output (CO) times peripheral vascular resistance

(R) determines blood pressure (P=COxR) while

blood pressure and left ventricular size constitute

ventricular afterload. Preload, the amount of

stretch on the ventricle at the beginning of each

systole, is determined by the amount of venous

return which influences how much the ventricle

will pump with each beat. For example, with

exercise the contraction of muscles in the legs

increases venous return to the heart. The in-

creased load is pumped back to the periphery

without difficulty in the normal heart. Contractil-

ity is determined by the extent and velocity of

fiber shortening at any given end-diastolic fiber

length. Afterload is what the left ventricle faces

as it begins to contract, and is composed of the

two components which constitute waU tension.

They are the size or radius of the ventricle and

the impedance or pressure in the aorta which the

ventricle faces when the aortic valve opens. Con-

gestive failure can result from abnormalities in

preload, contractility or afterload. If there is

complete A-V block and an unusually slow ven-

tricular rate, this may so impair total cardiac

output as to lead to congestive heart failure.

In the well-known Starling relationship^ when
left ventricular end-diastolic volume or pressure

increases, the work of the heart which can be

expressed as cardiac output also increases. In a

normal heart, as venous return increases, thus

increasing the diastolic filling pressure, the ven-

tricle will generate more force and increase stroke

volume. In the normal relationship, as the venous

return increases, more blood is expelled until a

degree of stretch is achieved beyond which output

starts to fall (a normal ventricular function curve).

Congestive heart failure can be defined hemo-

dynamically as an impaired amount of stroke

volume for any given level of left ventricular

filling. In the malfunctioning ventricle, stroke

volume, or work, will be less than in a ventricle

with unimpaired contractility filled to the same

extent, yielding a different (lower) ventricular

function curve. The symptoms of congestive heart

failure follow if contractility is sufiiciently im-

paired. Pressure in the overfilled ventricles is

transmitted back to the lungs and symptoms of a

congested pulmonary circulation result. As car-

diac output decreases, symptoms of forward fail-

ure, such as fatigue, also appear. Digitalis im-

proves impaired contractility. It will shift a point

on the abnormal function curve toward the normal

curve so that for any given level of filling

pressure a greater amount of stroke work will

be generated.

Congestive Heart Failure vs.

Congestion of the Circulation

I want to call your attention to the distinction
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between failure of the circulation and congestion

of the circulation. Circulatory failure can be

cardiac or noncardiac in origin. Noncardiac cir-

culatory failure is easy to understand. If, for

example, during blood loss, sufficient blood does

not return to the heart, the heart is not going to

pump enough blood out and will “fail” to meet

the needs of the peripheral tissues. In contrast,

cardiac failure can be mechanical (valvular ob-

struction or regurgitation), muscular (cardiomy-

opathy, mycocarditis), or due to arrhythmia.

Further, circulatory overload can result from in-

creased blood volume. A patient can be put into

“failure” by overvigorous use of parenteral fluids.

A similar problem is encountered in dealing with

patients who have an excessive circulating volume

because of renal failure. Such patients will fre-

quently present with signs of congestion which

are not due to failure of the heart to do its job but

to an overexpanded extracellular fluid compart-

ment from renal retention of fluid. Increased

venous return or decreased peripheral vascular

resistance are the mechanisms involved in the

high output failure of thyrotoxicosis, A-V fistulas,

anemia and beri-beri.

Another point to make in terms of categorizing

patients presenting with acute pulmonary edema

is the need to distinguish the underlying cause

from the precipitating cause. Patients very fre-

quently will have mild, stable heart disease and

then suddenly develop acute pulmonary edema.

Among the precipitating causes to be considered

in such circumstances are pulmonary embolism,

infection, anemia, thyrotoxicosis, pregnancy,

arrhythmia, active rheumatic and other forms of

acute myocarditis, bacterial endocarditis, unusual

physical exertion, dietary indiscretion, particular-

ly excessive salt load, or emotional stress. Finally,

systemic hytertension can be a precipitating cause,

as well as an underlying cause, and removal of

the precipitating component is frequently all that

is necessary to treat the state of congestion.

Special Circumstance of Hypertension

And Circulatory Congestion

Studies made at the Cleveland Clinic,^ have

shown a different relationship of intravascular or

plasma volume to blood pressure in two groups

of patients. In the group with parenchymal renal

disease, blood pressure was dependent on volume,

the crucial variable. In contrast, patients with

severe diastolic hypertension without impaired

renal function displayed an inverse relationship
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TABLE 1

GUIDELINES FOR THE MANAGEMENT OF SEVERE
HYPERTENSION AND CONGESTIVE HEART FAILURE

Severe hypertension with little or no congestion:

Afterload reduction: Nitroprusside, Diazoxide, Tri-

methaphan, Hydralazine, Methyidopa, and oral agents

Limited diuresis to prevent fluid retention, not to

provoke volume depletion

Severe hypertension with congestion:

Afterload reduction: Nitroprusside, oral agents

Preload reduction: Furosemide

Severe hypertension with acute pulmonary edema

Afterload reduction: Nitroprusside

Preload reduction: Tourniquets, Furosemide, Morphine

Increase Contractility: Digoxin, Oxygen, Aminophylline

between pressure and circulating volume. They
did what Guyton says they should.^ As their

pressure went up they excreted more urine in a

homeostatic effort to reduce blood volume and

hence pressure. A patient who comes to the emer-

gency room with severe hypertension without ob-

viously impaired renal function most often has a

depleted intravascular volume and does not need

vigorous diuresis to bring him under control. I

think this is the major point with which I would

take issue in the management of the case pre-

sented today. What I beheve to be the best way
of handling the patient with acute hypertension

and symptoms of congestion who does not have

advanced renal failure is to rely initially on the

use of afterload reduction. The drug that many of

us are most frequently using to do this is sodium

nitroprusside. This drug causes both venodilata-

tion, thus reducing venous return (preload) and

pulmonary congestion, and lessened vascular re-

sistance (afterload). The resulting fall in arterial

pressure allows the ventricle to eject a larger

stroke volume, with better tissue perfusion. We
have shown this in our own studies of patients

with severe hypertension.*^^^®®- When after-

load was reduced with nitroprusside given intra-

venously on admission without diuretics, and fol-

lowed by 200 mg to 300 mg per day of hydrala-

zine,®*^^^®- the peripheral vascular resistance

and pressure fell dramatically, reflecting a con-

siderable reduction of afterload. Cardiac output

rose but not beyond the normal range. In contrast

when diuretics and sympatholytic agents were

used vigorously,®^^^®- the blood pressure fell

but the cardiac output also fell below normal and

the peripheral vascular resistance actually in-
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creased. The therapy you tailor to the patient with

high blood pressure and cardiac failure should

remove the precipitating cause which, in the in-

stances cited, was an acute increase in afterload.

Thereafter your skill as a physician comes in-

creasingly into play.

Patients who do not respond quickly and ap-

propriately obviously need additional measures.

So I propose here some rather broad guidelines

for the management of congestive heart failure in

the setting of severe hypertension (Table 1).

Obviously there are other considerations relative

to the management of congestive heart failure in

the special setting of severe renal failure. But in

a patient, such as the one presented today, who

had severe hypertension with a limited degree of

circulatory congestion which, when relieved.

caused a minimal fall in blood pressure, the pri-

mary thrust of therapy should be afterload

reduction. r ^
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treated surgically, none had tissue loss and only
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The others returned to normal. There was no
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pulse, whereas three of the five surgical cases

did so (Table 3).

Summary
The overall pulse deficit risk in the entire

series of 2,004 is 1.8%. Ischemic symptoms de-

veloped with the radial pulse deficit in 14 of the

2,004 cases (0.69%). Tissue loss as a result of

vascular deficit occurred in only one case

(0.05%) in the entire series. The brachial arterio-

gram appears to be a fairly safe study from the

standpoint of pulse deficit and tissue loss.

Brachial arteriography carries a greater risk to

the brachioradial pulse in women. (Pulse deficits

occurred in the younger age groups in the women
as compared to men. )
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Tfim K-Kiy of the month

JOHN M. MATHIS, M.Sc., M.D. and A. JAMES GERLOCK, JR., M.D.

Figure 1 is an adrenal venogram performed on

a hypertensive adult. What does it demonstrate?

(a) adenoma

(b) aldosteronoma

(c) pheochromocytoma

(d) all of the above

Figure 1. Adrenal venogram performed on hypertensive

adult.

Discussion

True, this adrenal venogram shows an adrenal

mass lesion which could be either an adenoma

producing Cushing’s syndrome, an adenoma pro-

ducing aldosteronism, or even a pheochromocy-

toma. They all appear the same on adrenal venog-

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.
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raphy, as they are all tumors which can arise in

the adrenal gland and cause displacement of the

normal venous architectural pattern. But couple

the adrenal venogram with adrenal vein sampling

techniques and you have a “dynamite” exam
which is extremely accurate for all of the adrenal

lesions named above. For example, the patient

whose adrenal venogram is shown here presented

with diastolic hypertension, increased peripheral

aldosterone, lowered peripheral potassium in the

absence of diuretic medication, and suppressed

plasma renin activity. The adrenal venogram not

only localized the adenoma to the left adrenal

gland, but the adrenal vein samples for aldos-

terone taken just before venography showed it to

be functioning, as well. The diagnosis of primary

aldosteronism was then made.

In Cushing’s syndrome, the adrenal venogram

combined with adrenal vein samples for cortisol

can be used to determine if the etiology is adrenal

or nonadrenal. Nonadrenal ectopic ACTH stimu-

lation of the adrenals causing Cushing’s syndrome

can be seen on adrenal venography as bilateral

enlargement of the adrenal glands (hyperplasia).

The cortisol levels will be elevated in the venous

blood samples obtained from both adrenal glands.

When the cause of Cushing’s syndrome is a func-

tioning adrenal adenoma, the adrenal venogram

will localize the adenoma. Samples of venous

blood from the adrenal gland containing the ade-

noma will show elevated cortisol levels, while the

contralateral adrenal vein samples will show de-

pressed cortisol levels. The diagnosis of a func-

tioning adrenal adenoma causing Cushing’s syn-

drome can then be made.

Pheochromocytomas are much more vascular

tumors than the adenomas, which cause Cushing’s

syndrome and aldosteronism. Adrenal arteriog-

raphy is then the procedure of choice in localizing

these tumors. When arteriography fails to localize

a pheochromocytoma, adrenal venography with

sampling of the adrenal venous blood for cate-

cholamines, should be used.

Answer: (d) aU of the above. r
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W. BARTON CAMPBELL, M.D.

A 72-year-old executive entered the hospital for

elective repair of a right inguinal hernia. He had a

history of chronic obstructive lung disease over the

preceding ten years which had resulted in previous
hospitalizations. On examination he was noted to have
an increase in the AP diameter of the chest. The ac-

cessory respiratory muscles were hypertrophic. Expira-
tory phase of breathing was prolonged with “pursed
lips breathing.” An electrocardiogram was obtained
(Figs. 1 and 2).

This electrocardiogram shows an irregularly ir-

regular rhythm and a relatively rapid rate with

R-R intervals from .34 seconds to .66 seconds.

P waves are clearly present and vary in morphol-

ogy. There is also a variation in the PR interval

and P morphology is pathognomonic of multifocal

atrial tachycardia. Note that many of the P waves

in standard lead II are quite tall and peaked. They
vary in amplitude with some as tall as 4 mm.
These prominent inferior P forces suggest right

atrial enlargement. The late QRS forces are right-

ward, resulting in an S wave in standard lead I.

Note also that there is a prominent S in V5 and

Vc. These rightward terminal forces are common-
ly seen in chronic obstructive lung disease. A
single premature ventricular contraction is noted.

The P waves are inverted in Vi. Posterior orien-

tation of P forces is common in chronic obstruc-

tive lung disease and does not imply left atrial

enlargement in this setting. There are nonspecific

ST-T wave changes.

Although it has been suggested that the elec-

trocardiogram can be of assistance in distinguish-

ing chronic bronchitis from emphysema,^ in our

experience this has not been of diagnostic value.

Multifocal atrial tachycardia is an arrhythmia very

commonly seen in patients with chronic obstruc-

tive lung disease. It does not respond well to

treatment with digitalis or antiarrhythmic medica-

tions alone. The treatment of choice is correction

of the underlying pulmonary problem. This pa-

tient had improvement in his cardiac rhythm with

low-dose oxygen therapy and vigorous bronchial

drainage program.

Final Diagnosis: (1) Multifocal atrial tachy-

From the Department of Cardiology, St. Thomas
Hospital, Box 380, Nashville, TN 37202.
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Figure 1

Figure 2

cardia. (2) Premature ventricular contraction. (3)

Right atrial enlargement. (4) Non-specific ST-T
wave changes. (5) Tracing compatible with chron-

ic obstructive lung disease. r

REFERENCE
1. Shmock, C, Pomerantz, B, Mitchell, R, et al: The electro-

cardiogram in emphysema, with and without chronic airway
obstruction. Chest 60:328, 1971.
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The Syndrome of Inappropriate

Antidiuretic Hormone Secretion (SIADH)

JOSEPH J. SANNELLA, M.D.

ADH is a nonapeptide hormone elaborated in

ganglion cells of the hypothalamus. It is trans-

ported to the posterior lobe of the pituitary glands

along axons and is released by neural impulses.

Very small increases in plasma osmolality will

trigger release. The mechanism is very sensitive

and can be initiated by a 1% to 2% increase.

Other mechanisms of a nonosmolar nature can

powerfully stimulate hormone release. The most

important are hypovolemia, pain, fever and phar-

mocologic agents.

The distinction between inappropriate and

appropriate secretion probably should not be

whether secretion is induced by osmolar changes

but rather whether secretion is an attempt at

homeostasis. In this broad context then, SIADH
is limited to pulmonary and cerebral disorders in-

cluding tumors, ectopic production, and psychoses.

SIADH classically produces hyponatremia,

hypo-osmolality of plasma, urine osmolality which

is inappropriately high (not maximally dilute), and

a urine sodium concentration greater than 20

mEq/L. This set of findings is not pathognomonic.

The diagnosis of SIADH should be a diagnosis

of exclusion. It must be distinguished from other

causes of hyponatremia, especially those associ-

ated with “appropriate” ADH secretion.

Hyponatremic syndromes can be conveniently

divided into three major groups based on the size

of the extracellular fluid (ECF) compartment

(Table 1).

Hyponatremia and ECF Expansion

When hyponatremia and ECF volume expan-

sion coexist, edema or effusions are likely to be

present and the concentration of sodium in ran-

dom urine specimens is usually less than 10

From Clinical Laboratories of Nashville, 2525 Park

Plaza, Nashville, TN 37203.
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TABLE 1

MAJOR GROUPS OF HYPONATREMIC SYNDROMES

Hyponatremia With ECF Expansion:

Congestive Failure

Cirrhosis

Nephrotic Syndrome

Hyponatremia With ECF Contraction:

Renal loss of sodium and water

Diuretic Excess

Chronic Renal Failure

Salt-Losing Nephritis (rare)

Adrenal (mineralocorticoid) Insufficiency

Extra-renal loss of sodium and water

Gastrointestinal, especially diarrhea

Excessive sweating with water replacement

Burns

Hyponatremia With Normal or Mildly Increased ECF

Hypothyroidism

SIADH
Pharmacologic agents

mEq/L. In congestive failure, cirrhosis, and

nephrosis, the secretion of ADH is “appropriate”

since it is an attempt to restore a functionally

diminished effective plasma volume.

In congestive failure, circulatory volume is

actually increased, but because of reduced cardiac

output there is a fall in effective arterial volume

and a fall in effective renal perfusion. These stim-

ulate ADH release and hyponatremia, and a rela-

tively concentrated but sodium deprived urine re-

sults. If diuretics have been given, the urine

sodium will probably be greater than 20 mEq/L
in random samples. In this situation, if the failure

is relatively occult, the unwary may be misled

since classic SIADH is more closely mimicked.

Hepatic cirrhosis can present a picture similar

to congestive failure. Once again, although ECF
is expanded, effective plasma volume may be

reduced due to fluid sequestration and hypoal-

buminemia.
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The nephrotic syndromes are pathophysiologi-

cally complicated because of differing etiologies

and severities. Therefore, stimuli for ADH secre-

tion are likely to be multifactorial and include

decreased glomerular filtration, stimulation of the

renin-angiotensin system, hypoalbuminemia, and

sequestration of fluid.

Hyponatremia and ECF Contraction

Diseases in this group are associated with losses

of sodium and water from either renal or extra-

renal sites. Edema is usually absent. The stimulus

for ADH release is hypovolemia. Diuretic excess,

chronic renal failure, salt-losing nephritis, and

adrenal insufficiency are conditions resulting in

renal losses. Random urine sodium levels are

likely to exceed 20 mEq/L.
In adrenal insufficiency, the lack of mineralo-

corticoid hormone induces the sodium loss which

ultimately leads to ADH secretion. Another effect

which appears to be important is the deficiency of

glucocorticoids, since these hormones antagonize

the release of ADH or its end organ effect. The

glucocorticoid deficiency allows ADH to exert an

unopposed effect.

Extrarenal causes of hyponatremia are usually

accompanied by random urine sodium levels of

less than 10 mEq/L. Diarrhea, excessive sweating

and bums are the common causes. Sodium and

water losses severe enough to produce hypovole-

mia appropriately induce ADH secretion.

Hyponatremia With Normal ECF
Myxedema, SIADH and pharmacologic agents

are the main considerations in this group. Urine

sodium is usually greater than 20 mEq/L and

edema is unlikely to be present.

The reason for hyponatremia in myxedema is

not entirely clear but may be related to myxede-

ma heart failure and/or decreased sodium re-

absorption due to partial failure of the ATPase-

dependent “sodium pump.”

Pharmacologic agents are known to cause

hyponatremia. The mechanisms are not the same

for all, but many (chlorpropamide, clofibrate,

carbamazepine, nicotine, isoproterenol, barbitu-

rates, opiates, and cholinergic agents) appear to

stimulate secretion of ADH.

SIADH and other causes of hyponatremia can

coexist. In such situations, inappropriate ADH
secretion would have to be proven either follow-

ing correction of other pathophysiology or by

assaying for ADH. A reliable method using radio-

immunoassay has recently been introduced.

Summary
Before the diagnosis of SIADH may be con-

sidered assured, even when “classic” laboratory

findings are present, one must rule out conges-

tive failure, liver dysfunction, adrenal insufficien-

cy, hypothyroidism, and pharmacologic (iatro-

genic) causes. r ^

COPING WITH CHRISTMAS

. . . A lot of people are like Christmas trees. They get all spruced up at Christmas, decorate

their homes and businesses, and even hang wreaths in their churches. But underneath all

of the tinsel and decorations they are dead, joyless, bored people. Surrounded and entvdned

by the symbols of Christmas, they are putting on a happy front, trying not to let the

world and themselves see that they have missed the whole point of the celebration. . . .

It is interesting that so many of the Christmas celebrants miss [the point of it all]. They

go about their celebrations without realizing that the King of the universe is waiting for

some personal response from them. Most people are simply indifferent to Christ, some have

a casual interest in Him, many reject Him outright, and only a few give Him the absolute

obedience that His kingship demands. . . .

Each of us must actively draw near to God at Christmas. Caught up in the holiday season,

we easily let our devotional life slip and even forget temporarily about religious things.

But a Christ-centered, merry Christmas is not likely to come automatically. It comes

when we plan ahead and deliberately make room for Christ in our holiday celebrations. . . .

Gary R. Collins, Ph.D.

From Coping With Christmas,

Bethany Fellowship, Inc.,

6820 Auto Club Road,

Minneapolis, Minn. 55438
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Valley Psychiatric Hospital
P. O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421 • Phone 615-894-4220

A 50 bed private acute intensive treatment facility with programs designed to treat psychological,

alcoholic, and drug abuse problems of adults, adolescents and children.

A full range of treatment modahties are utilized including individual and group psychotherapy, chemo-
therapy, and adjunctive and family therapies. Adjvmctive therapy includes continuing education through
home-bound teaching for school-aged adolescents, recreational, occupational, and other supportive

therapies. Group therapy is five days each week with individual therapy at least three days a week.
Patients have six horns a day in scheduled therapeutic activities. Comprehensive outpatient services

are available with outpatient group therapy sessions being held two nights each week.

Licensed by the State of Tennessee. A member of the Tennessee Hospital Association, the American
Hospital Association, and the National Association of Private Psychiatric Hospitals. Accredited by the

Joint Commission on Accreditation of Hospitals.

Psychiatry

D. Ross Campbell, M.D.
Henry Evans, M.D., Clinical Director

Wilham C. Greer, M.D.
David V. MacNaughton, M.D.
John S. McDougal, M.D.
Robert T. Spalding, M.D., F.A.P.A.,

Medical Director

Internal Medicine Consultant

Charles D. Kennedy, M.D.

Clinical Psychology
Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.
Ann Morris, M.S.
Bobby G. Rouse, Ph.D.
Roy Smith, Ph.D.

Adjunctive Therapy
Dan B. Page, M.Ed.

Administrator

Dennis P. Dobard

’’The chart calls for me to give you a
massage, but this definitely is not

the doctor's handwriting!”
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A Second Level of Care:

Community Residential Facilities

For the Mentally Retarded

There is a young man in residence at Clover

Bottom Developmental Center. We won’t divulge

his name because of confidentiality laws. How-
ever, we will report that if a community resi-

dential program were available in the area where

he was born, there would be no need for him to

reside at Clover Bottom. He is one of many.

There is considerable federal support for large

institutions which serve the mentally retarded. At
present, many Medicaid dollars are flowing into

Tennessee for support of Arlington, Clover Bot-

tom, and Greene Valley Developmental Centers.

The concern of the Department of Mental

Health and Mental Retardation is that a state

institutional system which becomes dependent on

such federal support finds considerable difficulty

in deinstitutionalizing these mentally retarded in-

dividuals, such as the young man we have men-
tioned, who are capable of living in community-

based residential programs. The problem develops

when federal dollars cannot follow the individual

back into the community.

In a recent hearing held by the President’s

Commission on Mental Health, recommendations

were made by the department that a program be

developed to provide community-based residential

services. These services should include several

types of facilities, such as group homes, sheltered

apartments, group homes for nonambulatory

persons, and specialized living units in the com-

munity. The department predicts that once estab-

lished, these programs would in the long run

prove more cost efficient, thereby providing ser-

vices to more retarded individuals without neces-

sarily increasing funding.

A significant factor affecting the high cost of

providing Medicaid services in the United States

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville.

today is the inordinate number of mentally re-

tarded individuals who now reside in intermediate

care facilities for the mentally retarded (ICF/

MR) but who do not require that level of care.

Many persons institutionalized in these facilities

could and should be served in smaller, less sophis-

ticated programs.

Many federal and state dollars are expended

annually to meet the stringent standards required

for an ICF/MR facility. Each inappropriately

placed resident represents thousands of dollars

per year in wasted expenditures.

In a report to Congress by the comptroller

general of the United States on Jan. 7, 1977, it

was estimated that 54.5% of the residents in

public institutions do not need the intensive level

of care provided by these facilities. (Percentage

based on survey by the National Association of

Superintendents of Public Residential Facilities.)

The report cites a “lack of appropriate facilities

and services in communities” as the primary rea-

son. Title XIX (Medicaid Act) is oriented toward

medical care, and other programs (Title XVI and

Title XX or the Social Security Act) do not meet

residential needs of many who are inappropriately

in ICF/MR facilities. Furthermore, present at-

tempts to implement a 15-bed or less ICF/MR
program with existing Medicaid regulations can

only lead to continued controversy over standards

interpretations and the intent of enabling legisla-

tion.

The department favors development of a second

level ICF/MR program with separate standards

reflecting the category of programs presently re-

ferred to as “15-bed or less ICF/MR” facilities,

congregate living programs, hostels, group homes,

and in some instances, certain sections of larger

institutions. The second level of ICF/MR care

Continued on page 896
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New Directions in Preventive Medicine

The following is based on remarks delivered by

Public Health Commissioner Eugene W. Fowin-
kle, M.D., in a recent address to the Blount

County Medical Society.

The availability, accessibility and cost of health

care in this country have long been concerns of

high priority for health professionals, government

agencies and consumers of health services. Much
has been written about the rapidly escalating costs

of health care and the nature and extent of gov-

ernment involvement in health care delivery,

though not often with any agreement.

As I study the overall national health delivery

picture and in particular the role public health

programs play, I am becoming increasingly con-

cerned that we may need to rethink some of our

basic directions in health care in general and

public health in particular. Our health care sys-

tem has concentrated its energies and resources

on treatment of illness and disease, and people

have become conditioned to expect miracles

—

organ transplants, coronary bypass procedures,

chemotherapy—for our complex medical care

system. We have become so conditioned in fact,

that demands often outstrip the ability of the

system to produce. Proposals for national health

strategies have consistently approached the prob-

lem by planning to pour more and more federal

funds into the purchase of medical services. Very

little attention, in terms of resources, is directed

toward prevention of illness, and health main-

tenance.

Several states, including Tennessee, have begun

to reexamine current directions in health care

and the overall goals of the system. I believe we

can generally agree that our primary mission is

the achievement of “a state of complete physical,

mental and social well-being and not merely the

absence of disease and infirmity,” as expressed

by the World Health Organization.

We can further observe that disease patterns

From the Tennessee Department of Public Health,

Nashville.

have changed significantly over the past 50 years,

while our methods of coping with disease have

remained essentially static. The traditional health

care system offers personal health services to

deal with the treatment and cure of disease, and

public health services to emphasize the control of

infectious disease. We have done very little, how-

ever, to prevent self-imposed health risks, such as

automobile accidents, or to inhibit degenerative

disease such as coronary disease, cancer, or

stroke, all of which are among the top ten killers

and cripplers nationwide and in Tennessee.

What we are saying is that public health has

responded well to the needs of the population

through its first one hundred or so years of

official existence. Preventive health measures have

been quite successful in eradicating infectious

diseases such as yellow fever which once al-

most destroyed the city of Memphis. Today the

major health risks for Tennesseans are chronic

diseases and self-imposed health risks, for which

effective preventive and control processes have

not yet been developed.

We can perhaps get a clearer understanding of

this major change by examining the patterns of

living and disease at the turn of the century. In

most areas of the country, and certainly in Ten-

nessee, the economic and social base was agricul-

tural and rural. The family was the primary unit

of society, and large numbers of children were

considered desirable. Environmental and living

conditions were characterized by poor sanitation,

poor diet, and poor communications technology

resulting in independent, relatively isolated fam-

ily units, and low educational levels. The primary

causes of death—malnutrition and parasitic and

infectious diseases—were related to the environ-

ment and lifestyles of the population. Infant mor-

tality was high. The population structure of our

neighbor state, Georgia, reflected the prevalence

in 1900 of infectious diseases and early death.

Three percent of the population were aged 65 and

over, 45% were age 19-64, and 52% were age 18

and under.
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The picture today is drastically different. Based

on 1976 figures the population reflects a much
greater percentage of people 65 years old and

older (9%) and a reduced percentage of young

people (only 37% were 18 or under). Fifty-four

percent were age 19-64. The economic and social

base of our lives has changed to patterns of urban

living and industrial-commercial work. The fam-

ily structure has undergone some changes, and

large numbers of children are no longer consid-

ered an asset. Environmental and lifestyle factors

that are predominant today include stress, urban-

ization, congestion, affluence, society interdepen-

dence and relatively high educational levels. In-

fant death rates have been reduced significantly,

and the primary causes of death are such things

as heart disease, cancer, and accidents rather

than infectious diseases. With such dramatic

changes occurring in the patterns of our lives and

in the health problems we face, the need to

reexamine the traditional methods of coping with

those problems is readily apparent.

In an attempt to redirect health policy, the

Canadian Ministry of Health has advanced the

“Health Field Concept” as a basis for approaching

the problem. This concept states that health status

is influenced by four major components: human
biology, the environment, the lifestyles of people,

and the health care organization.

Human biology refers to inherited, genetic fac-

tors which contribute to the overall state of health

throughout the lifetime of the indiviudal. By
environment we mean those things that are ex-

ternal to the human body, and over which the

individual has little or no control. These com-

ponents include the individual’s physical, social

and economic environments. The term lifestyle

refers to the sum of the decisions an individual

has made which affect his health—the things he

can control. Individual decisions that have nega-

tive impacts create self-imposed risks and enhance

the likelihood of premature death or illness. De-

cisions that have a positive effect, such as driving

within the speed limit or not smoking, can im-

prove health and well-being throughout the in-

dividual’s lifetime. Included in the term health

care organization are all public, private, physical,

mental, and environmental resources that provide

health care services—the health care delivery sys-

tem as we know it.

The administrators of the Canadian system

have concluded that while many of the causes of

illness are related to human biology, lifestyle, and

environment, the major emphasis for health pro-

grams and the major portion of resources have

been focused on “crisis” health care, or acute care

needs. As many people have expressed it, we

have a highly developed “sick care” system rather

than a means of keeping people well.

To illustrate this disparity between the factors

having the greatest impact on health and well-

being and the resources devoted to them, let us

examine the relative proportions of funding allo-

cated to each of the four factors influencing health

status.

According to a report by G. Alan Dever, in

1974 the federal government spent $29.2 billion

for health. As we might expect, the major

portion of these funds was allocated to health

care organization—about 90.6%. Of the other

three elements, human biology received 6.9%,

environment received 1.2%, and lifestyle received

1.5% of federal health expenditures.

As Dever says, “The conclusion is obvious.

Based on current procedures for reducing mor-

tality and morbidity, it is clear that unless we
dramatically shift our health policy, we will see

little or no change in our present disease patterns.

In fact, with our aging population we might very

well see dramatic increases in mortality and

morbidity.”

The primary question that must be answered

if we intend to achieve any real improvements in

our health situation is, “How do we change our

short range, hedonistic model so that diseases

resulting from lifestyles may be significantly al-

tered or reduced?” Several approaches have been

suggested, the central theme being the need to

influence individual behavior change.

One of the more interesting new approaches is

called by various names, including “health hazard

appraisal system.” Basically this approach in-

volves taking a detailed history from the individ-

ual, including hereditary factors, relevant details

about the environment, and descriptions of per-

sonal habits and lifestyle features that can poten-

tially affect health either positively or negatively.

Next a physical examination is given, which in-

cludes basic health indicators such as blood pres-

sure and weight.

This information is then fed into a computer

programmed to process these details about the

individual with data on the effects of certain risk

factors. The result is an individualized projection

of the expected length of life taking into account

the risk factors which this individual has chosen
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to include in his daily pattern of living. The
analysis also tells the individual how much his

life can be extended by elimination of each risk

factor, such as smoking.

To illustrate the procedure, consider the case

of Mary Jones, age 50. Statistics show that a

woman of her age has a 6.6 % chance of dying

in the next ten years. But Mary Jones’ actual

health data show that she has a greater chance

of dying than her average counterpart. She has a

9.5% chance of dying in the next ten years, 43%
greater than the average 50-year-old woman.
Why? Because Mary Jones has certain risk

factors in her life that significantly reduce her

chances of survival. The health hazard appraisal

points out to her that if she can reduce her blood

pressure she can add .3 years to her projected

survival; that controlUng drinking could add 2.2

years; that stopping smoking could add 2.4 years;

that getting down to her ideal weight could add

.4 years, and so on.

Advocates of this type of approach are hopeful

that presenting the individual with actual data

about his own personal situation will provide the

motivation needed to change unhealthful behavior.

This confrontation with personal data is certainly

more dramatic and hopefully has more impact

than many lectures from the physician or the

public health worker on weight control, smoking

cessation, etc.

At this point a new relationship may be estab-

lished between the physician and his patient. If

the patient has become aware of his personal

Mental Health Report . . .

Continued from page 893

should be distinct from the existing institutional

level of care, with a clearly defined population for

each.

With two levels of ICF/MR care, specific dis-

ability criteria and more formal eligibility deter-

mination will have to be developed so proper

placements can be made.

Such a system can only be “fine tuned” at the

state level based on the peculiarities of each state’s
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risks and has resolved to make changes, the

physician then assumes leadership in guiding the

patient’s own actions to improve his health.

Someone has compared his relationship to that of

a baseball player and his manager/coach. The
player is the one who takes an active role in im-

proving his batting average while the manager/

coach provides technical advice and encourage-

ment. But the player doesn’t wait for the manager

to come out to home plate and bat for him; he

has to take an active part if his average is to

improve. Similarly, the patient must be actively

involved in reducing his risks.

Several substantive studies have been done on

the health hazard appraisal concept, and my staff

and I plan to study the approach in more depth

for its application to public health programs. We
have also established a task force to analyze the

top ten killers in Tennessee and to develop rec-

ommendations for redirection of some program

efforts to attack these problems more effectively.

I see this sort of intensive reexamination of

approach, resource allocation and program direc-

tions the most formidable challenge public health

has yet undertaken. At the same time this oppor-

tunity can represent the greatest potential contri-

bution public health has yet been able to make

to the improvement of health. I look forward to

the challenges of the future in public health and

to an even more positive and productive working

relationship with all components of our health

care system, particularly with the physicians of

our state. r ^

overall system. It is the department’s view that

each Medicaid plan should include a proper sys-

tems control and application of standards. The

plan should also be coordinated with utilization

of Titles XVI and XX as they relate to other

levels of care.

When the dollars which flow into the develop-

mental centers are able to follow the patient into

the community, immediate savings will accrue to

the taxpayer. r ^

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION
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Wealth and Happiness

It is during the holiday season when we are made most aware of the many
blessings we enjoy. To have the privilege of practicing medicine in this

uniquely wonderful country is truly a blessing. Practicing medicine is serving

others, and those of us in the medical profession must continue to keep

foremost in our minds that the best interests of our patients come first in

spite of the day-to-day difficulties we encounter.

“You are richer today than you were yesterday ... if you have laughed

often, given something, forgiven even more, made a new friend today, or

made stepping stones of stumbling-blocks; if you have thought more in

terms of “thyself” than of “myself,” or if you have succeeded in being

cheerful even if you were weary. You are richer tonight than you were this

morning ... if you have taken time to trace the handiwork of God in the

commonplace things of life, or if you have learned to count out things that

really do not count, or if you have been a little blinder to the faults of friends

or foe. You are richer if a little child has smiled at you, and a stray dog

has licked your hand, of if you have looked for the best in others and have

given others the best in you.”

Author unknown

“Do not store up for yourselves treasure on earth, where it grows rusty

and moth-eaten, and thieves break in to steal it. Store up treasure in heaven,

where there is no moth and no rust to spoil it, no thieves to break in and

steal. For where your treasure is, there will your heart be also.

Matthew 6:19-21

Sincerely,

PRESIDENT
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Of Stars and Star Wars

Richard Wagner spun a tale of a super-race

based on Teutonic mythology, and set it to music.

People either love Wagnerian opera or they hate

it. Few stand on neutral ground. One of Wagner’s

greatest admirers was Adolph Hitler, who took

the idea of the super-race proposed by Wagner

and Nietsche and sold it to post-World War I

Germany. Because we now see Hitler was evil

personified, it is hard for us to recognize the

tremendous magnetism and powers of persuasion

which he had. The youth of Germany were look-

ing for a hero, and Hitler filled the void in their

empty lives. But Wagner’s super-race had a fatal

flaw built into it. It was greed and lust, a flaw

common to mankind. Hitler failed to recognize

it, and his super-race followed Valhalla into

oblivion.

Someone commented recently that the trouble

with the world these days is there are no heroes.

When there are no heroes, heroes will be manu-
factured. Too often the hero is a Hitler. In this

country the heroes, or perhaps hero surrogates,

are, for better or worse, the stars of stage, screen,

television, and the playing field. All you need to

do is look at the intense overreaction to the death

of Elvis Presley to see to what extent this is true.

There is no question that Elvis Presley was a

very talented artist. But a hero?

The most popular motion picture of the year,

and one that may before it is over have claim as

the most popular motion picture of all time, is

Star Wars. Its plot and characters are those of

every grade B cowboy movie ever made, but it

is done with such finesse and with such incredible

imagination and special effects that it has captured

the fancy of young and old alike. George Lucas,

its writer-director, said he wanted simply to make
a movie for a change which was just fun. No
message. Just fun. And it is, judging from how
many people have seen it not just once but several

times.

One reviewer thought the movie terrible be-

cause, he said, it is cruel, with people getting

wiped out all over the place. He has a point. But

there was less violence in it than in most movies

or TV programs being made today, and less than

in Grimm’s fairy tales, Charles Dickens, or even

the Bible, for that matter. There is little or no

violence for the sake of violence. And anyhow,

life is cruel and violent at times.

There are very few occasions when we are

given a clear choice between good and evil. Hit-

ler offered the German people so much, and did

so much to build up the country, that his evil was

ignored, and the people were blinded to the fact

that he was sowing the seeds of their destruction.

The seeds of our own destruction were being

sown at the same time in the post-depression New
Deal. A chicken in every pot and a car in every

garage was too good a bird in the hand to

pass up.
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Unlike all that, Star Wars offers the viewer a

clear choice. The good is very, very good and the

bad is horrid. Luke Skywalker and Han Solo are

sure-enough heroes, even though Han’s escutch-

eon is somewhat tarnished.

Another star once brought mankind a clear

choice. That star came and stood over a stable in

Bethlehem in Judea nearly 2,000 years ago, sig-

naling the birth of One who offered man the

highest choice he ever had. When Adam and Eve

ate the apple, they were given to know the differ-

ence between good and evil, and how to make a

clear choice. As their heirs we also know the

difference. We like to see good triumph. We like

to see it triumph on the screen, and anywhere else

it doesn’t cost us anything. But it is a lot easier

to follow Elvis Presley than Jesus Christ.

To be totally dedicated always to pure good, to

always choose the right whenever we can see it,

costs. Sometimes it costs a lot. Only one man ever

did it always, and it cost Him His life. But if we

really want a clear choice. His offer still stands.

It may cost a lot, but whatever it costs will never

be missed. There is a big return. He will fill any

void in any life. What a Christmas gift!

Merry Christmas.

J.B.T.

On Not Growing Old

It used to be widely held that the maximum
speed for railroad trains (or any other means of

transportation, for that matter) was 30 miles an

hour, said to be the greatest speed the human
body could tolerate, as above that speed the

breath would be snatched away so that passen-

gers could not breathe. Actually, horseless car-

riages can do a lot better than that, because even

at the unlikely speeds of less than 30 miles an hour

the life can be snatched out of a body in less

time than it takes to say it. At more usual speeds

they become even more effective snatchers.

Because this is one of our more deadly epi-

demics, some of those interested in preventive

medicine set about to immunize against it, which

should not surprise anyone. What should surprise

us though is its long delay in coming, and the

difficulty encountered in enlisting support for

something which obviously falls into the category

of motherhood and apple pie.

The fact of the matter is that hke other immu-

nizations it takes some trouble to accomphsh, but

unlike the others there is associated continued

inconvenience, to the extent that it is a great

temptation to duck the issue by assuming, “it

can’t happen here.” It not only can—it does. It

happened to thousands of Tennesseans last year
— 1,100 killed and 46,000 more injured, to be
specific. Twenty-two of the dead were children,

making automobile accidents the leading cause of

death and serious injury in children over the age

of one month, and in fact in adults, too, under the

age of 35 years. Startling? You bet! Deplorable?

Worse!

In what could be referred to as a tour de force,

Robert Sanders, M.D., pediatrician and health

officer from Murfreesboro, took on all comers

and got enacted a piece of legislation which, if

enforced, will save a lot of lives in the pediatric

age group. He had support from various quarters,

but it was mostly lip service, and the legislation

is the result of his dedication. It is known as the

Tennessee Child Passenger Protection Act, signed

into law by Governor Blanton on April 27, 1977.

It becomes effective January 1, 1978.

Dr. Sanders has received wide acclaim from

pediatrics and safety groups nationwide, as Ten-

nessee is the first state to enact such legislation.

The act requires restraint by one of the federally

approved restraint systems of children under four

years of age riding in a family-owned vehicle on

Tennessee streets and highways. The bill has

some defects, the results of compromises neces-

sary to salvage the bill. But it is a start.

To be effective, though, it will, as with our

medical prescriptions, require compliance. Com-
pliance results mostly from education. Elsewhere

in this issue Dr. Sanders has dealt with this mat-

ter as it applies to the child restraint bill. Educa-

tional programs are being vigorously pursued, but

more needs to be done. To tell you what that

“more” is, as far as we doctors are concerned,

I quote his final statement:

“The support of the medical profession is criti-

cal for the success of this program. ... It is hoped

all physicians will thus assert themselves respon-

sibly in this effort to immunize our young children

against our highway epidemic.”

J.B.T.

Look that Gift Horse in the Mouth!

The giving of gifts at this season of the year

is ingrained tradition in Western culture, not

just for Christians, but for Jews and pagans as

well. Christians follow the example of the Magj,

who gave gifts to God’s gift to mankind. The Jew

celebrates the Feast of Lights, and the pagan does
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homage to Santa Claus, the ghost of Christmas

past, present, or future, or simply to the econ-

omy. But almost everyone, one way or another,

celebrates the season with the giving of gifts.

Friends, I have to report, in case you don’t know
it, the whole thing has gotten out of hand.

When I was growing up, after the Thanksgiving

turkey had time to settle down and turn to cal-

ories, people began to give some thought to

Christmas. Street decorations went up around the

first of December, and toy departments began to

revive. It all built up to a climax on Christmas

Eve, with a rush of last minute shopping, with

lots of merriment and shouts of “Merry

Christmas.” By contrast, Marshall Field’s toy

department was bursting at the seams in mid-

September, and by mid-December everyone will

be tired of the whole thing. But that is not what

this editorial is about.

A few weeks back (also in September) a local

newspaper carried a full page ad for a video

computer system which “plays games with end-

less variations with you and your family. . . .

Included is ‘Combat Game,’ . . . with over 27

action-packed game variations.” But that still

isn’t it. As a part of the ad there was a half-

page comic strip entitled “Battlin’ Buddies.” Or

at least they started out buddies—two grown men
“choosing their weapons,” glaring at each other

diabolically (all in good clean fun naturally) and

ending with one saying to the other, “You know,

Harry, you have a vicious side to your nature!”

With such help, why not?

Maybe it’s too late to do anything about the

adults. But the last frame of the comic strip

shows a youngster saying, “OK, Dad. Now I

guess you’re ready to take on the champ!”

Maybe all we can do is try to preserve life

and limb, and ignore for the moment those psy-

chological traumas. Maybe the psychologists are

right, and this gives an outlet for aggressiveness

which is more acceptable than some other forms

(provided, of course, it doesn’t lead to those

others).

But please, folks, at least let’s encourage our

patients (and each other) to choose toys that

are safe. No small toys that can be swallowed,

and no toys with rough or sharp edges. Baby’s

toys should be too large to put in the mouth,

washable, lightweight, and nonbrittle. Toys with

projectiles (air rifles, archery sets, sling shots,

etc.) should be, if not altogether interdicted, at

least closely monitored. Christmas tree ornaments

906

are potentially hazardous, especially electric

lights. Check the wiring carefully.

Though injuries from toys constitute another

minor epidemic, Cassandras are objects of de-

rision. But it’s funny only until it’s your child

who loses an eye from a BB gun or it’s your

Christmas tree which catches fire and cremates

your granddaughter.

There’s always talk about a sane, safe Fourth

of July. How about Christmas?

J.B.T.

Nicholas G. ForiIdas, age 44. Died October 22,

1977. Graduate of the Medical College of South

Carolina. Member of Chattanooga-Hamilton County
Medical Society.

Oscar Nelson, age 87. Died October 24, 1977. Grad-
uate of Vanderbilt University School of Medicine.

Member of Nashville Academy of Medicine.

Phineas J. Sparer, age 78. Died October 9, 1977.

Graduate of Tulane University School of Medicine.

Member of Memphis-Shelby County Medical So-

ciety.

Harwell Wilson, age 69. Died October 10, 1977.

Graduate of Vanderbilt University School of Medi-

cine. Member of Memphis-Shelby County Medical

Society.

ncui

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Glenn K. Blackburn, M.D., Chattanooga
William J. Moss, M.D., Chattanooga

Ernest L. Posey, III, M.D., Chattanooga

GILES COUNTY MEDICAL SOCIETY
Anne M. Rasche, M.D., Pulaski

Richard Rasche, M.D., Pulaski

MARSHALL COUNTY MEDICAL SOCIETY
Stephen H. Sherman, M.D., Lewisburg

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Mehrdokht Hajghassemali, M.D., Memphis
Charles H. Hubbert, M.D., Memphis
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NASHVILLE ACADEMY OF MEDICINE
Richard J. Davis, M.D., Nashville

Bruce E. Day, M.D., Nashville

Rupert A. Francis, M.D., Nashville

Ronald S. Gable, M.D., Nashville

David L. Gunn, M.D., Nashville

Thomas J. Huber, M.D., Madison
Samuel B. Hunter, M.D., Nashville

Michel E. Kuzer, M.D., Nashville

Adelisa Penlilio, M.D., Nashville

Wen-Tsai Shiao, M.D., Nashville

Dean G. Taylor, M.D., Nashville

John G. Thompson, Jr., M.D., Nashville

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
Byron D. Campbell, M.D., Kingston

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
John T. Gibson, M.D., Bristol

Ebert M. Mohler, M.D., Jonesboro

pCf/OACll fl«U/

The following Memphis physicians have been elected

Fellows of the American College of Surgeons: John
R. Crockarell, M.D., H. David Hickey, Jr., M.D.,
Ronald E. Hubbard, M.D., Albert E. Laughlin, Jr.,

M.D., William R. Little, Jr., M.D., John C. Mor-
rison, M.D., James G. Murphy, M.D., Kenneth D.
Sellers, M.D., William V. Shappley, Jr., M.D.,

Martin C. Shea, Jr., M.D., Robert P.N. Shearin,

M.D., Robin M. Stevenson, M.D., and Rodney Y.

Wolf, M.D.

Jeff Bethurum, M.D., a 34-year-old surgeon, was
elected the new mayor of the city of Franklin.

Neil Brown, M.D., Chattanooga, has been elected

president of the newly formed Chattanooga-Flamil-

ton County Epilepsy Foundation.

John Derryberry, M.D., Shelbyville, was elected

chairman of the board of the American Academy
of Family Physicians at its annual meeting in Las

Vegas.

Houston Lowry, M.D., and his wife, Freida, were

paid tribute by the community of Madisonville, in

recognition of their dedicated service to that com-
munity for the past 22 years. A proclamation signed

by Mayor Leon Harvey designated Oct. 22, 1977 as

“Freida and Houston Lowry Day” and the couple

was presented with a plaque to express the com-
munity’s appreciation.

Ralph F. Morton, M.D., Kingsport, has been elected

to the board of governors of Hospital Corporation

of America.

J. R. Rogers, M.D., Lenoir City, was awarded a

special plaque from Lenoir City Mayor Charles

Eblin on behalf of the Shriners Hospital in recogni-

tion of “his generosity and interest in helping the

Shrine Hospital for Crippled Children.”

Walter Stephenson, M.D., Gallatin, has been awarded
the Gallatin Sertoma Club’s Service to Mankind
Award in recognition of his long-time efforts as

team physician for Gallatin High School’s athletic

teams and his medical service to the community.

iKilioiKil new/

From the AMA’s Office in Washington, D.C.

Anti-F^aud Laws for Medicare
President Carter has signed into law stiff penalties

for providers who are found guilty of fraud in

the Medicare and Medicaid programs.

The new law levies felony penalties to a maximum
$25,000 fine and five years in prison replacing the

misdemeanor penalties of up to a $10,000 fine and
one year in prison.

The bill passed overwhelmingly by Congress and
sent to the White House is aimed at providers and
retains misdemeanor penalties for recipients con-

victed of defraudmg the programs. It was the first

major health bill of the administration to become
law.

Providers found guilty of fraud and abuse will

be treated as felons and punished by up to five

years in jail and/or a fine up to $25,000. Previous

law considered such violations as misdemeanors
rather than felonies.

Illegal “kickbacks” among providers are defined

and institutions are compelled to submit ownership
data to the government. One of the main targets of

the bill was so-called Medicaid mills and kickbacks
uncovered in several large cities.

The disclosure requirements do not apply to indi-

vidual physicians or to groups of physicians.

States must form anti-fraud units separate from
their health departments in order to qualify for

Medicaid funding.

Other provisions: (1) States can supersede PSRO
activities covering Medicaid if they demonstrate to

the federal government that PSROs are making de-

cisions that “have a detrimental effect” on state

Medicaid spending. (2) The Health, Education &
Welfare Department was given the authority to

select regional or national intermediaries if it con-

cludes that existing intermediaries within a state

are doing a poor job. (3) Most Medicaid reimburse-

ment would have to be made within 30 days by the

states.

An amendment giving HEW power to initiate

suits was dropped from the measure by House-
Senate conferees, but Rep. Paul Rogers (D-Fla.)

said Attorney General Griffin Bell had informed
him that the EBI was training 350 agents to audit

Medicare and Medicaid records. Rogers is chairman
of the House Commerce Subcommittee on Health.

Sen. Herman Talmadge (D-Ga.), chairman of the

Senate Finance Subcommittee on Health, said the

bill is a “clear, loud warning to thieves and crooks

that will be heard in unmistakable tones.”
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Meanwhile, HEW Secretary Joseph Califano told

a television panel show that taxpayers are losing

at least $1 billion a year through payments to in-

eligible people. Califano denied reports HEW is

abandoning “project integrity,” declaring that 2,500

cases of provider fraud are being investigated on a

state-by-state basis for possible prosecution.

No Cost Cap Seen This Year

Final Congressional hearings on the administra-

tion’s stumbling hospital cost containment program
have been conducted by the Senate Finance Com-
mittee and all indications are that no legislation will

be enacted this year.

Subcommittee Chairman Herman Talmadge (D-
Ga.) has said his information from the House side

was that representatives are not “overly optimistic”

the House will move before the end of the current

session.

In an opening statement, Talmadge said he feared

the administration’s proposed 9% “cap” on all hos-

pital revenues could harm efficient hospitals. “Ir-

reparable harm” could befall the hospital system, the

senator said. “While there are many obese hospitals,

there are many lean ones,” he said. “I don’t want
to put all hospitals on a 1 ,200-calorie-a-day diet.”

Talmadge said his staff has drawn up a set of

recommendations for an approach melding some
of the administration’s ideas with Talmadge’s own
long-standing proposal for a thorough overhaul of

Medicare and Medicaid hinging on prospective re-

imbursement for hospitals to encourage efficiency.

The importance attached to the issue by the ad-

ministration was evident from a letter sent by Presi-

dent Carter to Talmadge and House health subcom-
mittee chairmen, Reps. Dan Rostenkowski (D-Ill.)

and Paul Rogers (D-Fla.), declaring that “one of

my most important priorities is to secure strong

legislation to restrain the skyrocketing increase in

health care costs.” Carter said “I wish to reaffirm

my strong personal commitment to the administra-

tion’s hospital cost containment legislation.”

The first witness before Talmadge was HEW
Secretary Joseph Califano who charged that if Con-
gress delays passage another four months “there will

be an additional inflation of $2.8 billion in hospital

costs.” I must underscore again the enormous ad-

verse impact on our health care system caused by
continued delays. ...”

Continuing his assault on hospitals, Califano said

many institutions “are wallowing in ice cream, candy
and cake.”

“Our citizens simply cannot afford this mindless,

inexorable spiraling of health expenditures that im-

poverish other needed health care programs and
send the costs of medical care out of sight,” said the

HEW secretary.

The AMA told the subcommittee that a “cap”

is “manifestly unfair” and would discourage hos-

pitals from improving services. Robert B. Hunter,

M.D., chairman of the AMA Board of Trustees,

said the more admissions a hospital has “the more
likely it is to be penalized.”

“Artifical limitations, irrespective of how generous
or how restrictive, are unrealistic,” said Dr. Hunter.

The bill includes medical equipment in physicians’

offices under capital expenditure limitations when the

cost is above $150,000. This provision “is both un-
justified and unsupportable,” said the AMA witness.

“Such a limitation would prove onerous, especially

for physicians first opening practices as well as for

those desiring to modernize offices in order to assure

continued quality patient care.”

The subcommittee was urged to keep in mind
“that full access to quality care for those individuals

needing health care services requires appropriate

resources. Dr. Hunter said “arbitrarily limiting re-

sources—both physical and financial—affects not
only access, but also quality. He suggested any cost

containment plan be started as a local experiment to

determine its workability.

John Alexander McMahon, president of the Ameri-
can Hospital Association, told the subcommittee that

the administration bill “would seriously jeopardize
the present and future ability of hospitals to pro-
vide quality care to the American people.”

Applying a uniform cap on all hospitals “would
exert the heaviest pressures where they are least ap-

propriate—on the most efficient hospitals,” said Mc-
Mahon. These facilities would be forced to curtail

essential services, according to McMahon.
Hospitals purchase and use many services and

goods that rise faster in cost than the rest of the

market, McMahon testified. Of the 15% rise in

hospital costs last year, 10% was purely the result

of inflation and 5% “resulted from increased in-

tensity and improvement in patient care.”

Sen. Richard Schweiker (R-Pa.) urged consider-

ation of his measure that promotes state programs
to control costs. “With a little encouragement and
assistance from the federal government, the states

can achieve greater actual savings in a far more
equitable manner than a uniform system adminis-

tered from Washington, D.C.,” he said.

Too Much Surgery?

The Congressional investigation of whether there

is too much surgery has boiled down to a question

of whose study to believe and whose interpretation

is correct. Rep. John Moss (D-Calif.), chairman of

the House Commerce Subcommittee on Oversight,

insists there is far too much surgery despite pro-

tests from many physicians and evidence from studies

that his contentions are overblown.

Moss attacked the conclusions of a study headed
by Ralph Emerson, M.D., president of the New
York State Medical Society, that less than 1% of

major operations are being performed with less than

usually accepted indications.

Moss and his subcommittee have been relying on

another study that 17% of surgery is not required,

extrapolating that there are 2.4 million unnecessary

operations yearly and 11,900 deaths from these

procedures.

The Emerson study, underway sinc^e the late

1960s, used preset criteria for monitoring quality
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of surgical care, criteria prepared by four state

medical schools, the state department of health and
the state medical society. In addition to finding

less than 1% of major operations questionable, the

study found 2% or 3% of minor surgery in this

category.

Karl Pfuetze, M.D., a cardiologist from Kansas
City and an expert on surgical statistics, testified

that the so-called McCarthy study was employed
erroneously by the subcommittee. The finding of a

1 7% difference of opinion on whether surgery

should be performed stems only from the fact that

there will be a range of from 10% to 20% of

differing opinion for much elective surgery, said

Dr. Pfuetze.

He said that if every surgeon sought the opinion

of ten other surgeons on each case, there would
often be one or two or three dissenters. But the

majority judgment in such cases would be accepted.

However, seeking these consultations separately for

each case would result in a difference of opinion

ranging from 10% to 30%.
Said the witness:

“Previous alarming calculations of so-called un-

necessary surgery have been based on estimates, mis-

understandings of the mathematical implications of

experimental design, a lack of understanding about

what really produces a difference of opinion be-

tween physicians. The result of these factors has

produced a 700% to 1700% overestimate of so-

called unnecessary surgery and a 3700% overesti-

mate of unnecessary deaths.

“I do not believe that it serves any useful purpose

to continue to assume that the previous figures on
unnecessary surgery are either accurate or useful.”

C. Rollins Hanlon, M.D., director of the Ameri-

can College of Surgeons, said “The College rec-

ognizes the need to consider the complexity and

cost of surgical procedures as well as the need for

broad knowledge of surgical biology, diagnostic

skill and operative skill to make the patient safe

for the operation and the operation safe for the

patient.

“These needs dictate our continued insistence

on long and exacting education for surgeons, rather

than casual, on-the-job training, as inappropriate to

modem surgery as the competence of the occasional

weekend pilot to take over the controls of a 747.

Scmpulously careful delineation of privileges based

on education, peer appraisal of skills, and certifica-

tion of specific competence will remain the most
reliable basis for appropriately recommended and
safely performed operations by genuine surgeons,

rather than casual operators.”

Saccharin Ban Delayed

The House has gone along with the Senate and
approved an 18-month postponement of the pro-

posed FDA ban on use of saccharin. The vote was
375 to 23. Differences in labeling requirements will

have to be resolved before the bill is sent to the

White House.

The Senate wants saccharin products to carry a

label cautioning that the sweetener causes cancer

in animals and may increase people’s risk. The
House bill only requires a notice at the store where
the product is sold.

Rep. Andrew Maguire (D-N.J.) during floor de-

bate suggested sarcastically there should be an “as-

surance label” that reads:

“Saccharin does not cause cancer in the opinion

of your Congressman despite scientific evidence

that it does.”

On the other side. Rep. Samuel Devine (R-Ohio)
told the House “not long ago we had a scare about

cranberries. Then it was cyclamates and just this

weekend someone said my vegetables might cause

cancer. My God, are we going to ban vegetables

because they might cause cancer?”

AMA Declines to Testify

on Competition

The AMA has informed Sen. Edward Kennedy
(D-Mass.) that it could not testify at hearings on
competition in the health care field because the

issues coincide with those posed at a trial now in

progress before the Federal Trade Commission.

The hearing was called off by Kennedy. Among
other witnesses slated to testify that day was Michael
Pertschuk, FTC commissioner. Kennedy planned to

go ahead later with such hearings before an un-

usual joint session of two subcommittees he heads

—

Senate Human Resources Subcommittee on Health
and the Senate Judiciary Subcommittee on Antitrust

and Monopoly.

Kennedy had no comment on the AMA’s refusal

to testify.

In a letter to the senator, the AMA said ques-

tions by Kennedy in a letter to the AMA and the

issues to be addressed “are essentially the same as

the issues now on trial before an administrative law
judge of the FTC.

“For this reason,” wrote AMA Executive Vice
President James H. Sammons, M.D., “the association

has been advised by legal counsel not to appear to

present testimony. ...” When an issue is involved

in litigation, testimony on the same subject before

Congress could jeopardize the legal position of the

witness.

Dr. Sammons said that the AMA’s stand on the

primary issue of regulation and competition can
be provided for the record. The association has long

advocated “a pluralistic system of health care with

free competition among all practitioners whether

practicing alone, in groups, or as salaried or con-

tracting physicians in HMDs” (Health Maintenance

Organizations), said the AMA.
Kennedy also was informed that the AMA “strong-

ly advocates” consumer information including stan-

dard fees charged by physicians. “The association

remains opposed to self-laudatory statements or

claims such as testimonials and nonverifiable state-

ments or claims.”
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The chief issue before tbe FTC is the AMA’s
code against unethical advertising by physicians.

Dr. Sammons said government regulation of the

supply of physicians and their distribution by spe-

cialty “would have an unpredictable and detrimental

impact upon the future quality of care.”

The AMA letter continued:

“The issues of quality of care and cost of care

are not separate and unrelated and are not inde-

pendent from the issue of availability of services.

These three elements of medical care are somewhat
like a tripod in that alteration of one will cause an
imbalance or instability of the other two. Too fre-

quently, congressional approaches to cost problems
result in reduction of available technology, benefits,

and access to quality care.”

A tug-of-war situation has developed within the

federal government with some agencies promulgating
ever more stringent regulation of the medical pro-

fession while other agencies demand removal of

any professional self-regulation and relaxation of

government regulation, Dr. Sammons declared.

Racial Health Differences

A Congressional Budget Office (CBO) study re-

ports that non-whites are less healthy than white
persons. Non-whites experience nearly 50% more
bed disability days, 70% higher infant mortality

and a life expectancy six years shorter than that

of whites the study said.

White persons make about 10% more visits to

doctors than non-whites.

Although the proportions of whites and non-whites
hospitalized each year varies little, non-whites tend
to remain in the hospital longer because they are

sicker, particularly poor non-whites, according to the

CBO.
The study, “health differentials between white and

non-white Americans” is part of a series of CBO
studies on racial inequalities. It concludes that the

health of non-white persons has improved during
the last 20 years, but has not caught up.

The health of non-whites is not as good as that

of whites, yet non-whites get less and possibly less-

effective health care than whites do,” the study said.

CBO’s study, based on published and unpublished

data about various health care indicators and their

relationship to race, found that a non-white is 60%
more likely to die of flu or pneumonia and five

times as likely to die of tuberculosis.

The non-white male or female is nearly twice as

likely to die of cirrhosis of the liver and more than

seven times as likely to be a victim of homicide,

both of which indicate social or psychological prob-
lems, the study said.

Non-whites included blacks, American Indians and
Orientals.
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CALENDAR OF MEETINGS

Jan. 11-14

Jan. 11-14

Jan. 15-19

Jan. 22-26

Jan. 23-25

Jan. 23-27

Jan. 25-28

Jan. 28-

Feb. 3

Feb. 8-12

Feb. 9-1

1

Feb. 19-22

Feb. 22-23

Feb. 22-26

Feb. 22-26

Feb. 23-28

NATIONAL

1978

National Symposium on Head and
Neck Cancer, San Francisco Hilton

Hotel, San Francisco

Nuclear Medicine—Ultrasound—Com-
puterized Tomography, A Confronta-

tion, Disneyland Hotel, Anaheim, Cali-

fornia

Pan American Cancer Cytology Con-

gress, Caesar’s Palace, Las Vegas

Mid-Winter Clinical Convention In

Ophthalmology and Otolaryngology,

Los Angeles

Society of Thoracic Surgeons, Sheraton

Twin Towers, Orlando, Florida

Southern Clinical Neurological Society,

El Conquistador Hotel, Las Croabas,

Puerto Rico

Southern Society for Pediatric Research

Braniff Place, New Orleans

American Society of Contemporary

Medicine and Surgery, Americana Ho-
tel, Bal Harbour, Florida

American College of Psychiatrists,

Royal Sonesta, New Orleans

Society of University Surgeons, Galt

House, Louisville

Southeastern Surgical Congress, Fair-

mont Hotel, New Orleans

American Orthopaedic Society, Dallas

American Association of Genito-Uri-

nary Surgeons, Ocean Reef Club, Key
Largo, Florida

American College of Nuclear Phy-

sicians, San Francisco

American Academy of Orthopaedic

Surgeons, Convention Center, Dallas

TENNESSEE MEDICAL ASSOCIATION
143RD ANNUAL CONVENTION

April 12-15, 1978
Hyatt Regency, Knoxville, Tennessee
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The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-
sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology
Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurology
Obstetrics & Gynecology . .

Oncology
Orthopedics

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Croflord, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . . W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
ZeU A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Robert Oldham, M.D.
Paul W. Griffin, M.D.

Pathology
Pediatrics

Psychiatry

Radiology
Renal Diseases

Rheumatology
Surgery

Cancer Chemotherapy
General
Neurological

Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation
Thoracic & Cardiac .

Urology

William H. Hartmaim, M.D.
David T. Karzon, M.D.

Marc H. HoUender, M.D.
A. Everette James, Jr., Sc.M., J.D., M.D.

H. Earl Giim, M.D.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. EUiott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.

John B. Lynch, M.D.
Robert E. Richie, M.D.

Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Eamily Physician’s Continuing Educa-
tion accreditation.

Application: Eor further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule 1978

Jan. 27 Annual L. W. Edwards Memorial
Lecture (1 hour)

March 5-10 Radiology Update 1978 (23 hours)

March 17-18 Annual Meeting, Southern Society of

Physical Medicine and Rehabilitation

March 22-24 Clinical Endocrinology: Update 1978
(20 hours)

March 27

April 19-21

April 21

April 22

April 27

April 28-29

7th Annual James C. Overall Visiting

Lectureship—Pediatric Pulmonary

Legal Aspects of Radiology (co-spon-

sored by School of Law)

Annual Barney Brooks Lectureship in

Surgery (1 hour)

Annual Scott Surgical Society Lecture-

ship

Annual Frank E. Luton Lecture in

Psychiatry (1 hour)

Symposium on Clinical Gynecology

Spring, 1978 Update in Management of Urologic

Malignancies—Annual Cancer Sym-
posium (12 hours)

May 18-19 17th Annual Seminar in Psychiatry

(for nonpsychiatrists)

May, 1978 Postgraduate Course in Allergy

May, 1978 Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)
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July 6-9 Contemporary Clinical Neurology,

Hilton Head, S.C. (16 hours)

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

and 25 cognates ACOG. Fee: prac-

ticing physicians, $175; physicians in

training, $100.

For information contact: Division of Continuing

Education, TCHS, 800 Madison Ave., Memphis, TN
38163, Tel. (901) 528-5547.

NATIONAL ATHLETIC TRAINERS
ASSOCIATION

Professional Preparation Conference

Jan. 7-8 Basic Athletic Training Education

(co-sponsored by Sports Safety &
Health Care Society)—O p r y 1 a n d
Hotel, Nashville. Fee: NATA mem-
bers, $35; nonmembers, $70. Pre-

registration required by Dec. 23.

For information contact Jack Redgren, Head
Athletic Trainer, Vanderbilt University, Nashville,

TN 37212.

UNIVERSITY OF TENNESSEE
CLINICAL EDUCATION CENTER

Chattanooga

Continuing Education Schedule 1978

Jan. 17

Mar. 2-3

Mar. 20-23

Mar. 21

Apr. 14-15

Apr. 18

May 4-6

May 16

June 14-20

Prophylactic or Preventive Antibiotic

Usage—McMinn-Monroe County Med-
ical Society

Clinical Orthopedics—Chattanooga

Diagnostic Radiology for Emergency &
Family Physicians—Lake Tahoe, NV
Respiratory Infections—McMinn-
Monroe County Medical Society

Pediatric Course—Chattanooga

Postsurgical Infections—McMinn-
Monroe County Medical Society

Basic Cardiology—EKGs & Therapy
for the Primary Care Physician

—

Chattanooga

Helminthic & Parasitic Infections Re-
quiring Intermediate Hosts—McMinn-
Monroe County Medical Society

OB/GYN Course—Humacao, Puerto

Rico

For information contact: LeRoy J. Pickles, Direc-

tor, Continuing Medical Education, Suite 400, 921

E. 3rd St., Chattanooga, TN 37403, Tel. (615)
756-3370.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Memphis Unit

March 13-15 The Infertile Female: Practical
Aspects of Diagnosis and Manage-
ment—Holiday Inn-Rivermont, Mem-
phis. Credit: 20 hours AAFP elective

EAST TENNESSSEE
CHILDREN’S HOSPITAL

April 18-19 A Day and One Half of Practical

Pediatrics

May 2-3 Pediatric Infectious Diseases

For information contact: Karen Lee Shields,

Committee on Continuing Medical Education, East

Tennessee Children’s Hospital, 2018 Clinch Ave.,

Knoxville, TN 37916.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management

Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy

and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week

of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule 1978

Jan. 11-13

Feb. 3-4

Feb. 19-24

Medical Ethics—Galt House, Louis-

ville, Ky. (Co-sponsored by Univer-

sity of Louisville.) Credit: 17 hours

AMA Category 1.

Burn Symposium—Hyatt Regency

Lexington, Lexington, Ky. Credit: 9

hours AMA Category 1. Fee: physi-

cians, $75; nurses and physical ther-

apists, $35.

Eighth Family Medicine Review: Ses-

sion III—Hyatt Regency Lexington,

Lexington, Ky. Credit: 50 hours AMA
Category 1 and AAFP. Fee: $295.
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April 14-15 Diabetes Control: Why and How

—

Hyatt Regency Lexington, Lexington,
Ky. Credit: 9 hours AMA Category
1. Fee: $75.

April 18-25 Controversies in Care (Obstetrics &
Gynecology)—Location: Maui, Ha-
waii (leaving from Cincinnati, Ohio).
Credit: 30 hours AMA Category 1.

Fee: $850.

May 4-5 Medical and Behavioral Problems in

Older Persons—Hyatt Regency Lex-
ington, Lexington, Ky. Credit: 12

hours AMA Category 1. Fee: $80.

May 17-19 Surgical Diseases in Children: Radio-
logic Evaluation and Operative Cor-
relation—Hyatt Regency Lexington,

Lexington, Ky. Credit: 15 hours AMA
Category 1. Fee: physicians, $180;
residents, $90.

For information contact: Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40506.

UNIVERSITY OF LOUISVILLE

Feb. 24-25 4th International Symposium on Psy-

chopharmacology—Health Sciences
Center, Louisville.

For information contact Herman C. B. Denber,
M.D., Ph.D., P.O. Box 35260, Louisville, KY
40232.

UNIVERSITY OF MISSISSIPPI

March 9-1 1 Surgical Forum V—Holiday Inn
Downtown, Jackson, Miss.

For information contact: Continuing Education,
University of Mississippi Medical Center, 2500 N.
State St., Jackson, MS 39216.

MEDICAL COLLEGE OF GEORGIA
Jan. 3 Cardiology

Jan. 18-19 Hypertension: Recent Advances in

Drug Treatment. Credit: 13 hours
AMA Category 1 ; AAFP pending.

Fee: $85.

Feb. 7 Pediatrics

Mar. 7 Metabolic Diseases

Mar. 7-10 Emergency Medicine: The First 90
Minutes—Tamarron Resort, Durango,
Colo. Credit: 15 hours AMA Cate-

gory 1; AAFP pending. Fee: $150.

Apr. 4 Gastroenterology

May 2 Orthopedics and Pathology

For information contact: Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30901.

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Ultrasound

Two eight-week postgraduate courses in sonic

medicine at Bowman Gray School of Medicine will

be offered on the following dates: Jan. 9-March 3

and April 3-May 26, 1978. Credit: 30 hours per

week in AMA Category 1. Two additional two-day

real time courses are offered for obstetricians on
March 9-10 and June 1-2, 1978. Credit: 10 hours

per day in AMA Category 1.

For information contact: James F. Martin, M.D.,

Director, Center for Ultrasound, Bowman Gray
School of Medicine, Winston-Salem, NC 27103.

OF SPECIAL INTEREST

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Dec. 12-25 The Initial Management of Multiple

Trauma—with Clement A. Hiebert,

M.D., Maine Medical Center, Port-

land, Oregon.

Accidental Hypothermia: A Considera-

tion and a Priority—with Cameron C.

Bangs, M.D., Willamette Falls Com-
munity Hospital, Oregon City; and

University of Oregon Health Science

Center, Portland, Oregon.

Recent Advances in the Management
of Peptic Ulcer Disease—with Henry
J. Binder, M.D., Yale University School

of Medicine, New Haven, Connecti-

cut.

Dec. 26- Reducing the Operative Risk of Elective

Jan. 8 Surgery: Influence of Age and Cardio-

vascular Disease—with Hiram C. Polk,

Jr., M.D., chairman. Department of

Surgery, John S. Spratt, Jr., M.D.,

deputy director. Cancer Center, and

Donald E. Fry, M.D., University of

Louisville School of Medicine.

Reducing the Operative Risk of Elective

Surgery: Influence of Diabetes, Pulmo-
nary, Renal and Liver Diseases—with

Hiram C. Polk, Jr., M.D., John S.

Spratt, M.D., and Carl O. Knutson,

M.D., director, Surgical Endoscopy
Center, University of Louisville School

of Medicine.

Reducing the Operative Risk of Elective

Surgery: Influence of Nutritional State

and Use of Medications—with Hiram
C. Polk, Jr., M.D., John S. Spratt, Jr.,

M.D., and Neal Garrison, M.D., Uni-
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versity of Louisville School of Medi-

cine.

Jan, 9-22 Frostbite: Decrease Tissue Loss—with

Cameron C. Bangs, M.D., Willamette

Falls Community Hospital, Oregon
City, and University of Oregon Health

Science Center, Portland.

Vulvovaginal Candida, Alias Monilia

—

with Leonard J. Cibley, M.D., Depart-

ment of Obstetrics and Gynecology,

Boston University School of Medicine

and Harvard Medical School.

The Overgrown Infant: An American
Problem—with Myron Winick, M.D.,

director, Institute for Human Nutrition,

Columbia University College of Phy-

sicians and Surgeons.

U.S. VIRGIN ISLANDS MEDICAL SOCIETY

Jan. 26-28 Third Mid-Winter Virgin Islands Clin-

ical Conference (in association with

faculty of Johns Hopkins University

School of Medicine)—Bluebeards
Castle Hotel, St. Thomas, V.I. Credit:

14 hours AMA Category 1,

For information contact: Peter A, Curreri, M.D.,

Third Annual Clinical Conference, Box 39, Red
Hook, St. Thomas, V.I. 00801.

AMERICAN COLLEGE OF PHYSICIANS

A comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in August, 1977, includes regional meetings and post-

graduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local

physicians to report to their colleagues on investi-

gative work and clinical experiences in the wide

scope of subject areas included in the practice of

internal medicine.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by

internal medicine and its subspecialties. Averaging

three to five days, they are directed toward prac-

ticing physicians and are presented in association

with medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

See September 1977 issue for complete

1977-1978 listing

Postgraduate Courses

See September 1977 issue for complete
1977-1978 listing

Jan. 9-13 Contemporary Internal Medicine—New
York

Jan. 9-13 Workshops in the Pathophysiology,

Diagnosis and Treatment of Electrolyte

and Acid-Base Disorders—Philadelphia

Jan. 18-20 Problems in Clinical Endocrinology

—

Seattle

Jan. 24-27 Present Concepts in Internal Medicine
—San Francisco

Feb. 27-

Mar. 3

Feb. 28-

Mar. 2

4th Stanford-Palo Alto Medical Re-
search Foundation Winter Course in

Infectious Diseases at Sun Valley

—

Sun Valley, Idaho

Clinical Oncology for the General

Internist—Denver

ST. FRANCIS HOSPITAL
MIAMI BEACH, FLORIDA

Pediatric Dermatology Seminar & Cruise

Feb. 23-26 Pediatric Dermatology Seminar—Kon-
over Hotel, Miami Beach. Credit: 12

hours AMA Category 1 and AAD,
AAFP prescribed. Fee: physicians,

$150; in training, $100.

Feb. 26- Post Convention Flight-Cruise to South

March 5 America and the Caribbean. Credit: 12

hours AMA Category 1 and AAFP,
AAD prescribed. Fee: $795.

For information contact: Guinter Kahn, M.D.,

16800 N.W. 2nd Ave., Suite 401, N. Miami Beach,

FL 33169.

GEORGETOWN UNIVERSITY
SCHOOL OF MEDICINE

Jan. 23-26 Clinical Cardiology Conference 1978

—

Southampton Princess Hotel, Golf,

Beach and Tennis Club, Hamilton,

Bermuda. Credit: 20 hours AMA Cate-

gory 1 and up to 23 hours AAFP elec-

tive. Fee: $250.

For information contact: Office of Continuing

Education, Georgetown University School of Medi-

cine, Kober-Cogan Room 412, 3800 Reservoir Road,

N.W., Washington, DC 20007.
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AMERICAN SOCIETY OF
CONTEMPORARY MEDICINE AND

SURGERY
Jan. 30- 13th Annual Scientific Assembly

—

Feb. 4 Americana Hotel, Miami Beach. Credit:

40 hours AMA Category 1.

For information contact: John G. Bellows, M.D.,
Ph.D., Director, 6 N. Michigan Ave., Chicago, IL
60602, Tel. (312) 236-4673.

AMERICAN THORACIC SOCIETY
OF LOUISIANA

Jan. 23-27 3rd Annual New Orleans International

“Mardi Gras” SUPERCOURSE(c) on
lung disease—Braniff Place Hotel, New
Orleans. Credit: AMA Category 1 and

AAFP. Fee: $185.

Jan. 23-27 10th Annual National “Respiratory Dis-

ease Care Course” [in conjunction with

SUPERCOURSE(c)]

Jan. 24-27 14th Annual International “Pulmonary
Function in Health and Disease Course”

[in conjunction with SUPERCOURSE
(c)]

Jan. 24-27 7th Annual National “Pediatric Pul-

monary Course” [in conjunction with

SUPERCOURSE(c)]

For information contact: ATS of Louisiana, 333

St. Charles Ave., Suite 500, New Orleans, LA 70130.

BETH ISRAEL HOSPITAL
DENVER, COLORADO

See August 1977 issue for listing

Announcing the

41st Annual New Orleans
Medical Assembly

March 31 - April 4, 1978
The Fairmont— New Orleans

THE HIGH RISK PATIENT
Accreditation: AMA Category 1, Physicians’ Rec-

ognition Award, American Academy of Famiiy
Practice, American College of Emergency
Medicine, Category 1.

Adolph A. Flores, Jr., M.D., President; Oliver

H. Dabezies, Jr., M.D., F.A.C.S., Director of

Program.

Registration Fee: $200 non-member physicians;

$100 military; $100 registered nurses; Com-
plimentary: students, residents, interns and
Fellows.

Write or Phone: New Orleans Graduate Medical

Assembly, Room 1538, Tulane Medical Center,

1430 Tulane Ave., New Orleans, LA 70112. Call

(504) 525-9930.

• Presidential Reception • Exhibitors’ Cham-
pagne Reception • Mississippi River Cruise

aboard SS Natchez • Superdome Tour, luncheon
& fashion show for wives & guests.

Spring Fiesta, March 31, 1978. “A Night in Old

New Orleans,” Jackson Square.

WHITE SURGICAL SUPPLY CO.

192 1 56 Years 1977

Service to

PHYSICIANS AND HOSPITALS

Owner Operated

DISTRIBUTORS

of Quality Products

EQUIPMENT—INSTRUMENTS
—SUPPLIES

White Surgical Supply Co.

127 Bearden Place, N.E.

Knoxville, Tennessee

Phone 546-3701
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UP TO

$50,000
GROUP LIFE INSURANCE

NOW AVAILABLE

PLUS

$50,000

Accidental Death Coverage

Also Your Tennessee Medical Association

Group Life Insurance coverage can be

Group Term or Group Permanent or a

combination of both.

Cut And Mail For Details

Name

number street

city state zip code

date of birth

Mail to: DUNN-LEMLY-SIZER
900 Church Street

Nashville, Tennessee 37203

615-242-8301

Building?
Bigger Is Better?
Some medical design and building firms think you'll fall for

the old "bigger is better" line. They talk about their several

offices, many employees, and corporate jets . .

.

We Know Better!
We know that you know who ultimately pays for the rent,

the salaries, and the pilots that come with bigness. Because

we keep our organization lean and efficient, your medical

building will cost less per square foot. Because of our exper-

tise in design and construction of medical buildings, we can

provide an attractive and efficient clinic to maximize your

practice potential through proper space planning.

l^e want you to know more about our experience

and capability. So please write or call collect for a

brochure showing medical centers we have designed

and built.

C. A. Gardner and Company
Medical Design and Building Specialists

P.O.Box 15591 • Nashville, TN 37215 • (615) 329-1440

JOIN US.

We can do
much more
together.
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Metal Poisoning Possible Cause

Of Amyotrophic Lateral Sclerosis

Long-term environmental exposure to selenium

may be a cause of amyotrophic lateral sclerosis, says

a report in the June 27 issue of JAMA. Four male
farmer-ranchers in a sparsely populated county in

west central South Dakota contracted ALS within

a ten-year period. The men, between 57 and 66
years of age, lived within a few miles of each other.

All had spent virtually their entire lives in the area.

All four died of the fatal degenerative disease.

ALS occurs with an incidence of 1.4 cases per

100,000 population, so the record of four cases in

a population of 4,000 indicated to researchers that

some environmental factor was present.

The area is very high in selenium in the environ-

ment, with sufficient selenium in the soil to produce

illness in livestock including an illness of cattle

known to ranchers as the “blind staggers.” The
animal becomes disoriented, weak, and unable to

walk without stumbling against objects in its path.

Paralysis is seen, the animal is unable to swallow,

and death ensues from respiratory failure. The
chronic intoxication of selenium poisoning had been

noted in animals in the South Dakota area as far

back as 40 years ago.

The course of the human disease of amyotrophic

lateral sclerosis is similar to the “blind staggers” in

cattle.

New Asthma Drugs Aid Sufferers

Asthma sufferers in the United States are finally

benefiting this fall from two important new drugs

that have been available in Britain for many years.

After three months of receiving beclomethasone

dipropionate, 30 patients with chronic bronchial

asthma whose condition was so severe that it re-

quired corticosteroid therapy with prednisone were

able to discontinue the prednisone. After six

months, adrenal function improved and steroid toxic

reactions decreased. The drug, given as an aerosol,

was generally well tolerated and effective. Beclo-

methasone dipropionate has been available in Great

Britain since 1973, but only recently was released

for use in the United States.

The other new product, cromolyn sodium, has

been marketed throughout the world since 1968,

but only recently has become available in the United

States. Cromolyn sodium is a unique and effective

antiasthmatic agent, and its continuous use will

benefit a large proportion of asthmatic patients. In

many it will be most effective when administered

with other standard drugs.

Americans Satisfied With

ealth Care, Gallup Poll Says

A Gallup survey indicated most Americans are

well satisfied with the quality of their health care.

The American people as a whole rate the quality

of their health care quite high, the survey found.

Even some groups often thought to be deprived

—

the elderly and rural residents—believe they re-

ceive high quality health care and are well satisfied

with it.

The survey also found that the public isn’t wor-

ried about financing the usual cost of health care,

mostly through health insurance. Over half even

feel they could meet the costs of a major, long-

term illness.

Another survey question revealed that public

support for national health insurance varies di-

rectly in relation to the public’s understanding of

how much such a program would cost. Those who
think it would be “free,” (i.e., paid for by the

government) favor NHL Those who understand

that taxes would be increased to pay for the pro-

gram are much less enthusiastic.

Asked to rate the quality of health care received by
people like themselves, the public strongly responds
“excellent,” the survey found. At the same time

when asked to assess the quality of health care for

other population groups, the public thinks low in-

come people, older people, and people living in

rural areas do not get good care. But the older

people and the rural people themselves rate their

health care as about the same as the average citizen.

Public satisfaction with the last visit to a medical

doctor is extremely high—90%. Most were well

satisfied with treatment by the doctor’s staff; with

the waiting time it took to obtain an appointment;

with the care received. Almost eight in ten were
pleased with the doctor’s explanation of their illness.

Some 69% of the public feel confident in their

ability to pay the usual costs of health care. A
smaller majority, 5 1 % are confident they could

finance a major illness.

Some 67% of the public feels there is a need

for NHL But this figure drops to 40% when the

question is expanded to include the added taxes to

finance such a program. Those most confident in

their ability to pay for their health care see little

need for a government program. Among those who
feel NHI will cost more than their current private

health insurance there is little support for a federal

program.

And finally, the public is well aware that NHI
is not a panacea for problems of health care de-

livery. At least half foresee an increase in the amount

of time they would have to wait to obtain an ap-

pointment. About half feel there would be an in-

crease in unnecessary visits to the doctor under

NHL
The public is undecided as to how best to pay

for NHI and who should administer the program.

Some favor paying through taxes, others through

insurance premiums. There is no consensus on who
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should run such a program, government or private

insurance.

Red Blood Cells Preferred

To Whole Blood in Transfusions

Indiscriminate use of whole blood transfusions is

discouraged in the newly revised edition of General

Principles of Blood Transfusion, the AMA’s manual
on blood for the practicing physican. The risk to

the patient from transfusion is reduced considerably

when only the red blood cells rather than whole
blood is administered, the AMA manual points out.

Use of only the red cells reduces the incidence of

circulatory overload, the most common cause of

transfusion injury.

Kenneth W. Sell, M.D., chairman of the former
AMA Committee on Transfusion and Transplanta-

tion, points out that blood banks now provide the

various components of blood that have already been
separated in the laboratory—red cells, platelets,

white cells, and plasma. The physician may select

only those components that the patient needs, and
thus avoid giving whole blood much of the time.

Every blood transfusion carries an element of

risk of hepatitis and other diseases in addition to

the danger of incompatibility that can be disastrous

for an individual patient. As with a drug with

known side effects, the physician must weigh the

potential danger against the expected benefit before

ordering a transfusion. A blood transfusion should

never be ordered or given unless it is worth the

risk.

Copies of the book (request publication OP 267)
may be ordered from the AMA, 535 N. Dearborn
St. Chicago, IL 60610. Price of individual copies is

$3.

AMA Releases Study of

Jail Inmate Health

Inmates in the nation’s jails exhibit an alarming

incidence of communicable diseases, according to an

inmate patient profile completed by the AMA.
Examination of 641 prisoners in the AMA’s jail

health care project revealed that 12.9% had posi-

tive test results for tuberculosis, 5.9% had positive

results for syphilis, and 30% had results indicative

of liver malfunction, pointing to the possibility of

hepatitis.

This high incidence of disease is especially dis-

turbing because of the overcrowding common to

U.S. jails. Since many inmates are released within

a short time of apprehension, their exposure to

disease endangers the general population.

The inmate patient profile, which defines the

problem for the first time, is an essential part of

the AMA program to upgrade the medical care

provided in American jails. The program, funded

by the Law Enforcement Assistance Administration,

has already produced a preliminary standard of

920

medical care which is being implemented in the

30 jails participating in the AMA program.

The AMA data show that 90% of the inmates

surveyed had at least one medical complaint and
in 60.9% of those cases recommendations were
made by the examining health professional that

follow-up care was necessary.

The need for the AMA project has been under-

scored by the number of lawsuits by inmates which
cite the lack of medical care as evidence of cruel

and inhuman punishment. Less than 50% of the

jails originally surveyed by the AMA in 1972 pro-

vided a regular sick call, and only 17% held sick

call on a daily basis. Of those jails surveyed, 27%
had no emergency equipment at all, and 6% did not

even have a first aid kit.

Unlike the federal system of penal institutions,

U.S. jails have been inadequate, medically, for years.

The legal need for upgrading the nation’s jails has

been spelled out by three booklets produced by the

AMA jail project. One, Constitutional Issues of the

Prisoners’ Right to Health Care, documents the con-

stitutional right of a prisoner to adequate medical

treatment. Another, Legal Obligations to the Pre-

Trial Detainee, explores the rights of pretrial de-

tainees who must be given all due-process rights as

nonprisoners, and who must have their health and

well-being provided for and must, in fact, be ac-

corded all the rights of a citizen. A third. Allied

Health Personnel in Jails, reviews the involvement

of nonmedical jail personnel in the delivery of

medical care. These people can impede the de-

livery of health care, such as a guard deciding

that a prisoner is malingering and not calling a

physician.

The need for improvement of medical care, goes

beyond the legal niceties. When a society removes

the right of a person to be self-sufficient, then it

must provide him with the basics of life.

Surgery Without Transfusions

Is Proved Safe

Cardiovascular operations can be performed safely

without blood transfusions, says a report by Texas

M.D.s David A. Ott and Denton A. Cooley. They

report on a 20-year experience of surgery per-

formed on 542 Jehovah’s Witness patients, who
refuse blood transfusions for religious reasons. Early

mortality rate was 9.4%.
Only three of the 51 deaths were related directly

to loss of blood. Postoperative anemia was a con-

tributing factor in 12 other deaths. The other deaths

were from causes not related to loss of blood.

Patients who refuse blood transfusion for religious

reasons can undergo major cardiovascular opera-

tions with an acceptably low risk. The surgeon who
agrees to treat Jehovah’s Witnesses should respect

their religious beliefs or refer them elsewhere. To
our knowledge, no claims have been made against

a physician for failing to administer blood to a

Jehovah’s Witness.
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Independence For Older Persons

Urged by AMA
The AMA has called for a national policy toward

the aged that will keep them out of institutions as

long as possible, keep them working and contributing
to society, and maximize their continued indepen-
dence.

The medical profession strongly encourages the
development of expanded home health care services,

including both the strictly health-care segments of
that program and the more general homemakers’
and meals-on-wheels type of service. Physicians

would recommend use of services for their pa-
tients if adequate services were available. It is a
myth that the aged are, as a group, fragile, isolated

and despairing, and are merely waiting the inevitable.

Only 12% of older people complain of loneliness,

only 7% feel unneeded, and only 6% believe they
do not have adequate activities to fulfill their lives.

Physical health is better than generally believed.

They generally function with reasonable indepen-

dence in the community. Eighty-two percent have
no limitation in their mobility and 5% are confined

to the home.
Medicare provides billions of dollars in hospital

care for the aged, both needy and non-needy, and
pays for physicians’ services, limited home health

care, and nursing home care. Yet most older per-

sons need only a little help—assistance in personal

shopping or someone to prepare an occasional hot

meal—and these small needs are sometimes the

hardest to meet.

Clinical Center Study of Patients

With Non-Hodgkin's Lymphomas
The cooperation of physicians is requested in the

referral of patients with non-Hodgkin’s lymphomas
for studies being conducted by the Medicine Branch,

National Cancer Institute at the Clinical Center,

National Institutes of Health, Bethesda, Md.
Patients with all stages and all histologies are

eligible provided they have not received prior radio-

therapy or chemotherapy, are less than 65 years

of age, and have no other major illnesses. Patients

who appear to have localized (Stage I or II) diffuse

histiocytic lymphoma are also eligible.

Pathology reports, blocks, and slides must be for-

warded with the patient for review.

Physicians interested in further details and in hav-

ing their patients considered for admission may write

or telephone: Attending Physician, Medicine Branch,

NCI, Bldg. 10, Room 12N226, Bethesda, MD
20014; Tel. (301) 496-4916.

Clinical Center Study of Patients with

Primary Pulmonary Hypertension

The cooperation of physicians is requested in the

referral of patients with primary pulmonary hyper-

tension for studies being conducted by the Cardi-

ology Branch of the National Heart, Lung, and
Blood Institute at the Clinical Center, National Insti-

tutes of Health, Bethesda, Md.

We are seeking patients, 18 years of age or older,

who are relatively early in the course of their

disease (i.e., prior to the onset of clinical right-

heart failure). Patients will undergo a complete

cardiopulmonary evaluation including right-heart

catheterization to confirm the diagnosis and assess

the efficacy of several potential therapeutic agents

on pulmonary vascular resistance and pressure.

Agents that appear effective in the laboratory will

be further evaluated by testing the patients’ exercise

performance during oral administration of the drug.

A complete summary of the workup findings and
our recommendations will be sent to the referring

physician.

Interested physicians may write or telephone:

Stuart F. Seides, M.D., Cardiology Branch, National

Heart, Lung and Blood Institute, Clinical Center,

Room 7B-15, NIH, Bethesda, MD 20014; Tel. (301)
496-5817.

Clinical Center Study of

Patients with Undiagnosed

Chronic Intrahepatic Cholestasis

The cooperation of physicians is requested in the

referral of patients with undiagnosed chronic m-
trahepatic cholestasis for studies being conducted by
the Liver Unit of the National Institute of Arthritis,

Metabolism, and Digestive Diseases at the Clinical

Center, National Institutes of Health, Bethesda, Md.

Selected patients, over 4 years of age, will be

admitted for detailed evaluation and treatment.

Physicians interested in further details or in having

their patients considered for admission may write

or telephone: E. Anthony Jones, M.D., Liver Unit,

Bldg. 10, Room 4D-52, NIH, Bethesda, MD 20014;

Tel. (301) 496-1721.

Clinical Center Study of Patients

with Chronic Active Hepatitis

and Primary Biliary Cirrhosis

The cooperation of physicians is requested in the

referral of patients for studies of chronic active

hepatitis and primary biliary cirrhosis being under-

taken at the National Institutes of Health, Clinical

(Center, Bethesda, Md., by the National Institute of

Arthritis, Metabolism, and Digestive Diseases.

Needed are untreated patients whose sera may
be either positive or negative for hepatitis B surface

antigen. All patients accepted for study will be ad-
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mitted to the Clinical Center where they will under-

go a detailed evaluation of their condition and be

started on appropriate treatment. Duration of the

admission is expected to be about three weeks.

Physicians interested in further details or in having

their patients considered for admission may write or

telephone: E. Anthony Jones, M.D., Clinical Center,

Room 4D-52, NIH, Bethesda, MD 20014; Tel. (301)
496-1722.

Clinical Center Study of

Patients With

Premature Coronary Artery Disease

The cooperation of physicians is requested in the

referral of patients with premature coronary artery

disease for studies being conducted by the Cardi-

ology Branch of the National Heart, Lung, and
Blood Institute at the Clinical Center, National Insti-

tutes of Health, Bethesda, Md.

Patients under 65 years of age with angina pec-

toris or a history of myocardial infarction are sought

for a prospective natural history study to determine

whether high-risk and low-risk subgroups can be
identified. Of particular interest are patients under

45 years of age who have no known risk factors.

Study techniques will include exercise testing with

radionuclide cineangiography, 24-hour ECG tapes,

clinical evaluation, and coronary arteriography.

Additional screening studies will also be carried

out for multiple genetic and metabolic risk factors

predisposing to the early development of athero-

sclerosis. A complete summary of the workup find-

ings and recommendations will be sent to the re-

ferring physician.

Physicians interested in further details or in

having their patients considered for admission may
write or telephone: Robert M. Stark, M.D., or

Kenneth M. Kent, M.D., Ph.D., Cardiology Branch,

National Heart, Lung, and Blood Institute, Bldg. 10,

Room 7B-15, Bethesda, MD 20014; Tel. (301)
496-5817.

OB/GYN PHYSICIAN
NEEDED

A 245-bed hospital is seeking a

board certified or eligible physi-

cian to cover excess demands on

OB/GYN services. Located 45

miles south of Nashville, the hospi-

tal serves as a regional medical

center for a seven-county area. Ex-

cellent opportunity to join an ac-

tive, well-established, two - man

practice or to go solo, if preferred,

in a pretty area of Tennessee. Con-

tact: William R. Walter, Administra-

tor, Maury County Hospital, Colum-

bia, TN 38401.

PHYSICIAN NEEDED
Because of unexpected death of young physi-

cian, his established general practice (of 25

years) is immediately available. Completely fur-

nished and fully equipped. Reasonable financial

arrangements, easily affordable to young physi-

cian. Widow willing to negotiate terms to obtain

right person to assume practice. Contact: Mrs.

Barbara Barnes, 5000 Poplar Ave., Suite B,

Memphis, TN 38117, or call (901) 683-4434 or

744-8849.

NASHVILLE'S NEWEST MEDICAL CENTER
EXECUTIVE PARK MEDICAL CENTER
1-65 & HARDING PLACE
NASHVILLE, TENN.

OPEN FOR YOUR INSPECTION
LEASING OFFICE 834-1000
HARVEY FREEMAN AND SONS 889-8250

an environmental executive office park and Sheraton hotel complex
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TfllA
The Placement Service of the Tennessee Medical Association is designed
to assist both physicians and communities and is offered as a public

service. Further information is available from the Placement Service

Office, 112 Louise Ave., Nashville, TN 37203—615/327-1451.

LOCATIONS WANTED

GENERAL SURGEON—age 31, graduate of Cairo Medical
School (Egypt) in 1968—desires practice in Tennessee. Board
eligible, genera! surgery. Presently completing residency.
Married. Available within short period after agreement.

LW-1245

OPHTHALMOLOGIST—age 31, graduate of Sawai Man Singh
Medical College (India) in 1969—desires associate or solo
practice. Board eligible, ophthalmology. Married. Available
within short period after agreement. LW-1250

PEDIATRICIAN—age 34, graduate of Rangaraya Medical Col-
lege (India) in 1967—desires practice in Tennessee city with
10,000+ pop. Board eligible, pediatrics. Married. Available
July, 1978. LW-1287

ORTHOPEDIC SURGEON—age 32, graduate of University of

Virginia in 1971—desires associate or clinical practice in

East Tennessee city with 50,000+ pop. Presently completing
residency. Married. Available July, 1979. LW-1288

GENERAL SURGEON—age 38, graduate of Creighton Univer-
sity School of Medicine in 1966—desires associate or clinical

practice in Tennessee city with 50,000+ pop. Board certified,

family practice. Married. Available July, 1978. LW-1289

OPHTHALMOLOGIST—age 33, graduate of Vanderbilt Univer-
sity School of Medicine in 1970—desires associate practice in

Tennessee. Board eligible, ophthalmology. Married. Available
September, 1978. LW-1290

INTERNIST—age 28, graduate of University of Texas College
of Medicine, Galveston in 1974—desires group practice in

medium-sized Tennessee city. Board eligible, internal medi-
cine. Married. Available January, 1979. LW-1291

PEDIATRICIAN—age 31, graduate of New York University in

1972—desires assistant, associate, clinical or institutional

practice in large East Tennessee city. Board certified, pedi-

atrics. Presently completing military service. Married. Avail-

able August, 1978. LW-1292

NEUROSURGEON—age 32, graduate of University of Sydney
College of Medicine (Australia) in 1969—desires clinical prac-
tice in Tennessee city with 200,000+ pop. Married. Available
April, 1979. LW-1293

INTERNIST—age 29, graduate of Emory University School of

Medicine in 1974—desires associate practice in East or
Middle Tennessee city with 20,000+ pop. Board certified,

internal medicine. Married. Available July, 1978. LW-1294

UROLOGIST—age 31, graduate of University of the Philippines
in 1971—desires solo, associate or group practice in Tennessee
city with 20,000+ pop. Married. Available July, 1978. LW-1295

PEDIATRICIAN—age 32, graduate of Medical College of Kerala

(India) in 1967—desires solo practice in Tennessee city with

20,000+ pop. Board eligible, pediatrics. Married. Available

July, 1978. LW-1296

RADIOLOGIST—age 32, graduate of Damascus University

(Syria) in 1971—desires associate or solo practice in Ten-
nessee. Board eligible, general radiology. Married. Available

July, 1978. LW-1297

OPHTHALMOLOGIST—age 47, graduate of University of Ten-

nessee College of Medicine in 1957—desires clinical, associate

or solo practice in Tennessee city with 25,000+ pop., pref-

erably in Middle Tennessee. Board certified, ophthalmology.
Married. Available July, 1978. LW-1298

RADIOLOGIST—age 32, graduate of University of Missouri

College of Medicine in 1971—desires associate or solo prac-

tice in Tennessee. Presently completing residency. Married.

Available July, 1978. LW-1299

PHYSICIANS WANTED

FAMILY PHYSICIAN and INTERNIST—needed by five-man

group in Waverly in Middle Tennessee. Ideal community,
better than average income, compatible associates. Salary

to start, with early partnership. PW-250

FAMILY PHYSICIANS (2)—needed as associates to serve

with three-man group in Newport, an East Tennessee city

of 25,000. Industrial area near lakes, mountains, and Uni-

versity of Tennessee. Excellent clinical and hospital facilities.

PW-314

FAMILY PHYSICIAN—needed in Medina in West Tennessee.

Near three hospitals. Industrial area ideal for general prac-

tice. Office available. PW-316

ORTHOPEDIC SURGEON—needed to join orthopedist in

Clarksville, a Middle Tennessee city with 50,000+ total city

and county pop. 200-bed hospital in area. Young medical

staff with high percentage of specialists. Fastest growing

city in Tennessee. Unlimited recreational facilities. PW-486

FAMILY PHYSICIAN—needed in Nashville. Physician will be

giving primary comprehensive health care to an urban

community of 115,000 and will be a part of the medical

staff and be given privilege for private practice. PW-487
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All alphabetical listing of nicnibcrs of The Tennessee Medical Association by County Medical Society is published as a service to

the niemhersbip. The various nicmhership categories are noted by special symbols. * denotes Veteran Status; T denotes Post-Grad*
uate Status; t denotes Military Status.

BEDFORD COUNTY
MEDICAL SOCIETY

Shelbtjville

Donald D. Barnes
Lana S. Beavers
"W. L. Chambers
Albert L. Cooper
John S. Derryberry
Taylor Farrar
Joseph H. Feldhaus
Sue W. Johnson
Grace E. Moulder
Earl Rich
Aubrey T. Richards
B. Carl Rogers
C. T. Stubblefield
Sara Womack

BENTON-HUMPHREYS
MEDICAL SOCIETY

Camden
VV. H. Blackburn
R. 1. Bourne, Jr.

Joe S. Butterworth

New Johnsonville
Janies J. Lawson

Waverhi
Maysoon S. All
Subhi D. S. All
Mark Hartley
Wallace J. McClure
Dorris A. Sanders
Joseph W. Stephens
Arthur W. Walker

Coiirtland, AL
Harold L. Blanton

BLOUNT COUNTY
MEDICAL SOCIETY

Alcoa
J. S. Henderson, Jr.

“James S. Henry
Colin L. Kamperman
J. Thomas Mandrell
Charles D. Wohlwend

Knoxville
H. S. Nelson

Louisville
Bruce Green
James Hoyme

Maryville
O. K. Agee
Norman A, Barnes
Marvin R. Beard
J. A. Belknap
Billy H. Blanks
John A. Bollinger, Jr.

John H. Bowen
H. A. Callaway, Jr.

James M. Callaway
J. W. Christofferson
William C. Crowder
W. W. Crowder
James R. Delashmit
Sandra Denton
Barbara Donaldson
David C. Dorr
WiUiam E. Elliott
Raymond A. Finney
Ted L. Flickinger
James C. Gekas
R. H. Haralson, Jr.

R. H. Haralson, ill

C. N. Hatfield
Louis E. Harm
Paul W. Hoffmann
James T. Holder
Cecil B. Howard
N. W. Howard
lohn R. Huffman
Stephen P. Humphrey
John J. Ingram, III

Homer L. Isbell
Elgin P. Kintner
Sam S. Lambeth
Roy W. Laushmiller
Frank S. Lovingood

“John F. Manning

Kenneth Marmon
Gordon McCall
David L. McCroskey
N, A. McKinnon, Jr.

James H. Millard
Robert D. Mynatt
Henry S. Nelson, Jr.

M. D. Peterson
Jack Phelan
James N. Proffitt

Robert D. Proffitt

Bainard P. Ramsey
Charles Raper
James Ricciardi
Robert W. Seaton
O. L. Simpson, Jr.

J. B. Smalley, Jr,

H. T. Vandergriff
Lowell E. Vinsant

J. A. Yarborough

Rockford
Robert F. Leyen

Seymour
Russell H. Dreyer

Fayetteville, NC
Julian C. Lentz

BRADLEY COUNTY
MEDICAL SOCIETY

Chattanooga
WUiiam O. CampbeU

Cleveland
William T. Aldrich
Robert L. Allen
John M. Appling
Charles W. Arnold, Jr.

Marvin R. Batchelor
John M. Bryan
Glenn Byers
Peter Bzik
John W. Chambers
Allan Chastain
Chalmer Chastain, Jr.

Robert H. Gofer
Ed N. Duncan
Sandra M. Elam
A. Estes Felker
Jack R. Free
Donald B. Gibson
IRobert D. Hays
Wm. F. Johnson, Jr,

William W. Johnson
Harry B. Johnston
Frank K. Jones, Jr,

Cec'l H. Kimball
M, Bart Knight, Jr.

e.. A. Kyie, Jr.

James C. Lowe
Gary K. McAllister
Joseph McCoin
S. G. Meredith, Jr.

Hays Mitchell
John Murphy
Clayton L. Myers
John Parkinson
E. Harris Pierce
John Powell
James J. Presswood
William Proffitt

John A. Rogness
Charles Romaine
Fenton L. Scruggs
James H. Simrall
William R. Smith
“W. C. Stanbery
Edwin G. Swart, Jr.

Claud H. Taylor
James R. Thurman
Gilbc't A. Varnell
Mervin A. Wade

Copperhill
W. C. Zachary, Jr.

Ducktown
William R. Lee

Robbins AFB, Ga.
fl. C. Humphreys, Jr.

BUFFALO
RIVER VALLEY

MEDICAL SOCIETY
Centerville

Parker D. Elrod
Bertie L. Holladay
James H. McGinley

Dickson
Robert M. Coleman

Hohenwald
Veena Anand
Virender Anand

Linden
Gordon H. Turner, Jr.

Memphis
Charles D. Wilburn

Parsons
Charles M. Alderson

tRobert M. Fisher
James A. Meeks
Michael G. Molitor

Cincinnati, OH
John F. Spaccarelli

CAMPBELL COUNTY
MEDICAL SOCIETY

Harrogate
George L. Day
Roy C, Ellis, Jr.

G. Stanley Thompson
Jellico

Charles A. Prater

Jesse L. Walker
Charles H. Wilkens

LaFollette
E. G. Cline, Jr.

Thomas L. Cohen
J. D. Crutchfield

M. L. Davis
James C. Farris

John C. Pryse
“Roscoe C. Pryse
L. J, Seargeant, Jr.

Burgin H. Wood
Lake City

John S. Burrell
Ronald D. Hall, III

Curtis C. Sexton

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga
Jerome H. Abramson
Chester G. Adams
J. E. Adams, Jr.

John W. Adams, Jr.

William P. Aiken
Edgar D. Akin

J. T. Albritton

Hilda N. Alisago
Billy Jason Allen
Charles H. Alper
Harry S. Anderson
Coleman L. Arnold
Ira Lee Arnold
Joseph S. Atkinson
Joel Eugene Avery
A. Merton Baker, Jr.

Fred B. Ballard, Jr.

Samuel L. Banks
W. A. Banks, Jr.

J. R. Bareddy
Juancho C. Bautista
G. E. Beckmann, Jr.

John Bruce Berry
William B. Berry
E. F. Besemann
Samuel S. Binder
W. R. Bishop
Glenn K. Blackburn
Charles A. Blake
Henry C. Blormt, Jr.

Catherine Boatwright
Lonnie Roy Boaz, Jr.

Walter E. Boehm
Walter M. Boehm

Michael I. Bonder
J. O. Bowers, Jr.

Robert E. Bowers
John F. Boxell
WiUiam D. Brackett
Frank S. Brannen
Robert D. Braun
TJohn Brimi
Neil Charles Brown
R. L. Brown
Calvin P. Bryan
T. F, Buchanan, Jr.

E. F. Buchner, III

William F. Buchner
Arch H, Bullard
John Arthur Burke
Randel P. Bums
Thomas L. Buttram
W. R. Buttram, Jr.

Winston P. Caine, Jr.

Gary B. CaldweU
Donald R. Campbell
E. R. Campbell, Jr.

Don Allen Cannon
Maurice A. Canon
Ramon L. Carroll, Jr,

Bennett W. Caughran
David A. Chadwick
M. Chamberlain, II

Suni Choi
C. Robert Clark
R. B. Clark, 111

C. R. Cleaveland
Joel B. Clements
Oscar H. Clements
R. C. Coddington
J. R, Collins
“Frank C. Combes
J. H. Corey, Jr.

George Edwin Cox
John M. Cox
M. Sue C. Cox
Phil D. Craft
Robert E. Lee Craig

J. F. Crawley, Jr.

“Joe Tom Currey
Thomas W. Currey
Thomas H. Curtis
B. E. Dahrling, II

Malcolm B. Daniell
James Wilson Davis
Jimmy B. Davis
Parma C. Davis, Jr.

Robert G. Demos
P. L. DeRuiter
Joseph James Dodds
R. B. Donaldson
Richard W. Donelson
W. C. Dowell
James Robert Drake
Stanley J. Dressier
David H. Drucker
PhiUp J. Dugan
Daniel Dupourque
P. M. DuVoisin
William K. Dwyer
W. C. Dyer. Jr.

Morris Z. Effron
Frank R. Eldridge
John C. Ellis

Henry Clay Evans, Jr.

John Thomas Evans
R. E. Eyssen
James R. Fancher
Theodore A. Feintuch
P. A. Femandez-Cmz
William B. Findley
R. V. Fletcher

“J. M. Foley
Augustus C. Ford
W. R. Fowler
Guy M. Francis
A. H. Frye, Jr.

D. G. Garrett, Jr.

“Orville Carlos Gass
George C. Gibson, Jr.

Robert H. Giles, Jr.

Edwin Wayne GUley
James K. Goodlad
A1 W. Gothard
Frank B. Graham, III

Joseph W. Graves
William R. Green
W. C. Greer
Wallace D. Grissom
B. F. Grotts
R. B. Hagood, Jr.

David Parks Hall
Foster Hampton, III

B. D. Hamsberger
“Carl A. Hartung
H. K. Harvey
D. E. Haskins, HI
Charles W. Hawkins
J. Henry Hawkins
Paul E. Hawkins
Cauley W. Hayes, J r,

James Martin Hays
James R. Headrick
James W. Hedden
R. S. Hellmann, Jr,

H. B. Henning
Warren B. Henry
G. K. Henshall, Jr.

H. B. Heywood, III

Homer David Hickey
J. M. Higgason
David C. Hightsue
R, G. Hofmeister
P. B. Holliday, Jr.

Moon Wha Hong
Charles M. Hooper
R. A. Hoppe
John O. House
Noel C. Hunt
W. P. Hutcherson
“D. Isbell

I tpwitt B. James
Oliver W. Jenkins, Jr.

J. Paul Johnson, Jr.

Harry E. Jones
Hytham A. Kadrie
Hyman M. Kaplan
Yutaka Kato
C. D. Kennedy
John H. Kennedy
J. J. Killefter

C. W. Kimsey
Walter H. King, Jr.

Clyde Roy Kirk
Dur^vood L. Kirk

“D. K. Kitchen
Barry R. Klein
Michael Kosanovich
Richard A. Krause
Ethem Y. Kuzucu
Irene J. Labrador
D. P. Labrador, Jr.

F. D. Lunsford, jr.

John W. Laramore
Richard S. Lasky
L. H. Lassiter

J. V. Lavecchia, Jr.

H. M. Lawrence, Jr.

Stewart Lawv ill, Jr.

Jay F. Lewis, II

Chung-Yuen Liu
“P. H. Livingston
Ira Morris Long
Jose M. Luayon
Robert E. Mabe
W. B. MacGuire, Jr.

D. V. MacNaughton
Luis G. Maldonado
Venk Mani
Tim Joseph Manson
C. B. Marsh
“W. H. Marsh
Hossein Massoud
Cooper H. McCall
David P. McCallie
C. D. McDonald, Jr.

John S. McDougal
Preston C. McDow
George R. MeElroy
Roger R. McFaddin
Ralph McGraw, Jr.

Edel F. McIntosh
James E. McKinney
Thomas P. McNeill
Avelino V. Mercado
Jack J. Messina

Robert T. Miller
Don Gilbert Mills
Jerry W. Mitchell
Ronald L. Molloy
Thomas C. Monroe
R. W. Montague
John R. Morgan
S. H. Morrow, III

WilHam J. Moss
T. F. Mullady, III

Fay B. Murphey, Jr.

R, Smith Murray
R. W. Myers, Sr.
Marvin M. Nathan
Merrill F. Nelson
E, T. Newell, Jr.

Robert L. Nichols
Ralph E. Nipp
Paul V. Nolan
Barry Parker Norton
D. M. O’Neal
Robert N. Osmundsen
W. C. Pallas
Robert L. Patterson
William C. Patton
John G. Paty, Jr.

Stanley R. Payne
Martin Allen Perez
Thornton D. Perkins
Millard Foy Perrin
W. A. Peterson, Jr.

Wesley Petty
Francis Pimentel
W. E. Plauche, HI
Richard E. Poehlein
C. A. Portera
E. L. Posey, HI
W. H. Price
Walter Puckett, III

Jesse O. Ouillian
Joe Anne Quillian
James G. Quinn
Maurice S. Rawlings
Charles Jackson Ray
“Charles W. Reavis
“W. David Record
E. E. Reisman, Jr.

J. E. Reynolds
J. R. Reynolds
Alexander Rhoton
C. E. Richardson
K. C. Richmond
Robert W. Ridley
Deloris E. Rissling

A. B. Rittenberry, Jr.

A. P. Rogers
William E. Rowe
Esperanza A. Rowell
James R. Royal
B. W. Ruffner, Jr.

Don Jere Russell
Benjamin G. Santos
H. A. Schwartz
Edgar L. Scott, Jr,

Molly E. R. Seal
George Z. Seiters, Jr.

Charles F. Seman
Clarence Shaw
George W. Shelton
Adel N. Shenouda
James W. Sherrell
Leroy Sherrill

“W. J. Sheridan
Edwin H. Shuck, Jr.

Chas. W. Sienknecht
George Lete Sivils

Walter H. Smartt
M. J. Smith, Jr.

S. P. Smith
Paul E. Snyder, Jr.

Pete S. Soteres
R. T. Spalding
James H. Spaulding
Eleanor Stafford
Norman L. Stahl

R. F. Stappenbeck
“Harold Jones Starr

W, H. Steele, Jr.

W. A. Stem
W. C. A.

Stembergh, Jr.
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Joseph H. Stickley

Harry Alfred Stone
Larry Damas Stone
W. H. Stonebumer
J. E. Strickland, Jr.

William K. Striker

Mary E. Stroud
C. L. Suggs, Jr.

Nat H. Swann, Jr.

Charles Ray Swift
Myron J. Szczukowski
George N. Taylor
Thomas E. Taylor
Raymond Tenenbaum
Bernard Tepper
David J. Tepper
Jack Tepper

*M. O. Tepper
Lloyd W. Thompson
Paul C. Thompson
Robert C. Thompson
D. H. Turner
A. Steven Ulin
Louis Ulin
Banchob Utadej
M. R. Vance
*W. E. VanOrder
Roger Gordon Vieth
Gustavo Vilches

Gus John Vlasis

C. H. Von Cannon
M. Von Werssowetz
Fredia S. Wadley
Harry Lee Walton
W. Weathers, Jr.

Sanford L. Weiler
M. W. Westermeyer
L. Spires Whitaker, Jr.

J. L. Williams, Jr.

W. B. Willingham, Jr.

Ralph R. Wooley
Kinsman E. Wright, Jr.

Jackson Joe Yiiun
Julian Macow Yood
George G. Young
Joseph 1. Ziickerman

Collegedale
Robert L. Jensen
Harold E. Messinger
C. M. Von Henner

Copperhill
“Herschel H. Hyatt

J. T. Layne
Dayton

Bridgeport,AL
H. L. Elmore

Baco Raton, FL
®G. M. Roberts, Jr.

Tarpon Springs, FL
*John L. Cooley

Venice, FL
"Dean W. Golley
"Elliott F. Harrison

Ft. Oglethorpe, GA
Bruce A. Elrod
Thomas E. Hayes
Edward G. Johnson
Ih Koo Park
b

. J. Smiley

Rossville, GA
W. D. Crawley, Jr.

E. W. McKenzie, Jr.

George C. Vassey

Metaire, LA
John M. CroweU

"Tolbert C. CroweU
Saltville, VA

"Irvin S. Miller

COCKE COUNTY
MEDICAL SOCIETY

Newport
Reece B. DeBerry
A. J. Garbarino, Jr.

U. ll. McConnell
Glenn Shults
P. M. Valentine, Jr.

COFFEE COUNTY
MEDICAL SOCIETY

Manchester
C. H. Farrar
Howard Farrar
Coulter S. Young
Ja-Nan Yu

TuUahoma
Ralph Brickell, Jr.

Marvin C. Fraley
Bruce E. Galbraith
Edwin E. Gray, Jr.

C. B. Harvey
Jerry L. Kennedy
Ho Kyun Kim
James M. King
Charles W. Marsh

George Her-Ching Lin **Earl E. Roles

L. F. Littell, Jr.
^ '

•James Jacob Rodgers

Dunlap
Ralph E. Gleffe, Jr.

C. G. Graves, Jr.

Arthur M. Owens
Hixson

R. W. Boatwright
Elizabeth B. Dickinson
R. F. Dominguez
Zolia G. Dominguez
Gerald I. Jones
PhyUis E. MiUer
M. G. Padalia
Millard W. Ramsey

Jasper
James G. McMillan

Lookout Mountain
•J. Jesse Armstrong
"James L. CaldweU
J. W. Johnson, Jr.

Rudolph M. Landry

Ooltewah
"C. L. Lassiter

Pikeville

Thomas G. Cranwell
Rufus S. Morgan

Signal Mountain

George M. Cannon
"O. M. Derryberry
•B. B. Holt, Jr.

"Gene H. Kistler

"M. F. Langston
Allen D. Lewis
H. G. Sibold
A. Y. Smith, III

Philipp Sottong
Robert C. Taylor

South Pittsburg

J. B. Hackworth, Jr.

J. B. Havron
W. L. Headrick, Jr.

Hiram Beene Moore
E. M. Ryan
Vision Taylor, Jr.

Whitwell
"Cleo Chastain
W. G. Shull

Claude C. Snoddy
Francisco VaUejo
Luz A. Vallejo
Charles H. Webb
M. Clark Woodfin, Jr.

CONSOLIDATED
MEDICAL ASSEMBLY

Alamo
J. H. Donnell

Bells
Charles Hickman
Russell W. Mayfield

Bemis
A. N. Williams, Jr.

Bolivar
John Q. Baker
Harvey H. Barham
Robert Dunavant
Charles L. Frost

Brownsville
Bobby D. Hale
Herbert Parsons
David E. Stewart

J. C. Thornton, Jr.

Jerald White
Camden

Alvin T. Hicks
Robert L. Horton

Friendship
Lamar A. White

Grand Junction
N. H. Edwards

Henderson
Darrell King
Oscar M. McCallum
R. L. Wilson

Humboldt
Billy L. Couch
J. H. Crenshaw
T. M. Crenshaw
Albert H. Fick

Huntingdon
Jerry F. Atkins
N. B. Bhat
Bill Scott Portis

Robert B. Wilson

Jackson
C. V. Alexander, Jr.

Roy Appleton
Thomas K. Ballard
James Barker
Jim Barnes
Glen Barnett
Robert J. Barnett
S. L. Bicknell
Elias K. Bond, Jr.

Jack H. Booth
Jane W. Brown
Joe L. Brown
William F. Burnett
Swan Biutuss, Jr.

J. H. Chandler
Charles W. Cox
James T. Craig, Jr.

Sterling R. Craig
Edward F. Crocker
William G. Crook
John P. Curlin
Ruth E. Dinkins
G. D. Dodson, Jr.

R. A. Douglass, Jr.

Clarence Driver
Edwin W. Edwards
Thomas Ellis

Blanche S. Emerson
Blair D. Erb
Charles S. Foster
Fred Friedman
Oliver H. Graves
Robert C. Hall
Walton W. Harrison
George Harvey, Jr.

G. E. Hazelhurst, Jr.

Bruce E. Herron
Charles B. Herron
Bobby Higgs
Robert S. Hill

Jerry Hornsby
Ben F. House
G. B. Hubbard
T. James Humphreys
Leland M. Johnston
Chester Jones
John A. Kendall
Duval H. Koonce
Donald S. LaFont
James D. Lane
J. A. Langdon, Jr.

Donald R. Lewis
Fred Looper
Robert B. Mandle
William C. McAfee
Harold T. Mclver
A. L. Middleton
Jesse Miller, Jr.

Henry N. Moore
Alfred J. Mueller
Lamb B. Myhr
George Pakis, Jr.

James A. Phillips

J. A. Price, Jr.

Raymond W. Rhear
John G. Riddler
RusseU H. Robbins
W. H. Roberts
Joseph P. Rowland
AUen L. Schlamp
Barnett Scott
Benjamin Sharpe, Jr.

Lee C. Sheppard, Jr.

Harris L. Smith
Robert J. Smith
Raphael C. Sneed
James Spruill

Charles Stauffer
Lou'ell Stonecipher
Alvin Summar
James T. Swindle
James L. Thomas

"J. R. Thompson, Jr.

S. A. Truex, Jr.

R. T. Tucker, Jr.

James Warmbrod, Jr.

Jimmy F. Webb
JEdward H. WeUes, III

Richard L. Williams
F. E. Williamson, Jr.

Stephen K. Wilson
Wayne H. Wolfe
Arthur M. Woods
George Wyatt
Paul E. Wylie
Harold R. Yarbro

Kenton
A. H. Gray

Lexington
Wesley F. Jones
Maurice N. Lowry
Warren C. Ramer
Warren Ramer, Jr.

Jack C. Stripling

Charles W. White

McKenzie
James T. Holmes
S. S. Walker, Jr.

Milan
James O. Fields
James H. Williams
Phillip G. Williams

Parsons
George Shannon

Savannah
H. D. Blankenship, Jr.

A. G. Churchwell
John D. Lay
Thomas V. Roe
Howard W. Thomas
James H. Thomas
Howara Whitaker, Jr.

Thomas R. Williams

Selmer
T. N. Hmnphrey
Harry Peeler
James H. Smith
Monte E. Smith, Jr.

Harold W. Vinson

Somerville
John L. Armstrong
John M. Bishop
Ray Hawkins, Jr.

Frank S. McJvuight
L. H. Pleinmons
Karl Byington Rhea
Lee Rush, Jr.

Trenton
Russell Blanton

J. F. Bradley, Jr.

E. C. Crafton, Jr.

William G. DeSouza
John Wesley Ellis

John Green
James W. Hall
C. L. Holmes
Leon Koen
Hasmukh D. Patel

J. L. Williams

Whiteville
Aubrey Richards

CUMBERLAND
COUNTY

MEDICAL SOCIETY
C rossville

James BamaweU
Richard L. Bilbrey
James T. Callis

J. T. Campbell, Jr.

Jack C. Clark
R. E. Cravens
P. M. Deatherage
Carl T. Duer
Paul A. Ervin, Jr.

William E. Evans
Danny Hall
R. Donathan Ivey
John M. Jackson
Fred W. Munson
Ray A. Olaechea
Joseph D. Robertson
Ramon S. Vinas
Joe K. Wallace
R. H. Wood, Jr.

Rockwood
J. W. Lindsay

DAVIDSON COUNTY
MEDICAL SOCIETY

Ashland City

James Baldwin

Bell Buckle
Fred Dillard Ownby

Brentwood
Vergil L. Metts, HI
W. F. Sheridan, Jr.

Goodlettsville
William F. Fleet, Jr.

James S. Hastie
Lee F. Kramer
"G. S. McClellan
Giog Sing Po

Hendersonville
Owen C. Bell
Andrew S. Bosldnd
Helen C. Burks
Charles M. Cowden
Bruce E. Day
W. Gordon Doss
"Cyrus E. Kendall
Elwin C. Lanz
William D. Martin
Daniel Mendoza
Divina Tan Po
Ron N. Rice
F. C. Robinson
Gilmore M. Sanes, Jr

E. C. Shackleford, Jr.

C. G. Stockard, Jr.

R. L. Strom

Hermitage
Eduardo Abisellan
Georgina Abisellan

"John M. Lee
Lebanon

Robert C. Bone
Madison

A. A. Agbunag
Joe Gary Allison
Zillur Athar
Jolm B. Bassel
Charles B. Beck
L. Dale Beck
W. J. Binkley
James A. Bookman
James E. Burnes
Robert E. Burr
William J. Card
Sam W. Carney, Jr,

K. P, Charmabasappa
S. G. Chikkannaiah
Kenneth L. Classen
Wfiliam E. Coopwood
Frederec B. Cothren
Joseph M. Crane
Arthur R. Cushman
William G. Davis
Hillis 1 . Evans
John R. Furman

"Julian Gant
Harold L. Gentry
George B. Hagan
Robert L. Haley, Jr.

James M. High
Warren T. Hall

William H. Hill

LaDon W. Homer
Thomas J. Huber
George Liebermarm
Robert I. Linn
H. T. McCall
Cecil E. McMurtrv’
Barton McSwain
W. H. Marshall, Jr,

J. O. Miller, Jr.

P. G. Pascua
Conchita T. Pecache

J. C. Peimington, Jr.

R. L. Pettus, Jr,

Robert D. Pilkinton
Fred W. Ryden
Pepito Salcedo
Richard J. Sanders
Joseph W. Scobey
Norman L. Sims
Wm. O. T. Smith
Choon Duck Son
Brent A. Soper
V. W. Stuyvesant

"Joe Sutherland
M. Suwanawongse
Richard P. Taber
Lynda Tirao
Arthur J. Viehman
Harry Witztum

Mt. Juliet

E. D. Magpantay
A. Z. Manalac, Sr.

Nashville
Maurice M. Acree, Jr.

Crawford Adams
Robert W. Adams, Jr.

R. B. Addlestone
Benton Adkins
I. A. Alcantara
Clyde W. Alexander, Jr.

William C. Alford

J. H. AUen, Jr.

Terry R. Allen
Clyde Alley, Jr.

"William E. AUison
Ben J. Alper
Arthm R. Anderson, Jr.

"E. E. Anderson
Edward E. Anderson
Edwin B. Anderson
H. R. Anderson
J. E. Anderson, Jr.

J. S. Anderson, Jr.

Robert S. Anderson
William C. Anderson
George W. Andrews
Frederick S. Arnold
Larry T. Arnold
Harvey Asher
Gerald F. Atwood
George R. Avant
Mark S. Averbuch
Elizabeth Backus
Harry Baer

"J. Mansfield Bailey
Roderick I. Bahner

. Thurman Dee Baker

"Sidney W. Ballard
Preston Hite Bandy
"Edward H. Barksdale
Paul Harold Barnett
Robert B. Barnett
David Barton
Allan D. Bass
Jack M. Batson
Randolph Batson
Mahin Bayatpour
D. Scott Bayer
C. Patrick Beatty
Luther A, Beazley, Jr.
Robert L. Bell
H. W. Bender, Jr.

"Lynch D. Bennett
Edmund W. Benz
M. Lawrence Berman
Louis J. Bernard
Stanley Bernard
Warren R. Berrie
Geoffrey Berry
John H. Beveridge
Otto BiUig
F. T. Billmgs, Jr.

George T. Binkley
Ben J. Birdwell
R. T. Birmingham
E. L. Bishop, Jr.

Lindsay K. Bishop
Jos. M. Bistowish, Jr.

Stanley J. Bodner
Frank H. Boehm
Robert L. Bomar, Jr.
Arthur G. Bond
John Benjamin Bond

JGlenn H. Booth, Jr.

G. W. Bounds, Jr.
David G. Bowers, Jr.

"Anna M. Bowie
WiUiam J. Boyd, Jr.

John M. Boylin
H. B. Brackin, Jr.

Cloyce F. Bradley
"G. Hearn Bradley
James M. Brakefield
H. Victor Braren
John B. Breinig
A. Bertrand BrUl
T. E. Brittingham
Arthur L. Brooks
Wilbert E. Brooks
Lloyd R. Broomes
John C. Brothers
Dorothy Brown
James H. Brown
Kermit R. Browm
W. E. Brown, Jr.

E. W. Browne, Jr.

Harry Gray Browne
J. Thomas Bryan
R. D. Buchanan
R. N. Buchanan, Jr.

Reuben A. Bueno
Joseph G. Burd
M. Terry Burkhalter
Lonnie S. Birmett
Gerald R. Biums
Ian M. Burr
George R. Burrus
Roger B. Burrus
B. F. Byrd, Jr.

Guillermo Cadena
B. H. Caldwell, Jr.

T. B. Caldwell, IH
Calvin L. Calhoun
James J. Callaway
W. Barton Campbell
Francisco A. Campos
C. G. Garmon, Jr.

Richard O. Cannon, H
E. Tom Carney
G. K. Carpenter, Jr.

Charles M. Carr
Oscar W. Carter
Robert A. Carter
Anthony D. Casparis
Norman M. Cassell
P. C.-Tedesco
"John S. Cayce
Lee F. Cayce
Ralph J. Cazort
Robert L. Chalfant
Pong Moon Chang
John E. Chapman
Eric M. Chazen
Abraham Pacha Cheij
"Amos Christie
William M. Clark
Jeannine A. Classen
Cully A. Cobb
Robert T. Cochran
Hemy A. Cohen
Wesley L. Coker
John H. Coles, III

WiUiam A. Cook
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George Edward Cooke
Robert S. Cooper
Charles Corbin, Jr.

Robert T. Comey
Jackson D. Cothren
Orrie A. Couch, Jr.

Vincent R. Couden
Craig M. Coulam
Frederic E. Cowden
George Boyd Grafton

Paul S. Crane
H. James Crecraft

William B. Crenshaw
Angus M. G. Crook
Jerrall P. Crook
W. Andrew Dale
Rollin A. Daniel, Jr.

James F. Daniell

William J. Darby
Philip V. Daugherty
Evelyn J. Davis
George William Davis

John L, Davis
Michael David Davis

"Theodore W. Davis

JRichard J. Davis
Thomas J. Davis, Jr.

Richard H. Dean
Harold J. DeBlanc, Jr.

Thos. C. Delvaux, Jr.

H. C. Dennison, Jr.

Samuel H. Dillard

Walter L. Diveley

William M. Doak
Peggy A. Domstad
William D. Donald
Alan C. Dopp

"Earl D. Dorris

Robert T. Doster, Jr.

"Henrv L. Douglass

William L. Downey
Mark A. Doyne
Fred Drake
L. Rowe Driver, Jr.

Ray L. Dubuisson
Price H. Duff
Gary W. Duncan
George E. Duncan
R. C. Dunkerley, Jr.

G. Dewey Dunn
William P. Dutton
Doran D. Edwards
Harry A. Edwards, Jr.

Joe M. Edwards
Robert H. Edwards
William H. Edwards
O. H. Ekeleme
Lloyd C. Elam
Roy O. Elam, HI
James H. Elliott

"P. C. Elliott

Tames W. Ellis

Melvin L. Elson
Yilmaz Eryasa
Irwin B. Eskind
T. Horace Estes

E. William Ewers
Don L. Eyler
Roy C. Ezell
Robert B. Faber
A. K. M. Fakhruddin
Leslie Falk
William T. Farrar
R. James Fairer

J, L. Farringer, Jr.

W. H. Faulk, Jr.

Charles T. Faulkner
Richard W. Feldman
Stephen K. Felts
Gerald M. Fenichel
Harold A. Ferguson
Peggy C. Ferry

"Ray O. Fessey

J. N. Fidelholtz
John P. Fields
Frederick L. Finke
Robert M. Finks
Joseph H. Fishhein
Beniamin Fisher
R. Darryl Fisher
James H. Fleming, Jr.

Ross Fleming, Jr.

Tnhn M. Flexner
Stephen A. Floore
Howard R. Foreman
Garth E. Fort
Henry W. Foster
John H. Foster
Nelson R. Foster
Eugene W. Fowinkle
S. Beniamin Fowler

"Richard France
Robert S. Francis
Rupert A. Francis
John D. Franklin
Rodger A. Fraser
Rand T. Frederiksen

R. J. Freeman
Walter W. Frey
Thomas Friddell
Gottlieb C. Friesinger
John C. Frist, Jr.

Robert A. Frist

Thomas F. Frist

Thomas F. Frist, Jr.

Ronald S. Gable
Don L. Gaines
Charles K. Gardner
"James C. Gardner
W. A. Gardner, Jr.

Sam Young Garrett
Fay M. Gaskins
Robert B. Gaston
William M. Gavigan
David W. Gaw
William R. Gaw
Daniel C. Geddie
Erol Genca
J. Anjou German
C. N. Gessler
Charles M. Gill

Ronald Gilmer
Frank B. Glascock
M. E. Glasscock
D. M. Glassford, Jr.

Alan D. Glick
John P. Glover, Jr.

John R. Glover
F. W. Gluck, Jr.

W. G. Gobbel, Jr.

Fred Goldner, Jr.

James E. Goldsberry
Paul C. Gomez
H. C. K. Gowda
Alan L. Graber
Louis S. Graham, Jr.

Thomas P. Graham
Burton Paine Grant
H. A. Graves, Jr.

Edmon L. Green
James L. Green, Jr.

Louis D. Green
Neil E. Green
Paul A. Green, Jr.

Ralph Greenbaum
Harry Lee Greene
Clifton E. Greer, Jr.

David W. Gregory
James P. Gregory, II

Marvin G. Gregory
John J. Griffin

Paul P. Griffin

John W. Griffith, Jr.

Elwyn M. Grimes
John H. Griscom
"Thomas Grizzard
Erich B. Groos
Laurence Grossman
Milton Grossman
James Growden, Jr.

David L. Gunn
W. E. Gupton, Jr.

Gary S. Gutow
Arnold Haber, Jr.

Leimelle W. Haddox
Keith W. Hagan

"David W. Hailey
Charles E. Haines
Wallace H. Hall, Jr.

Gerald Halprin
Thomas B. Haltom
Marcelle R. Hamberg
C. M. Hamilton
J. R. Hamilton
William M. Hamilton
Roy G. Hammonds
Axel Carl Hansen
Robert A. Hardin
Robert Hardy
Jackson Harris
Wm. H. Hartmann
Aubrey B. Harwell
tWUliam B, Harwell, Jr.

Norman D. Hasty
"James T. Hayes
James H. Haynes
H. Campbell Haynie
James William Hays
Craig R. Haim
Richard M. Heller
James B. Helme
R. R. Henderson
Douglas C. Henry
Edmond C. Henson
J. L. Herrington, Jr.

"John G. Herzfeld
Ray W. Hester
B. K. Hibbett, HI

"J. B. Hibbetts, Jr.

"William Higginson
Daniel R. Hightower
Irving R. Hillard
Edward R. Hills
Alan R. Hinman

Charles S. Hirshberg
James K. Hitchman
Charlie Joe Hobdy
G. W. Holcomb, Jr.

"Fowler Hollabaugh
Marc H. Hollender
J. W. Hollifield
Doug U. Hong
Inpow Hong
Robert G. Horn
David H. Horowitz
Frederick Horton
Aubrey J. Hough, Jr.

Everette Howell, Jr.

Henry C. Howerton
Yemg-Terng Hsueh
C. H. Huddleston
James M. Hudgins
William R. Huffman
Jerry K. Humphreys
Jerry C. Hunt
Samuel B. Hrmter
Joseph E. Hurt
R. H. Hutcheson, Jr.

Vernon Hutton, Jr.

Maurice Hyman
Robert W. Ikard
M. D. Ingram, Jr.

Juanita J. Isaacs

A. P. Isenhour, Jr.

Mohammed Ismail

Joseph M. Ivie

IC. Gary Jackson
Roger T. Jackson

J. Kenneth Jacobs
Jonathan S. Jacobs
Everett James

+David A. Jarvis

"Frank L. Jayakody
David E. Jenkins
Alphonso P. Johnson

"Hollis E. Johnson
H. Keith Johnson
Ira T. Johnson, Jr.

James W. Johnson
John S. Johnson
R. M. Johnson
C. R. Johnston
Robert K. Johnston
David S. Jones
E. Palmer Jones
Frank E. Jones
Joseph C. Jones
Orrin L. Jones, Jr.

Harold Jordan
Thomas M. Jordan

"R. H. Kampmeier
Herman J. Kaplan
Peter R. Kaplan
David T. Karzon

JAlfred Kasselberg
William S. Keane
Paul C. Kemmerly
J. Allen Kennedy
W. D. Kermer, HI
W. G. Kennon, Jr.

Michael J. Keyes
Qamar A. Khan
Anthony W. Kilroy
Jack P. Kinnard
Lowry Dale Kirby
Roy W. Kirchberg, Jr.

F. K. Kirchner, Jr.

Sandra G. Kirchmer
Ralph R. Kling, Jr.

O. Morse Kochtitzky
Leonard J. Koenig
Ronald Kourany
Michel E. Kuzar
Kent Kyger
Charles J. Ladd
Robert H. Laird
John W. Lamb
Roland D. Lamb
F. Hayden Lambert
Samuel D. Lane
L. P. Laughlin
H. T. Lavely, Jr.

Samuel J. LaVoi
G.A. Lawrence, Jr.

Albert R. Lawson
Joseph F. Lentz
John M. Leonard
Virgil S. LeQuire
James P. Lester
Malcolm R. Lewis
Grant W. Liddle
Joanne Lovell Linn
A. B. Lipscomb
Richard L. Lisella
Jacinta J. Llorens
James P. Loden
Jimmi H. Logan
Thomas P. Logan
WiUiam R. Long
James A. Loveless, Jr.

H. N. Lowom, Jr.

"Jackson P. Lowe
"S. L. Lowenstein
E. Ray Lowery, Jr.

John N. Lukens, Jr.

"Frank H. Luton
Philip L. Lyle
John B. Lynch
Charles W. MacMiUan
Robert D. MacMillan
James J. Madden, Jr.

"Robert H. Magruder
Robert E. Mallard
"Guy M. Maness
"W. R. Manlove, Jr.

R. R. Martinez
Thomas E. Mason
Ralph W. Massie

J. j. Matzelle
Lilia D. Mauricio
Boyd May, Jr.

Ben R. Mayes
Charles E. Mayes
Robert E. McClellan
Robert E. McCracken
ausan j. Mci->aiuel

James R. McGehee
Charles VV . McGmnis
James E. McGnft
joUn C. iVlcrmus
Embry A. McKee
Ihunnan D. McKinney
Lee Wm. McLain, Jr.

AlexauUer McLeod
John VV. McMabau
M. Charles McMurray
E. W. McPherson
VV arreu rvrci'ucrson

WiRiam P'. Meacham
Cirttuu K. Meador
Arnold M. iVlerrowsky

btephcu P. JVieiKai

Cuden R. Merritt, 11

Ralph Metheiiy, Jr.

Alvm Ft. Meyer
Michael A. Milek
Andrew H. Miller

Gale W. Miller

Joe Morris Miller

John Maurice Miller

"Lloyd C. Miller
James Brown Millis

Lee R. Mmton
jiGita Mishra
Mona K. Mishu
Carl E. Mitchell
Douglas P. Mitchell

Edwm H. Mitchell

Thomas P". Mogan
Roy W. Money
Harry T. Moore, Jr.

JCharles Morton, HI
Patrick H. Moulton
James R. Moyers
Joseph L. Mulherin, Jr.

I. Armistead Nelson
Dewey G. Nemec
Tom E. Nesbitt
Martin G. Netsky
H. Clay Newsome, III

J. W. Nickerson, Jr.

Philip J. Noel, Jr.

Margaret S. Norris

Charles G. Norton
Kevin M. O’Brien
Denis M. O’Day
Richard R. Oldham
Robert K. Oldham
J. M. Omohendro, IH
James A, O’Neill, Jr.

Thomas W. Orcutt
David N. Ortha
"James C. Overall
Ronald E. Overfield

Robert C. Owen
Richard P. Ownbey
"Homer M. Pace, Jr.

David L. Page
Harry Lee Page, Jr.

T. F. Paine, Jr.

G. Palacio-Del Valle
Adelisa Panlilio

Roy W. Parker
T. F. Parrish
Bernard J. Pass
P. Takis Patikas
A. Knox Patterson
Robt. C. Patterson, Jr.

Warren R. Patterson
C. G. Peerman, Jr.

C. Eugene Peery, Jr.

Henry P. Pendergrass
T. G. Pennington
Pedro J. Perales
George Louis Perler
Frank A. Perry, Jr.

Helena P. Perry

James M. Perry, Jr.

L. O. P. Perry
John E. Peters
William A. Pettit

J. M. Phythyon
D. R. Pickens, Jr.

"Charles B. Pittinger
Kenneth L. Poag
Phillip P. Porch, Jr.

Constantine Potanin
Thomas E. Potts
"David B. FPool
David B. P’Pool, Jr.

James S. Price

Jerry E. Puckett
C. W. Quimby, Jr.

Robert W. Quinn
Richard W. Quisling
K. M, Rajashekaraiah
William B. Ralph, Jr.

Lloyd H. Ramsey
Bruce W. Rau
Robert M. Reed
"Eugene M. Regen
Eugene M. Regeu, Jr.

Frank M. Rembert
Roy J. Renfro
Robert N. Reynolds
Vernon H. Reynolds
Robert K. Rhamy
Lenore De Sa Ribeiro
John R. Rice
James P. Richards
Robert E. Richie
Greer Ricketson
Douglas H. Riddell

"Elkin L. Rippy
"Samuel S. Riven
L. B. Robbins, 11

Gaylon R. Rogers
Lowell W. Rogers
Barrett F. Rosen
Howard E. Rosen

"Alvin B. Rosenbloom
Marvin J. Rosenblum
Sol A. Rosenblum
Louis Rosenfeld
R. E. Rosenthal
Peirce M. Ross
Fred A. Rowe, Jr.

Robert Monroe Roy
Salil Roy
Robert V. RusseU
Samuel B. Rutledge
Robert N. Sadler
William G. Sale, III

Howard L. Salyer
Louis Sampson
Dan S. Sanders, Jr.

Harvey S. Sanders
Paula C. Sandidge
Joseph J. Sannella
Houston Sarratt

John L. Sawyers
Julia E. Sawyers

J. H. Sayers, Jr.

Charles D. Scheibert
Stephen Schillig

R. P. Schneider
Lawrence G. Schull
Herbert Schulman
Mary P. Schultz
Jonathan M. Schwartz

J. R. Schweikert
N. R. Schweikert
H. William Scott, Jr.

Addison B. Scoville

C. Gordon R. Sell

Sarah W. Sell

Robert A. Sewell
Nelson E. Shankle
John L. Shapiro
Abram C. Shmerling
Wen-Tsai Shiao
John A. Shields

"Brian T. Shorney
H. H. Shoulders, Jr.

Harrison J. Shull
Harrison J. Shull, Jr.

David R. W. Shupe
Burton Silbert

Thom. E. Simpkins, Jr.

Lucien C. Simpson
B. C. Sinclair-Smith
Paul E. Slaton, Jr.

William T. Slonecker
Bradley E. Smith
Charles B. Smith
Charlie R. Smith
Clyde W. Smith
"Daugh W. Smith
Grover R. Smith, Jr.

"Henry Carroll Smith
Luther E. Smith
Marion L. Smith
Murray W. Smith
Raphael F. Smith

Robert B. Snyder
B. N. Somayaji
M. J. Spalding
Harvey Spark
W. A. Spickard
Stuart C. Spigel
Bertram E. Sprofkin
Daphine Sprouse
Robert E. Stein

JRonald L. Steenerson
Frank W. Stevens
Frank W. Stevens, Jr.

James O. Stewart
Lee William Stewart
W. R. C. Stewart, Jr.

William J. Stone
William S. Stoney
Dennis Stouder
Joe M. Strayhom
"W. D. Strayhom, Jr.

W. D. Strayhom, HI
Wilbom D. Strode
Steven Stroup
Paul R. Stumb
W. D. Sumpter, Jr.

Hakan S undell
A. J. i)utheriand, Jr.

Amos D. Tackett
Loyda C. Tacogue
M. B. Tallent, Jr.

John M. Tanner
G. j. Tarleton, Jr.

Edward L. Tarpley
Dean G. Taylor
Richard B. Terry
Paul E. Teschan

"Pauline Tenzel
"R. B. Terry
A. B. lhach, Jr.

"Clarence S. Thomas
C. S. Thomas, Jr.

Emil Dewey Thomas
James N. Thomasson
David D. Thombs
John B. Thomison
John G. Thompson, Jr,

Charles B. Thome
Spencer Thornton
Crafton H. Thurman
Stephen S. Thurman
K. Shannon Tilley

Jesus F. Tirao
"Willard O. TirriU, Jr.

W. U. TirriU, HI
David B. Todd, Jr.

Kirkland W. 1 odd, Jr.

Hubert H. Tosh
"C. C. Trabue, IV
William H. I'ragle

J. Douglas Trapp
L. E. Traughber, Jr.

C. R. Treadway
"Mario A. Tmjillo
"Cecil B. Tucker
John M. Tudor, Jr.

Bmce I. Turner
Dorothy J. Turner
JAnthony P. Urbanek
P. B. Vasudeo
Earl E. Vastbinder
P. Z. Vora
W. B. Wadlington
R. W. Waggoner, Jr.

Robert W. Wahl
Ethel Walker
"Matthew Walker
tRodger T. Wallace
James C. Wallwork
Lloyd A. Walwyn
John M. Wampler
James W. Ward
Russell D. Ward
Thomas F. Warder
John S. Warner
G. J. Waybum, Jr.

Ronald A. Weaver
Thomas S. Weaver
Ben H. Webster
Charles E. Wells
Arville V. Wheeler
Roger K. White
Thomas C. Whitworth
Charles A. Wiggins
E. E. Wilkinson
W. C. Williams, Jr.

Larry G. Willis

James P. Wilson
John T. Wilson, HI
Vernon Wilson
Nat T. Winston, Jr.

Frank G. Witherspoon
Norman E. Witthauer
John S. Wolf, Jr.

Lawrence K. Wolfe
F. C. Womack, Jr.

Song W. Wong
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G. Wallace Wood
C. C. Woodcock, Jr.

M. C. Woodfin
John R. Woods
Raymond Woosley, Jr.

Dennis C. Workman
Taylor M. Wray
Doris J. Wright
John K. Wnght
Samuel S. Wright
John Lanier Wyatt
David R. Yates

John S. Zelenik
“Kate Savage Zerfoss

“Thomas B. Zerfoss

T. B. Zerfoss, Jr.

C. W. Zimmerman
Old Hickory

Henry D. Murray
Howard C. Pomeroy
“Edward Bullock Rhea
Inocentes A. Sator

Wendell W. Wilson

Smyrna
Dominador Blanco, Jr.

Socrates Pinto

Los Angeles, CA
“Harry Witztum

Deltona, FL
“G. K. Carpenter, Sr.

Ft. Lauderdale, FL
“Laura M. Fisher

Venice, FL
“William B. Farris

Ft. Oglethorpe, GA
tWillem K. Rivenburg

Chicago, IL

“J. Andrew Mayer

Shawnee, KS
Mario K. Yu
Williamsburg, KY

“John R. Jones

New Orleans, LA
JI.C.A. Okpalobi

Baltimore, MD
Rose M. Robertson

Charlotte, NC
Phillip J. Walker

New York, NY
tj. E. Fitzwater, Jr.

Cincinnati, OH
tjohn B. Clark, Jr.

Hamilton, OH
Carl W. Rogers

Marion, VA
William J. Cheatham

DICKSON COUNTY
MEDICAL SOCIETY

Charlotte

James C. Elliott, Jr.

Dickson
Stanley M. Anderson
Walter A. Bell, Jr.

William A. Crosby
Daniel B. Drinnen
Phillip W. Hayes
James T. Jackson
William M. Jackson
Bobby J. Smith
Joseph Steranka
Eldred H. Wiser

Erin
Jack S. Kaley

FENTRESS COUNTY
MEDICAL SOCIETY

Clarkrange
Shelby O. Turner

Jamestown
B. Fred Allred
Patrick B. Craven
Jack Smith

FRANKLIN COUNTY
MEDICAL SOCIETY

Decherd
Dewey W. Hood

Sewanee
Arthur BenyTOan
Ruth A. Cameron
Dudley C. Fort, Jr.

Charles B. Keppler
Russell J. Leonard
Fletcher S. Stuart

Winchester
Jo C. Anderton
Reynolds Fite

Gerald E. Johnson
Rodolfo VUlar

GILES COUNTY
MEDICAL SOCIETY

Pulaski
Robert B. Agee
Buford P. Davis, Jr.

James V. Fentress
A. C. Foroncla

“Waiter J. Johnson
William H. Murrey
William K. Owen
Anne M. Rasche
Richard Rasche
Manrin Rains

Ardmore, AL
Robert V. Coble

GREENE COUNTY
MEDICAL SOCIETY

Coalmont
“L. E. Coolidge

Greeneville
Maynard Austin
Ramon Azaret
Lloyd Barnes
Michael W. Bean
Robert G. Brown
W. C. Chapman, Jr.

Douglas C. Cobble
Ronald A. Cole
Robert A. Cooper
Robert S. Cowles, Jr.

James F. Easterly
Luke L. Ellenburg
Haskell W. Fox
“Rae B. Gibson
Hal H. Henard
Gordon P. Hoppe
N. P. Homer
C. D. Huffman
Tsong S. Huong
Ben j. Keebler
Richard C. Larsen
W. L. Mason
Marlin Mathiesen, Jr.

Haskell B. McCollum
James R. McKinney
Dee L. Metcalf, HI
George W. Oden
David O. Patterson
Calvin R. Reviere
Kenneth L. Roark
John L. Shaw
Robert M. Strimer
Kenneth Susong
W. C. Thacker
Thomas Webster

Mosheim
Dale Brown
“Graydon Evans

HAMBLEN COUNTY
MEDICAL SOCIETY

Dandridge
O. L. Merritt

Jefferson City
“David C. Cawood
Mary Chin
John W. Ellis, Jr.

“Samuel C. Fain
Jessie E. Howard
Estle P. Muncy

Morristown
W. K. Alexander

J. G. Amadore, Jr.

Douglas Andrews
John C. Backe, Jr.

L. R. Barclay
“Mack J. Bellaire

C. C. Blake
H. T. Brock
A. P. Bukeavich
M. E. Bukovitz

J. D. Caldwell
Gary R. Chambers
Sung J. Chung
Jerry Crook
Robert H. Donald
Clarence J. Duby, Jr.

P. L. Fuson
David L. Greene, Jr.

Robert Gronewald
W. J. Gutch, m
Crampton H. Helms
John H. Kinser
O. R. Lowry, III

Everette G. Lynch
David W. McNeil

“Frank L. Milligan
O. C. Renner, Jr.

Josiah B. Sams

Charles S. Scott
Donald C. Thompson
Timothy W. Thurston
Powell M. Trusler
Jose Wee-Eng
D. V. Willbanks
Raymond B. Yates

Rutledge
“Leander C. Bryan
Tenny J. Hill

Whitepine
Erman Dale Allen
B. J. Millard

HAWKINS COUNTY
MEDICAL SOCIETY

Rogersville
R. B. Baud, Jr.

Ralph Gambrel
William E. Gibbons
E. M. Henderson

HENRY COUNTY
MEDICAL SOCIETY

Buchanan
“W. P. Griffey, Sr.

Paris

Robert D. Adams
W. R. Campbell
W. P, Griffey, Jr.

I. W. Howell
“I. H. Jones
Barry P. McIntosh
T. McSwain Minor
E. P. Mobley, Jr.

J. D. Mobley
J. E. Neumann, Sr.

D. M. Norman
Robert T. PaschaU
William Rhea, Sr.

James B. Robertson
Kenneth G. Ross
John M. Senter, Jr.

Frank B. Sleadd

J. Ray Smith
T. C. Wood

JACKSON COUNTY
MEDICAL SOCIETY

Alcoa
Merrill D. Moore, Jr.

Gainesboro
Paul M. Burd
Elijah M. Dudney
Jack S. Johnson

KNOX COUNTY
MEDICAL SOCIETY

Concord
K. B. Carpenter
Fred M. Furr
Carl E, Gibson

“B. D. Goodge
Robert W. Meadows
Doris K. Thomson

Corryton
A. D. Simmons

Jellico

tWilliam Y. Oh
Knoxville

Gene V. Aaby
“L. Alton Absher
James J, Acker
Joseph E. Acker, Jr.

Tea Edward Acuff
William J. Acuff
Robert L. Akin
Edmund B. Andrews
“Chas. M. Armstrong
Henry G. Arnold, Jr.

Charles G. Ange
David W. Ange
John W. Avera
Anne B. Avery
Robert B. Avery
Shirley B. Avery
Wm. R. Bailey, Jr.

Martin R. Baker, Jr.

Gordon S. Ballou
Floyd N. Bankston
Walter C. Beahm
Daniel F. Beals
Joe D. Beals
Alfred D. Beasley
Thomas K. Beene
John H. Bell
Spencer York Bell

Bruce Bellomy
Walter Benedict
James C. Benton
Philip G. Bickers
Albert W, Biggs
Monte B. Biggs
David A. BirdvveU

Archer W. Bishop, Jr.

“Charles W. Black
Joe W. Black, Jr.

H. A. Blake
Lynn F. Blake
Leon Bogartz
W. E. Bost
Wade H. Boswell
JLeonard A. Brabson
Jacob T. Bradsher, Jr.

Richard F. Brailey
Aubra D. Branson
Robert G. Brashear
Roland J. Brett
Robert J. Brimi
James C. Britt

Joseph L. Broady
“Clayton M. Brodine
Robert T. Brooks
Fred F. Brown, Jr.

“Horace E. Brown
A. Laird Bryson
Raymond C. Bunn
Edward Buonocore
John H. Burkhart

J. M. Burkhart
John T. Bushore
Klartha S. Bushore
William G. Byrd
J. Ed. Campbell, Jr.

John W. Campbell
Morris D. Campbell

“P. H. Cardwell
C. Sanford Carlson
Donald G. Catron
Lloyd G. Caylor
Amoz Chemoff
Jack Chesney
John T. Chesney
L. Warren Chesney
H. E. Christenberry, J)

K. W. Christenberry
K. W. Christenberry, J

“Henry- Christian

“C. L. Chumley
“Edward S. Clayton
Wm. W. Cloud
Malcolm F. Cobb
Robert R. Cole
R. H, Collier, Jr.

I. Reid Collmann
Frank V. Comas
Charles Congdon
D, Raymond Conley
Edward D. Conner
John H. Cooper, Jr.

David A. Corey
Dennis Coughlin, Jr.

James B. Cox
John J, Craven
Joe C. Crumley
J. P. Cullum
Morris N. Dalton
Daniel Davis
Lloyd C. Davis
Martin Davis
Joseph C. DeFiore, Jr

Joseph B. DeLozier
W. A. DeSautelle
JDaniel L. Dickerson
Albert W. Diddle
William T. Dobbins
Sheldon E. Domm
Larry Dorsey
John H. Dougherty
Robert E. Dougherty
James E. Downs
Evelyn E. Dresner
Mary Brock Duffy
James B. Dukes
Orville J. Dimcan
R. H, Dimcan, Jr.

John A. Eaddy
C. R. Earnest, Jr.

Jerome F. Eastham
C, S. A. Ebenezer
James B. Ely
Jerry J. Embry
Richard J. Erickson

John H. Evans
David F. Fardon
Richard K. Farris

“Frank A. Faulkner
Mark P. Fecher
George Fillmore
George H. Finer
Richard A. Fogle
William E. Foster

Coy Freeman
J. Marsh Frere, Jr.

Mellon A. Fry, Jr.

WOliam F. Gallivan

Frank B. Galyon
Joseph I. Garcia, Jr.

William H. Gardner
George L. Gee, Jr.

Robert H. Gentry

C. F. George, Jr.

David G. Gerkm
J. Vivian Gibbs
Verne E. Gilbert
Robert B. Gilbertson
Richard A. Gillespie
Catherine Gilreath
Abner M. Glover, Jr.

Charles W. Godwin
John R. Gonzalez
Charles A. Gouffon
Conrad L. Grabeel
Southgate W. Green
James R. Guyton, Jr.

T. F. Haase, Jr.

Robert E. Hall
Frank J. Haraf
Joseph W. Harb
Walter S. E. Hardy
R. Leslie Hargrove
Kenneth A. Harper
Robert W. Harris

J. C. Hathaway, Jr.

Frank J. Haufe
T. J. T. Hayes, Jr.

Ray M. Hayworth
Don R. Heiser
Douglas K. Hembree
James L. Hemphill
R. Winn Henderson
Bertram R. Henry
James E. Henry, Jr.

“George G. Henson
Howard K. Hicks
Hubert C. Hill

OUver W. Hill, Jr.

“Victor Hill
R. L. Hobart, Jr.

Fred W. Hodge
David F. Hoey
Robert P. Hornsby
Bennett F. Horton

• Leon C. Hoskins
William M. Hovis
G. T. Howard, Jr.

John W. Howe
C. 1. Huddleston
Jas. F. Hudgens, Jr.

A. R. Hudson, Jr.

Fred E. Hufstedler
“Perry M. Huggin
JFred A. Hurst
Kristie H. Hurst
Larry C. Huskey
Charles C. Hutson
Hugh C. Hyatt
E. C. Idol
Clifton E. Irwin
A. L. Jenkins

J. R. Johnson
Joe Breese Johnson
Francis S. Jones
Richard R. Jost
Paul L. Jourdan
Margaret E. Joyce
Clark E. Julius
Anthony A. Kattine
A. Pat Kelly
“H. M. Kelso
A. Glenn Kennedy
John O. Kennedy
John E. Kesterson
Val Khairollahi
Fred A. Killeffer

Irvin R. King
Stacy H. Kinlaw
C. C. Kirk, Jr.

Victor H. Klein, Jr.

Lamar L. Knight
Robert E. Knowling
Keith F. Kraemer
Stephen Krauss
William G. Laing

“A. H. Lancaster
Robert C. Landgren
Robert D. Lange
Donald E. Larmee
Robert F. Lash
William M. Law
J. Serge LeBel
Joe H. Leonard

“John H. Lesher
Thomas E. Lester
James V. Lewis
Robert A. Lewis
Felix G. Line
Thomas L. Lomasney
Frank London
Henry H. Long
niomas H. Lowrv
Carmen B. Lozzio
Joe L. Luna
A. S. Luttrell
Thomas P. Lynch
John R. Maddox, Jr.

Robert R. Madigan
Ed M. Malone, Jr.

John S. Marcy
J. H. L. Marshall
Carl L. Mathews
Lonnie C. May, Jr.

Margaret Maynard
Perry B. McCallen
Curtis P. McCammon
Bruce R. McCampbell
Wnham J. McCoy, III
William E. McGhee
Larry D. McGinn
Carroll W. McGinnis
Tjerome F. McKenzie
J. S. McMurry
Carter Miller, Jr.
William O. Miller
John W. Minchey
Sarada N. Misra
Donald E. Mitchell
Foy B. Mitchell
Jack Murphy Mobley
J. L. Montgomery, Jr.
Joseph T. Montgomery
Joseph B. Moon
“John D. Moore
John D. Moore, Jr.
Robert S. Moore
D. E. Mooreside
Travis E. Morgan
Robert W. Morris, Jr.
Steven A. Morris
James E. Moseley
£. Jay Mounger
Robert Mueller
E. L. Murray, Jr.
William S. Muse, Sr.
William S. Muse, Jr.
James D. Myers
Stephen E. Natelson
Robert E. Neely
Bill M. Nelson
Carl A. Nelson, Jr.
John R. Nelson, Jr.
Wm. A. Nelson, Jr.
H. L. Neuenschwander

“Park Niceley
“Hazel Marie Nichols
Christopher Norwood
Elvin B. Noxon
Richard A. Obenour
Kenneth A. O’Connor
Harry K. Ogden
Homer C. Ogle
Michael V. Otis
Bergein F. Overholt

“B. M. Overholt
Robert M. Overholt
Herbert Oxman
Turan Ozdil
Ronald L. Pack
Sam G. Pappas
Vijaya R. Patil
Francis K. Patterson
R. W. Patterson, Jr.

R. F. Patterson, Jr.

William L. Patterson
Wniiam A. Paulsen
F. H. Payne
C. G. Peagler
Randall E. Pedigo

“Jarrell Penn
Ronald Perry

“H. Dewey Peters
Preston Phelps, Jr.

Ira S. Pierce
^Stephen F. Pierce
Cecil E. Pitard
“Samuel Joseph Platt

William F. Powell
Bruce R. Powers
Wilson W. Powers
Gilbert W. Pratt
H. Hammond Pride
T. C. Prince, Jr.

James C. Prose
John T. Purvis
Andres A. Ramos
John A. Range
“Joe L. Raulston
K. L. Raulston, Jr.

Freeman L. Rawson
Thomas L. Ray
W. Gilmer Reed
R. F. Eegester, Jr.

Paul D. Richards
Billy N. Rig^s
Richard Robinson
John C. Rochester
J. C. Rodgers, Jr.

William K. Rogers
Cecil D. Rowe
Robert L. Rubright
Norman H. Rucker
Burton M. Rudolph
David A. Rueff

Jack Rule
Kenneth B. Rule
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William Rule
Robert C. Russell

Kyle O. Rutherford
John H. Saffold

Robert L. Sain
Ronald K. Sandberg
Edwin W. Schauinberg
Roy L. Seals

James H. Segars

John R. Semmer
Paul B. Serrell

R, C. Sexton, Jr.

Digby G. Seymour
Samir B. Shamiyeh
"Alex B. Shipley
E. Charles Sienknecht

Jon R. Simons
"Frank J. Slemons
Charles C. Smeltzer

E. B. Smith
"Vernon 1. Smith
Robert L. Smith

tWilliam B. Smith
Alan Solomon
Takuo Sonoda
Sheldon B. Soss

Marvin H. Spiegel

William P. Stallworth

Thomas F. Stevens

J. Hooper Stiles, Jr.

J. M. Stockman
Christiana Sugantharaj
Thomas A. Sullivan, Jr.

William R. Sullivan

C. G. Sundahl
Wm. K. Swann, Jr.

Jo G. Sweet
Jean C. Tawater
Edward L. Tauxe
Dale A. Teague
Richard L. Tenney
William M. Tipton
Hiroshi Toyohara
Elmer L. Treat

tBilly C. Trent
Lucian W. Trent

"Geo. M. Trotter. Jr.

James E. Turner
M. Frank Turney
William A. Tyler, Jr.

William Vandergritf
Carlos L. Velado
M. H. Vickers, Jr.

Dwight R. Wade, Jr.

Bruce Walker
Norma B. Walker
James W. Wall
Calvin R. Wallace
Sidney L. Wallace
David H. Waller
Donald E. Wallis
Cliff. L. Walton, Jr.

Robert E. Ware
James H. Waters, Jr.

David T. Watson
Glenn F. Watts
George R. Webber

"Alvin J. Weber
R. A. Wedekind, Jr.

Charles M. Wender
•Fred West
"Herbert N. Whanger
Herbert F. White
Richard L. Whittaker
John W. Whittington
Robert B. Whittle
tCeorge A. Williams, II

Lee L. Williams
M. L. Williams
"G. A. Williamson, Jr.

Perry J. Williamson
Leon J. Willien
Richard B. Willingham
Stephen G. Wilson, Jr.

John D. Winebrenner
Paul E. Wittke
Charles D. Wohlwend
John H. Wolaver
George H. Wood
Paul T. Wooten
James P. Worden
Glenn E. Wright
O. H. Yarberiy’, Jr.

James D. Yates
Ronald F. Yatteau
William T. Youmans
Vernon H. Young
Vincent T. Young
Eugene G. Zachary
Charles R. Zirkle
George A. Zirkle, Jr.

Lenoir City
Harold D. Freedman

"J. H. L. Heintzelman
J. R. Rogers
Walter C. Shea, Jr,

Peter G. Stimpson

Loudon
Corrie Blair
Samuel A. Harrison
W. B. Harrison
William T. McPeake
Elsie V. Torakinson

J. R. Watkins
Louisville

Peter L. Cason
A. Ray Mayberry

"John Raymond Smoot
New Tazewell

Fred W, Reed
William N. Smith

Oak Ridge
Seaton Garrett, Jr.

David H. Sexton

Powell
Cecil E. Russell, Jr.

Sevierville
Vincent B. Tolley

Seymour
James B. Bell

Sneedville
T. H. Pierce

Strawberry Plains
Robert W. Creech
"Roland M. Webster

Townsend
Frederick W. Carr

Vonore
"Troy Bagwell

Sanibel, FL
"Zelma L. Herndon
New York, NY

tWilliam M. Keeling

Durham, NC
"Donald T. Neblett

Alexandria, V

A

"George L. Inge

LAWRENCE COUNTY
MEDICAL SOCIETY

Lawrenceburg
"Virgil FI. Crowder
Virgil H. Crowder, Jr.

W. O. Crowder, Jr.

Boyd P. Davidson
Norman L. Henderson
James C. Hudgins, Jr.

Laurence B. Molloy
Jerry Qualls
Homer Lee Staley
Carson E. Taylor
Henry L. Thomas
Darrell L. Vaughan

Loretto
Ray E. Methvin
M. H. Weathers, Jr.

Waynesboro
Jaime V. Mangubat

LINCOLN COUNTY
MEDICAL SOCIETY

Ardmore
"Clyde B. Marshall

Fayetteville
Dushyant N. Bhatt
Edwin E. Blalack
Anne U. Bolner
J. H. Crumbli ss

H. R. M. Gowda
Helen G, Jones
Wm. D. Jones
David R. McCauley

"Robert E. McCown
"J. V. McRady
Bobby G. Norwood
Yashwant P. Patel
T. A. Patrick, Jr.

C. Doyne Toone
Paul E. Whittemore
William Young

Lynchburg
"F. Harlan Booher

MACON COUNTY
MEDICAL SOCIETY

Lafayette
Charles Chitwood, Jr.

Marvin E. Deck
G. L. Holmes, IH

MARSHALL COUNTY
MEDICAL SDCIETY

Franklin
Bevley D. Holt

Lewisburg
Kenneth P. Brown, Jr.

Janies L. Johnson
|. C. Leonard
K. J. Phelps, Jr.

Kenneth J. Phelps, Sr.

William S. Poarch
Jones F. Rutledge
N. N. Sharma
Stephen H. Sherman
Dale A. Van Slooten
William L. Taylor

J. F. VonAlmen, Jr.

MAURY COUNTY
MEDICAL SOCIETY

Columbia
Claudia S. Andrews

"David Boyd Andrews
Wendell C. Bennett
Sidney A. Berry
Charles R. Brite

John P. Brown
R. R. Clifford, Jr.

Thomas S. Dake
Eslick Daniel
Patricia C. Davis
Thomas R. Duncan
Harold W. Ferrell

G. A. Fiedler, Jr.

James M. Fitts, Jr.

Harold H. Fry, Jr.

Wiliiam G. Fuqua
C. C, Gardner, Jr.

Daniel R. Gray, Jr,

Joel T. Hargrove
Roy F. Harmon, Jr,

Patrick E. Hartman
Valton C. Harwell
Harry C. Helm
Jan Hornbuckle
Charles C. Hudson
James B. Kelley
Ralph Kustoff
Ambrose M. Langa
Allyn M. Lay
Robin Lyles
G. R. Mayfield, Jr.

Clay R. Miller
Spencer G. Mitchell
Kenneth L. Moore
Lawrence R. Nickell
John R. Olson
M. T. Rayburn, Jr.

W. A. Robinson, II

R. G. Thompson, Jr.

Billy J. Vinson
"Leon S. Ward
Thomas R. White
J. Wallace Wilkes, Jr.

T. K. Young, Jr.

Monteagle
"Edwin K. Provost

Mt. Pleasant

J. O. Williams, Jr.

McMINN COUNTY
MEDICAL SOCIETY

Athens
George Ackaouy
William Boyers
James R. Boyce
C. T. Carroll
Lewis D. Curtner
Wm. M. Davis
Wm. E. Force, Jr.

Roger C. Fulmer
Robert G. Hewgley
Milnor Jones
George Kirkpatrick
John C. McKenzie
Hollis C. Miles
William G. Morris
Charles P. Oderr
Helen M, Richards
Lester H. Shields
James F. Slowey, HI
Iris G. Snider
Robert W. Trotter

Charleston
H. P. VFhittle, Jr.

Englewood
James F. Cleveland

Etowah
Yung Gil Lee
Luis J. Ordonez
Antonio S. Periut
Harish B. Soni
Thomas W. Williams

MEMPHIS-SHELBY
COUNTY

MEDICAL SOCIETY
Arlington

Malcolm A. Baker

Collierville

J. E. Outlan

Cordova
"L. W. Diggs

Forrest Hill
C. P. Cheatham

Germantown
G. H. Burkle, 111

"Robert S. Norman

Humboldt
Charles E. Couch, Sr

Kingsport
"Arlington G. Krause

Memphis
Gene G. Abel
Robert F. Ackerman
John G. Adams, Jr.

John Q. Adams
J. Robert Adams
Lorenzo H, Adams
Robert F. Adams
Wiiliam M. Adams, ir.

Frank J, Adcock, III

R. M. Addington
Henry L. Adkins
Justin H, Adler
G. H. Aivazian
Howard T. Akers
James F. Albritton

John F. Albritton
A1 M. Alexander, Jr.

Chester G. Allen
Frank S. ARen
James R. Allen
Robert G. Allen

"F. H. Alley
"Jacob Alperin
James L. Alston
Rex A. Amonette
J. P. Anderson
William F. Andrews
D. N. Anishanslin
C. L. Anthony, Jr.

Robert A. Anthony
John W. Apperson, Jr,

Charles R. Arkin
W. H. Armes, Jr.

P. M. Aronoft
Malcolm Aste
H. E. Atherton
Leland L. Atkins
R. A. Atkinson
John W. Atwood
John R. Austin
W. W. Aycock
J. C. Ayres, Jr.

John W. Baird
Irvin C. Baker
J. Earl Baker
George F. Bale
Reid L. Ballenger
Roy Manning Barber
G. L. Barker
James R. Barr
Jerome N. Barrasso
Reed C. Baskin
George H. Bassett
Joseph C, Battaile
N. A. Battaile
Howard L. Beale
B. L. Beatus, Jr.

Paul D. Beery, Jr.

Emmett D. Bell, Jr.

James S, Bell
Steven Hunter Bell
A. L. Bellott, Jr.

H. E. Bennett
B. F. Benton
A. R. Bevilacqua
Richard O. Bicks
W. M. Bielskis, Jr.

"J. D. Biles
E. S. Birdsong, Jr,

Calvin R. Bishop
Alan L. Bisno
W. A. Bisson
Ajit K. Biswas
W. T. Black, Jr.

tSamuel J. Blackwell
John R. Blair
Basil A. Bland, Jr.

Breen Bland
Phil B. Bleecker
Herbert Blumen
H. B. Blumenfield
Jos. A. Blythe, HI
Joseph C. Boals, HI
Robert T. Bobo
Robt. M. Boehm, Jr.

Howard A. Boone
James L. Booth
C. W. Borg
James H. Boring

James L. Boswell

Richard L. Boswell
R. L. Bourland
R. L. Bourland, Jr.

"E. P, Bowerman
“Robert L. Bowlin
Allen S. Boyd, Jr.

B. M. Brady
Winston Braun
J, T. Bridges
Louis Goodno Britt

Maury W. Bronstein
Brown Brooks
James S. Brown
Mike J. Brown, Jr.

W. R. Brown
Thornton Bryan, Jr.

James W. Bryant
Robert Buchalter

J. S. Buchignani, Jr.

Joseph A. Buchignani
Madison H. Buckley
George A. Burghen
W. B. Burrow
William D. Burton
David H. Buss
Dorothy H. Butler
R. M. Butler
O. D. Butterick, Jr.

James S. Byas
Shed Hill Caffey
R. A. Calandruccio
Edward P. Caldwell
M. K. Callison
Alvro M. Camacho

"E. G. Campbell
James A. Campbell
Dee James Canale
James L. Canale
Terrance Canale
Bland W. Cannon
Charles A. Cape
Dominic J. Cara, Jr,

R. S. Caradine, Jr.

Peter G. Camesale
"Duane M. Carr
David S. Carroll
Dan Carruthers, Jr.

Harvey W. Carter

J. Roland Carter
"L. L. Carter
tLouis L. Carter, Jr.

E. L. Cashion
Michael P. Casini
A, H, ChamberUn, Jr.

Fenwick W. Chappell
Steven T. Charles
Chas. P. Cheatham
Richard C. Cheek
Carolyn M. Chesney
Lawrence T. Chien

"Richard E, Ching
Joe M. Chisolm, Jr.

John C. Chisolm
Robert P. Christopher
Howard J. Chuang
Colin C. D, Clarendon
Dwight W. Clark, Jr.

Glenn Clark
James A. Clark, Jr.

Charles L. Clarke
Hugh Adams Clarke
Edwin W. Cocke, Jr.

Robert L. Cockroft
Lawrence L. Cohen
F. Hammond Cole, Jr.

Francis H. Cole
Wm. L. Cole. Ill

Sidney A. Coleman
Blaine C. Collins
Frank H. Collins

J. H. Collins
Lynn W. Conrad
John P. Conway
Charlie W. Cooper
George A. Coors
G. D. Copeland
Doris P. Courington
Clair E. Cox
Lloyd V. Crawford
P. T. Crawford
Rufus E. Craven
Andrew Crenshaw
T. K, Creson, Jr.

John Thomas Crews
Herman A. Crisler, Jr.

"J. A. Crisler, Jr.

J. R. Crockarell
Robert A. Crocker
Robert N. Crockett, Ji.

Virgil G. Crosby
Joseph E. Crupie
Terty Park Cruthirds
Alvin J. Cummins
David L. Cunningham
Ray Eugene Curie

Thomas A. Currey

C. O’Hara Daugherty

Orin L. Davidson, Jr.
Orin L, Davidson, IH
Dean F. Davies
Edna M. F. Davis
Harry Davis

"J. M. Davis
J. T. Davis, Jr.

Thomas A. Davis
W. J. Deaton
Charles J. Deere
H. L. Dellinger, Jr.

McCarthy DeMere
R. L. DeSaussure, Jr.

Baldev K. Devgan
tManju Devgan
Melvin W. Deweese
R. A. Dilawari
Preston V. Dilts, Jr.

Phillip Hays Dirmeyer
Don E. Dismukes
Jere M. Disney
Robert P. Dobbie, Jr.

J. M. Dobson
Herbert S. Dodge
Mark L. DonneU
John B. Dorian
Thomas G. Dorrity
Charles V. Dowling
Arnold M. Drake
Lynn A. Drake
Paul T. Drenning
R. D, Drewry, Jr.

Horton G. DuBard
Larry E. Duberstein
John K. Duckworth
Patricia Duckworth
Marion Dugdale
Don DeWindle Duke
W. D. Dunavant
Dan A. Dunaway
James T. Duncan, Jr.

Jerald M. Duncan
John Q. Durfey
Hamel Bowen Eason
Leslie Edmund Eason

"E. S. Eddins
A. S. Edmonson
Joseph Allen Elgart
Rodney G. Elliott
Jerry Engelberg
Richard L. Ennis
E. U. Epstein
Stanley W. Erwin
f. N. Etteldorf
C. Barton Etter
Irving K. Ettman
O. A. Eubanks, Jr.

"J. D. Evans
Milton L. Evans
"B. E. Everett, Jr.

W. H. Fancher
C. C. Faquin, Jr.

Harold G. Farley
Turley Farrar
George E. Farrell, Jr.
C. C. Farrow. Jr.

William L. Faulkner
James Rodney Feild
Harold Feinstein
Robert D. Fink
Raymond J. Fioranelli
D. F. Fisher

J. N. Fisher, Jr,

Charles Walter Fitch
Norman B. Fizette
James B. Flanagan
Irvin Durant Fleming
Julian Glenn Fleming
George S. FIinn, Jr.

A. R. Flowers
Bobby F. Flowers
William P. Flowers
Max Foner
Thirachit Fongwitoo
F. F. Fountain, Jr.

Hugh Francis, Jr.

Jerry Francisco
Edgar R. Franklin
C. E. Frankum
Lovely A. Free
Jerre M. Freeman
W. Edward French
B. I. Friedman
Harry Friedman
E. W. Gadberry
Telmo A. Galindez
J. T. Galyon
Stephen L. Gammill
J. C. Garbarini, Jr.

H. C, Gardner
John H. Gardner
L. G, Gardner, Jr.

H. Edward Garrett

Richard H. Garrett

James R. Gay
Elsbeth Gehorsam
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Lewis Watson George
Barry E. Gerald
Terry E. Geshke
Thomas Gettelfinger

®G. E. Gillespie

John Joseph Gilluly
B. H. Ginn
Frederick Gioia
George E. Gish
James Robert Givens
Turgut K. Gokturk
Thomas G. Gladding
Louis Glazer
Wm. Goie Godsey
Richard H. Gold
Fred A. Goldberg
Jerry B. Gooch
Willis M. Gooch, 111

T. F. Goodman, Jr.

Martha F. Goss
“Henry B. Gotten
“Nicholas Gotten
Nicholas Gotten, Jr.

Marvin 1. Gottlieb
Robt U. Gourley
Wiltord H. Gragg, Jr.

James A. Grant
William C. Grant
J. F. Gratz, Jr.

L. R. Graves, Jr.

C. R. Green
James B. Green, Jr.

John M. Gregory
John P. Griffin

Jerry Wade Grise
H. T. Grizzard
A. J. Grobmyer, Jr.

A. J. Grobmyer, 111

F. T. Grogan, Jr.

Gharles W. Gross
Ronald K. Grossman
J. L. Guyton

“Lillian Hadsell
James S. Haimsohn
M. Hajghassemali
H. H. Halford, Jr,

Jack R. Halford
Emmet R. Hall, Jr.

Vonnio A. Hall
Margaret A. Halle

“J. F. Hamilton
R. S. Hamilton
W. T. Hamilton

J. M. Hamlett, III

John B. Hamsher
A. S. Hanissian
Harvey G. Hannon
Ethel Ashton Harrell

O. B. Harrington
Buford Terrell Harris

John Harris
Mallory Harwell
Howard B. Hasen
Fred E. Hatch, Jr.

A. K. Hawkes
C. Douglas Hawkes
Jean M. Hawkes
Harry L. Hawkins, Jr.

Gyril L. Hay
William T. Hayes
Thomas G. Head
Mark E. Heerdt
Donald G. Henard
J. H. Hendrix, Jr.

Walter H. Henley
Louie G. Henry
Richard Hepworth
B. W. Herndon, Jr.

G. G. Herrington, Jr.

Roger Lew Hiatt

H. David Hickey, Jr.

Dennis A. Higdon
T. W. Higginbotham
George B. Higley, Jr.

“George B. Higley, Sr.

M. Lloyd Hiler
Fontaine S. Hill

“James M. HiU
John R. Hill

E. E. Hines
Leonard H. Hines
John M. Hodges
W. K. Hoffman, Jr.

R. S. Hollabaugh
Nancy E. Holland
Thomas L. Holliday
David Holloway, Jr.

J. E. Holmes
J. P. Holmes, Jr.

Perry D. Holmes
Huey T. Holt
Stephen T. Hood
Arthur E. Home
Glenn E. Horton
Hubert L. Hotchkiss
C. H. Housholder
John L. Houston

H. S. Howard, Jr.

“W. T. Howard
Robert J. Howse
John Patton Howser
Shang-Po HuUng
Ronald E. Hubbard
Charles H. Hubbert
Joseph S. Hudson
John D. Huffman
Allen H. Hughes
F. A. Hughes, Jr.

James G. Hughes
John D. Hughes
“Max Hughes
Robert Rule Hughes
John V. Hummel
bam E. Hunter
Charles E. Hutchins
Linda L. Hutchins
W, C. Hutchins
Samuel E. Hyde, III

J. H. Ijams
“C. W. Ingle
A. J. Ingram
W. Byron Inmon
C. E. Jabbour
J. T. Jabbour
Thomas M. Jackson
“David H. James
D. H. James, Jr.

Hal P. James
“Jesse A. James
L. K. Jarred
Gerald W, Jauchler
Oliver C. Jeffers

Jon C. Jenkins
Anthony P. Jerome
J. Don Johnson
James G. Johnson
Larry H. Johnson
W. W. Johnson
Albert M. Jones
George P. Jones, Jr.

Joe Paul Jones
R. Luby Jones
Sidney D. Jones, Jr.

“A. Wilson Jiffich

E. J. Tustis, Jr.

Tamotsu Kanzaki
Edward S. Kaplan
Jerry Kaplan
S. B. Kaplan
L. A. Kasselberg
Laila Kassees-Wahid
Gary L. Kellett
Bobby J. Kelley

“Ernest G. Kelly
R. T. KeUy
Robert A. Kerlan
H. G. Kessler
Patsy Ruth Kieter
Varkes Kiledjiam
Noah B. Kimball
B. W. Kincheloe
Charles M. King

“J. Cash King
JRobert Kirkpatrick
Robt. M. Kisabeth
Abbas E. Kitabchi
Robert Paul Kline
David H. Knott
F. H, Knox, Jr,

R. L. Knox
Asghar Koleyni
Marshall L. Koonce
Sheldon B. Korones
Charles E. Kossman
Alfred P. Kraus
Bernard M. Kraus
Melvin M. Kraus
Frank W. Kroetz
Cary M. Kuykendall
N. W. Kuykendall, Jr.

J. Warren Kyle
L. M. Lamar, Jr.

H. Z. Landis
C. G. Landsee
C. T. Langford, Jr.

Wm. A. Lankford
“Frank A. Latham
M. W. Lathram, Jr.

A. E. Laughlin
H. G. LaVelle, Jr.

Jesse A. Lawrence
Robert E. Lawson
Edward H. Lazar
M. A. Lebovitz

tClaude P. Ledes
Ling Hong Lee
S. Thomas Lee
“Aaron M. Lefkovits
Helio Lemmi
Michael J. Levinson
Melvyn A. Levitch

L. C, Lewis, Jr.

Myron Lewis

Phil M. Lewis
Phillip L. Lieberman
11. F. Linder
Alys H. Lipscomb
G. G. Lipsey
Melvin Litch, Jr.

William Little, Jr.

G. ft. Livermore, Jr.
D. G. Lockwood, Jr.

Charles E. Long
William E. Long
Lewis 1. Loskovitz

J. C. Lougheed
Vama Peyton Love
George S. Lovejoy
Martha A. Loving
Edward H. Mabry
W. F. Mackey
Elizabeth MacIntyre
Holt B. Maddux
Albert L. Maduska
Thomas A. Maguda
Battle Malone, H
Alan 1. Mandell

“T. P. Manigan
John C. Mankin
James A. Mann
Win. 1. Mariencheck
Howard W. Marker
Philip Markle
Carl D. Marsh
Michael R. Marshall
George W. Marten
Jeannette Martin
Roy W. Martin
'liiinin Martin, Jr.

Allonse T. Masi
“R. P’. Mason
William W. Mason
Wm. F. Matchett
Gordon L. Mathes
Ernest H. Mathis
Oliver S. Matthews
Wm. P. Maury, Jr.

R. F. Mayer
L. H. Mayfield
Kit S. Mays
James E. McAfee
Robert P. McBnmey
Charles B. McCall
John W. McCall, Jr.

John G. McCarter, Jr.

Randolph M. McCloy
James G. McClure
D. C. McCool
H. A. McCormack
L. K. McCown
E. F. McDaniel, Jr.

Martha McDonald
Robert C. McEwan
John L. McGee
Frank A. McGrew, IH
E. E. McKenzie
J. Wesley McKinney
A. M. McLarty
B. E, McLarty
T. E. McLemore, Jr.

T. W. Meriwether, III

William E. Metzger
A. H. Meyer, Jr.

David Meyer
Wm. F. Milam
Robert Miles
Lee W. Milford, Jr.

Fox Miller
G. L. Miller, Jr.

“Harold R. Miller

Joseph Plardy Miller
Richard A. Miller
Richard B. Miller
R. D. Miller
“R. W. MiUer
Stephen T. Miller
Thomas I. Miller
George T. Mills

J. Pervis Milnor, Jr.

Irving C. Minkin
W. R. Mitchum
E. C. Mobley
B. A. Moeller, Jr.

William L. Moffatt
Edward N. Mogan
Mohammed Moinuddin
Shamin M. Moinuddin
Edward M. Molinski
R. H. Monger, Jr.

David F. Moore
F. B. Moore, Jr.

James A. Moore
Marion R. Moore
Moore Moore, Jr.

John T. Morris

Tandy G. Morris
William R. Morris

John C. Morrison
Larry B. Morrison

Windsor V. Morrison
William H. Morse
William Hill Mushier
“Henry Moskowitz
J. Palmer Moss
“T. C. Moss
William B. Moss
Ernest E. Muirhead
Wade T. Murdock
Cynthia D. Murphy
J. Garnett Murphy
Patrick J. Murphy
Walter H. Murphy
William M. Murphy
W. F. Murrah, Jr.

William S. Myers
Alan M. Nadel
James F. Nash
John Paul Nash
Wilmer L. Neal
Charles L. Neely, Jr.

tC. Netchvolodoff
Larry B. Newman
Thomas W. Nichols
G. C. Nichopoulos
James J. Nickson
Juichi Nishioka
Eugene R. Nobles, Jr.

H. Norman Noe
W. C. North
W. L. Northern, Jr.

“D. W. Oelker
Evelyn Bassi Ogle
“W. S. Ogle
Claude D. Oglesby
Charles B. Ohm
Robert P. Oliver

“Joseph C. Orman
Phil E. Orpet, Jr.

Frank J. Osborn
Patrick J. O’Sullivan
William J. Oswald
Henry Packer
Alfred H. Page
Gene R. Page
Roy Calvin Page
Max W. Painter
Genaro Palmieri
R. E. Palmer, IV
Joseph Parker
C. W. Parrott, Jr.

Louis S. Parvey
R. A. Paskov\ itz

“Samuel Paster
Morris Pasternack
James W. Pate
Kelly Patterson
R. E. Patterson
R. H. Patterson, Jr.

Russell Patterson III
Sam Polk Patterson
Stanley M. Patterson
Raphael N. Paul
“G. E. PauRus, Jr.

Robert J. Peace
Phillip A. Pedigo
John D. Peeples, Jr.

John V. Pender, Jr.

Modesto G. Peralta
Edgar E. Perry
William C. Phelps
Jerry C. Phillips
“William E. Phillips

Maurice C. Pian, Jr.

John D. Pigott
Martin L. Pinstein

James A. Pitcock
Samuel E. Pitner, Jr.

Alan Bailey Platkin
Gerald I. Plitman

“R. M. Pool
“Arthur R. Porter, Jr.

C. H. Porter
Huey H. Porter
Carolyn A. C. Price
James H. Price
S. A. Pridgen
Wm. Roby Pridgen
L. C. Prieto, Jr.

Russell J. Proctor
Billie H. Putman
P. J. Quinn, III

J. G. Rabinowitz
Rica A. Rabinowitz
Richard B. Raines
“Sam L. Raines
William T. Rainey
D. R. Ramey, HI
Jerry F. Randolph
Paul D. Randolph
Morris W. Ray
Edward M. Reaves
“John J. Redmon
Edward W. Reed
Robert C. Reeder
H. Eugene Reese
Harvey C. Reese, Jr.

John M. Reisser, Jr.

Walter A. Rentrop
W. E. Rentrop
Hal S. Rhea
Hal S. Rhea, Jr.

C. T. Rhodes, Jr.
Elbert Richardson
R. L. Richardson, Jr.
T. M. Richardson
Charles R. Riggs
W. W. Riggs, Jr.

Robert W. Riikola
Frances O. Riley
“George A. Riley

J. A. Roane
S. Gwin Robbins
“Frank L. Roberts

J. T. Robertson
C. G. Robinson, Jr.

J. A. Robmson
J. E. Robinson, Jr.

L. B. Robison, Jr.

John F. Rockett
Rodney A. Roe
Gordon K. Rogers
N. R. Rojas
Gerald M. Rosen
E. W. Rosenberg
Zachery Rosenberg
Jacob Rosensweig
Shane Roy, 111

R. M. Ruch
Walter A. Ruch, Jr.

Henry G. Rudner, Jr.

John W. Runyan, Jr.

J. M. Russell, Jr.
William L. Russo
Julian L. Rutschman
Geo. M. Ryan, Jr.

C. F. Safley, Jr.

Fred P. Sage
Nathan K. Salky
L. C. Sammons, Jr.

Alan D. Samuels
S. H. Sanders
David M. Sanford
Jack C. Sanford, Jr.

W. T. Satterfield, Jr.

S. J. Schaeffer, Jr.

Donald E. Schaffer
“D. E. Scheinberg
Betty J. Schettler
William H. Schettler
V. A. Schlesinger
Jack M. Schneider
“Phil C. Schreier
Robt. A. Schriber
Harriet L. Schroeder
Jerome Schroff
S. S. Schwartz
Ben. F. Scott, HI
“C. B. Scott
Daniel J. Scott, Jr.

Edwin L. Scott
Joseph M. Scott
Randall L. Scott
James L. Sea'e
Jeno I. Sebes
Anthony Segal
Jack Segal
Maurice P. Segal
E. C. Segerson
“Milton B. Seligstein
Kenneth D. Sellers

“R. E. Semmes
Ray O. Sexton
Norman D. Shapiro
Wm. V. Shappley, Jr.

“John L. Shaw
John J. Shea, Jr.

M. C. Shea, Jr.

Robert Shearin
Wm. E. Sheffield
James R. Shelton
Robert W. Shier
Stephen M. Shiffman
F. H. Shipkey, Jr.

John A. Shively
Leslie B. Shumake
J. S. Siegel
Saul Siegel
Robert L. Siegle
M. N. Silverman
James C. H. Simmons
John D. Simpson, Jr.

Thomas D. Sisk
Paul R. Sissman
Marvin R. Skaggs
“Edward F. Skinner
H. T. Slawson, Jr.

Avron Abe Slutsky

Alvin E. Smith
C. Gaylon Smith
Hugh Smith
Kirby Lee Smith
Vernon I. Smith, Jr.

William C. Smith
“F. W. Smythe, Jr.
Dowen E. Snyder
J. J. Sohm
A. N. Sollee, Jr,
Vincent L. Solomito
Mark S. Soloway
Eugene J. Spiotta
“D. H. Sprunt
Charles E. Stallings
C. Cooper Stanford
T. V. Stanley, Jr.
Ray G. Stark
Jason L. Starr
A. Frank St. Clair
W. P. Stepp
Wm. P. Stepp, Jr.
Eugene N. Stem
Ihomas N. Stem
Cleo \V. Stevenson
E. N. Stevenson
Robin M. Stevenson
C. V. Stewart, Jr.
Marcus J. Stewart
S. B. Stewart
G. H. Stollerman

“S. Fred Strain
H. T. Stratton
A. N. Streeter
R. J. Stubblefield
Jay M. Sullivan
Joseph A. Sullivan
R. L. Summitt
A. J. Sutherland, III

“W. D. Sutliff
E. W. Sydnor, Jr.
Owen B. Tabor
Hall S. Tacket
"B. S. Talley
M. H. Tanenbaum
H. A. Taylor, III
“Robert C. Taylor
Wm. W. Taylor, Jr.
Paul F. Teague
Idu A. Tejwani
John W. Templeton
Ronald L. Terhune
Michael C. Thomas
Paul A. Thompson
William C. Threlkeld
Samuel M. Tickle

JDon R. Tielens
Robert E. Tipton
Robert E. Tooms
John W. Tosh
A. S. Townes
Eriko F. Trapp
“Alvin B. Tripp
M. L. Trumbull
I. F. Tullis, Jr.
Kenneth F. Tullis
H. K. Turley, Jr.
John C. Turley
John C. Turley, III
Prentiss A. Turman
“R. B. Turnbull
S. H. TiunbuU, Jr.

“Carrol C. Turner
G. Randolph Turner
Louis Edward Tyler
A. Roy Tyrer, Jr.
“Wm. T. Tyson, Jr.

J. D. Upshaw, Jr.
Jeremiah Upshaw
David A. Usdan
Edmund Utkov
Eugene A. Vaccaro
K. D. Vanden Brink
R. A. Vander Molen
Helen Van Fossen
C. F. Varner
Walter E. Vemer
Leonard J. Vernon
Sidney D. Vick
Leonard B. Victor
John Robert Vincent
John T. Vookles
David Everett Wade
“Samuel L. Wadley
James D. Wakham
Frances C. Walker
James W. Walker
Parks W. Walker, Jr.
R. P. Walker
W. W. Walker, Jr,
Hershel P. Wall
Fred C. Wallace
James A. Wallace
Peter B. Wallace
Lee L. Wardlaw
O. S. Warr
O. S. Warr, III

W. W. Watkins
Wm. L. Webb, Jr.

Ben P. Webber
Ah'in J. Weber, III

Bill C. Weber
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J. J. Weems
Joseph L. Weems
Thomas D. Weems
Alva B. Weir, Jr.

Van H. Wells
Samuel Wener
James R. Wennemark
J. M. Wesberry
Harold Maxell West
Thomas L. West
D. K. Westmoreland
John N. Whitaker
Charles E. White
James H. White, Jr.

Thomas J. White, III

William G. White
W. J. Whitehead
Gene L. Whitington
W. L. Whittemore
Sheldon Wieder
I. D. Wiener
W. Wiggins Wilder

Joe L. Wilhite

E. B. Wilkinson, Jr.

Beverly J. Williams

H. Glenn Williams
Linkwood Williams
Paul H. Williams
R. D. Bj Williams
Van R. Williams
Gordon L. Wills

John Ross Wills

R. S. Wilrov, Jr.

Arthur J. Wilson
Harry W. Wilson

J. E. Wilson
J. E. Wilson, Jr.

James W. Wilson
John M. Wilson

J. McCullough Wilson

j. B. Witherington
Rodney Y. Wolf
Matthew W. Wood
Thomas O. Wood
J. C. Woodall, Jr,

G. R. Woodbury
Linda P. Woodbury
T. J. C. Woods
Clifton W. Woolley
Richard L. Wooten
C. H. Workman, Jr.

Jerry Lewis Worrell

Earle L. Wrenn, Jr.

L. D. Wright. Jr.

Phillip E. Wright, II

L. D. Wruble
“Henry Wurzburg
C. F. Yates

J. G. Young
John D. Young, Jr.

L. Gordon Yukon
B, M. Zussman
Paulus Zee

Millington

“James F. Bradley
F. H. Goode
Billv W. King
C. G. Landsee

Gadsden, AL
tFrederick L. Cole

Mobile, AL
Lewis D. Anderson

Marked Tree, AR
Sidney W. Arnold

Encinintas, CA
“H. B. Boyd

Denver, CO
Henry R. Bradford

Jacksonville, FL
JMichael T. Zanone

Naples, FL
“Francis Murphey

Atlanta, GA
H. P. McDonald, Jr.

Fulton, KY
“J. W. Ragsdale

Alexander, MN
“Cyrus E. Erickson

Clarksdale, MS
“Mary S. Bouldin

Jackson, MS
“Ralph C. Bethea

Southaven, MS
Jack C. Biggs
Leland R. Cornelius

Little Switzerland, NC
“Lillie C, Walker

Houston, TX
C. Sotelo-AvUa

MONROE COUNTY
MEDICAL SOCIETY

Madisonville
Frank H. Lowry
H. M. McGuire

Sweetwater
James L. Allen
James H. Barnes
Joe H. Henshaw
Telford A. Lowry
Edward D. Snyder

“J. E. Young

MONTGOMERY
COUNTY

MEDICAL SOCIETY
Clarksville

E. R. Atkinson
Richard B. Austin, HI
R. T. Barrett

James F. Bellenger
A. R. Boyd
Carlos Brewer

J. G. Bush
T. M. Cumiingham, Jr.

Sam N. Doane, Jr.

13. W. Durrett, Jr.

J. T. Farrar
“Mack Green
V. H. Griffin

David L. Gullett

B. T. Hall
Michael S. Hall
James Hampton
B. T. Iglehart
D. J. Jackson
Howard R. Kennedy
Robert C. Koehn, Jr.

J. H. Ledbetter, Jr.

Fritz F. Lemoine
J. W. Limbaugh, Jr.

R. S. Lowe, Jr.

O. S. Luton
William G. Lyle
F. G. McCampbell
J. R. Milam
Joseph W. Miles, Jr.

T. J. Montgomery
Douglas D, Porter
Wm, W. Prine, Jr.

Don Richardson
Rita A. Siler

Gary L. Silvey

James R. Smith
W. P. Titus, HI
Harold F. Vann
Roy Vermillion
W. H. Wall, Jr.

Frank Wilson
Paul Wilson
John F. Wright, Jr.

R. W. Young, Jr.

Dover
Robert Henry Lee

Erin
Timothy J. Beasley
Douglas W. Ligon
Albert Mitchum

Robinson, IL
Thomas K. Hepler

Trenton, KY
Jesse C. Woodall

Pineville, LA
Marion Spurgeon

NORTHWEST
TENNESSEE
ACADEMY OF
MEDICINE
Dresden

L. B. Reynolds, Jr.

Edward H. Welles, Jr.

Paul W. Wilson

Dyersburg
Wyatt R. Algee, Jr.

Jesse Paul Baird
Thomas V. Banks
J. D. Connell
Walter E. David
Daniel P. Green, Jr.

Robert L. Harrington
Douglas Haynes, Jr.

A. Peter Inclan
Jerry M. Jemigan
Eloiett Johnson
Robert T. Kerr
Elton King
Jas. Chalmers Moore
Olyn Fred Moore, Jr.

James R. Noonan
John A. Reaves, Jr.

James R. Reynolds
James H. Smith

Richard David Taylor
Thomas R. Thompson
W. I. Thornton, Jr.

L. A. Warner, Jr.

Lydia V. Watson
Gleason

R. M. Jeter

Greenfield
Nathan F. Porter

Lewisburg
H. A. Morgan, Jr.

Martin
Hobart H. Beale

“R. W. Brandon, Jr.

William L. Duncan
Ira F. Porter

J. W. Shore
I3avid A. Smith
O. K. Smith, Jr.

Enos C. Thurmond
Jose A. Veciana

Memphis
Edward L. King

Newbern
W. O. Murray
William L. Phillips

Ridgely
William B. Acree

Ripley
Arden J. Butler, Jr.

Larry M. Farris

B. G. Robbins
John M. Stallings

William H. Tucker
Claude R. Webb

Tiptonville

Edward B. Smythe
Trimble

V. Art Murphy
Troy

Chesley H. Hill

Union City

Charles W. Akins, Jr.

J. Kelley Avery
M. A. Blanton, HI
Harold Butler
Robert L. Cameron
Joe Campbell
R. E. Clendenin, Jr.

Dan C. Gary
William V. Ginn, Jr.

Laurence W. Jones
E. P. Kingsbury, Jr.

R. G. Latimer, Jr.

Roy F. Lawrence
Rodger P. Lewis
E. McCall Morris
James W. Polk
Tames H. Ragsdale
Grover F. Schleifer, III

Charles F. Skripka, Jr.

Robert R. Young, Jr.

Kansas City, MO
Thomas W. Johnson

OVERTON COUNTY
MEDICAL SOCIETY

Byrdstown
B. H. Copeland

Celina
Champ E. Clark

Livingston
Malcolm E. Clark
Denton D. Norris
Will G. Quarles, Jr.

Jack M. Roe
Jerry L. Shipley

PUTNAM COUNTY
MEDICAL SOCIETY

Algood
J. T. Moore, Jr.

Cookeville
Sam T. Barnes
James L. Breyer
“Jack L. Clark
William N. Cook
John D. Crabtree
S. U. Crawford, Jr.

James T. DeBerry
Walter Derryberry
William C. Francis
W. M. Humphrey
C. L. Jones, Ji.

Charles E. Jordan
Jere W. Lowe
Boyce B. Pryor
James W. Shaw
“Thurman Shipley
William S. Taylor

“J. Fred Terry

Emilio Verastegui
Claude M. Williams
Katherine G. Wolfe
Chas. T. Womack, III

Guy Zimmerman, Jr.

Monterey
“Claude A. Collins

Concord, CA
*T. M. Crain

ROANE-ANDERSON
MEDICAL SOCIETY

Clinton
A. W. Bishop
Parley M. Dings
Henry Hedden, Jr.

William M. Hicks
Daniel M. Thomas

Harriman
A. Julian Abler
Charles J. Corea
E. C. Cunningham
Robt. S. Heilman, Jr.

H. Stratton Jones
Lonis A. Killeffer

Jack D. King, Jr.

John R. Sisk

James M. Tozer

Kingston
Carolyn A. Beard
Byron D. Campbell
Nathan Sugarman
R. E. Wilson

Knoxville
Phillip W. Turner

Norris
Samuel G. McNeeley

Oak Ridge
Gould Andrews
Frederick J. Barry
R. R. Bigelow
Richard G. Brantley
Geron Brown, Jr.

Marvin G. Caldwell
Charles L. Campbell
Alex G. Carabia
Clark Cobble
John P. Crews
C. E. Darling, Jr.

John D. DePersio
Robert E. DePersio
Armando De Vega
Richard A. Dew
Laurence R. Drv
Robert W. Dimlap
Earl Eversole, Jr.

T. Guy Fortney
Frank Genella, Jr.

James T. Gillespie

Francis Goswitz
Helen V. Goswitz
Timothy D. Gowder
Thomas J. Grause
Charles Gurney
William P. Hardy
Donald Hartman
David G. Heald
Ernest Hendrix
James I. Hilton
H. J. Hostetler
Robert G. Howard
Karl F. Hubner
Thomas A. Jenkins
John Jernigan
Raymond A. Johnson
Mark Judge
Edliott E. Kaebnick
Harold E. Kerley
Avery P. King
Herschell King
Ira E. Lew
Thomas A. Lincoln
Lynn Lockett
Kenneth F. Luckmann
C. C. Lushbaugh
Joseph S. Lyon
Sam O. Massey
V. W. McLaughlin
Kenneth T. Miller, Jr.

Richard J. Moore
Joseph Palatinus
Etna L. Palmer
Lewis F. Preston
William W. Pugh, Jr.

C. Julian Ragan
John Riggsbee
James I. Rouse
Henry B. Rtiley
John K. Schanze
David W. Seay
L. L. Sheely
Liselotte Sigmar
Lee A. Smalley
Paul E. Spray

David G. Stanley
George Stevens, HI
C. R. Sullivan, Jr.

Joe E. Tittle
D. T. Upchurch
Wm. Gary Walters
John W. Welch
Gino Zanolli

Oliver Springs
S. J. Van Hook

Rockwood
Isham M. Cox
C. Harwell Dabbs
Tom W. Evans
Thomas A. Fuller
John V. Snodgrass

Wartburg
Michael W. Gromis

ROBERTSON COUNTY
MEDICAL SOCIETY

Cedar Hill
Robert H. Elder

Cross Plains
Ora W. Ramsey

Springfield
Warren G. Hayes
John M. Jackson
Carroll M. Looney
G. Tom Proctor
James R. Quarles

“William P. Stone
John B. Turner
Raymond H. Webster

“John E. Wilkison

Omaha, NE
Yee Ong

RUTHERFORD
COUNTY

MEDICAL SOCIETY
Bell Buckle

Norton Hutchison

Murfreesboro

J. Paul Abernathy
Carl E. Adams
Harold Akin
J. H. Alexander
James T. Allen
Joseph C. Bailey
“W. S. Barham
Richard B. Bell
Henry K. Butler, Jr.

Jerry N. Campbell
S, Frank Carter, III

J. T. Cunningham
Bernard S. Davison
David T. Dodd
Paul C. Estes
James W. Gamer, Jr.

Rufus J. Garrison
S, C. Garrison, Jr.

C. E. Goodman, Jr.

Thos. G. Gordon, Sr.

Richard E. Green
Robert H. Hackman
Sam H. Hay
C. A. Heffington, Jr.

George S. Hester
“R. D. Hollowell
David L. Hudson
Kenneth D. Hunt
J. K. Kaufman
Douglas W. Kendall
Robert L. Kendall
Joseph Knight
R. T. Knight
Seung H. Lee
Charles W. Lewis
Fred R. Lovelace
Matt B. Murfree
Eugene P. Qdom
Stephen G. Qdom
Robert G. Ransom
“W. D. Rosborough
Robert S. Sanders
Charles W. Sensenback
William W. Shacklett
Ben A. Shelton
Charles D. Smith
Wm. Radford Smith
James A. Starrett

J. W. Tenpenny
E. C. Tolbert
Robert P. Tuma
Tom A. Turner
Terry James Witt
Olin O. Williams
Jesse H. Young, Jr.

Smyrna
Karlanders Otterland

Woodbury
Gary B. Bryant

Rodney C. Bryant
William A. Bryant
“Russell E. Myers
L. L. Reuhland
J. Van Blaricum

SCOTT CDUNTY
MEDICAL SOCIETY

Oneida
Maxwell E. Huff
Horace Leeds
Roy McDonald
Milford Thompson

Robbins
George Kline

SEVIER COUNTY
MEDICAL SOCIETY

Knoxville
M. B. McKinney

Pigeon Forge
Charles E. Waldroup

Sevierville

“Robert A. Broady
John C. Jacobs, Jr.

Charles Kidd, Jr.

John Lancaster
Charles L. Roach
John L. Sonner, II

“Robert F. Thomas
James R. Van Arsdall

SMITH COUNTY
MEDICAL SOCIETY

Alexandria
David E. Darrah

Carthage
Hugh E. Green
David G. Betty
lohn M. Roe
F. T. Rutherford, Jr.

Celina
Nora B. Tiongson
R. V. Tiongson

Hartsville

Edgar K. Bratton

Smithville
Melvin L. Blevins
Hugh Don Cripps
John K. TwiUa

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Blountville

“J. W. Erwin
Bristol

“Harry W. Bachman
II. W. Bachman, Jr.

Frank S. Blanton, Jr.

Herbert H. Bockian
“Thaddeus R. Bowers
Billy Booth Brinkley
F. T. Buchanan
R. S. Buddington
J. E. Butterworth, Jr.

Claude M. Calcote
Ronald D. Caldwell
H. Austin Carr
Wilfred C. Carreras
Nathaniel J. Chew
Bennett Y. Cowan
Alvin S. Crawford
W. S. Credle
Claude Crockett, Jr.

James L. Early
Julian Q. Early
R. L. Fankhouser
Claude R. Garfield
Walter R. Gaylor
John T. Gibson
Robert M. Glasgow
Fred B. Greear, Jr.

W. S. Green, Jr.

W. C. Grigsby, Jr.

Everette L. Haas
C. J. Harkrader, Jr.

Basil T. Harter
King A. Jamison
William H. Johnson
Ronald C. Kelly
Thomas H. Kuhnert
Joseph H. Kurre
Nelson E. Link
Kermit Lowry
John O. Marcy
James G. McFaddin
Joe E. Mitchell
Bmce W. Mongle
Neil F. Mooney
Phil H. Morrison
Marion J. Murray, Jr.

Floyd E. Nicley
Wade H. Nowlin
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J. A. Pettigrew
Kobert A. Kepass
Jeffrey P. Robbins
Alvin C. Rolen
William F. Schmidt
Frank S. Sikora
Harold A. Sims
F. D. Slaughter

“Philip D. Stout
Hal S. Stubbs
“Thomas C. Todd
E. A. Turpin, Jr.

“Douglas D. Vance
F. V. Vance, Jr.

Robert L. Vaim
Sidney S. Whitaker
Sidney A. Wike
Sudie D. Wike
James E. Wilford, Jr.
Joan T. Wilhams
“Homer P. Williams
Wniiam Williford
Walter W. Wolfe, Jr.
Sarfraz A. Zaidi

Church Hill
Warner L. Clark
W. H. McClanahan, Jr.
T. H. Roberson, Jr.

Gallatin
Thomas B. Jones

Jonesboro
Ebert M. Mohler

Kingsport
Edmond L. Alley
Donald B. Aspley
Richard D. Baker
Donald W. Bales
J. Kent Blazier
Ballard H. Blevins
James H. Boles
George W. Booze
P. F. Brookshire, Jr.
“R. Hyatt Brown
H. Jim Brown
D. G. Burmeister
Keith H. Byrd
James H. Carmack, Jr.

E. Kent Carter
Locke Y. Carter
John C. Cate
Donald P. Chance
C. E, Chapman
Dennis C. Chipman
R. C. Christensen
Joe B. Cooper

“L. C. Cox
David L. Cox
Jack R. Crowder
John L. Dallas
Leo J. Davis
Robert D. Doty
Wm. M. Dyer, Jr.

William C. Eversole
William Allen Exum
Frank S. Flanary
Joe F. Fleming
Don A. Flora
David K. Garriott
Willard G. Glass
Billy N. Golden
Elmer A. Greene
W. C. Griffin, Jr.

William P. Grigsby

Michael N. Haddad
William Harrison, Jf.

Clifford C. Heindel
G. E. Hernandez
M. D. Hogan, Jr.
Henry G. Jackson, Jr.
Roy J. Jarvis
Robert H. Jemigan
Wayne P. Jessee
Malcolm M. Jones, Jr.
Robert C. Jones
Samuel R. Jones
Robert Earl Keith
C. Burton Keppler
Kenneth R. Kiesaii
Fred T. Kimbrell, Jr.
Joseph A. King
John A. Knapp
Kenneth G. Lynch
Robert E. Maddox
Joseph K. Maloy
F. G. McConnell
John R. McDonough
James E. McGuire
Herbert J. Michals
Lee H. Miller
John H. Moore, III
Ralph F. Morton
A. J. Mosrie
James B. Nichols, Jr.

Robert E. Northrop
C. Richard Owen
C. Mack Patton
Robert C. Patton
R. E. Pearson
John N. Perdue, Sr.

“J. R. Pierce
John S. Powers, Jr.

Norman S. Propper
J. Shelton Reed
Clay A. Renfro
N. A. Ridgeway, Jr.

Malcolm E. Rogers
Thos. Nelson Rucker
Hugh W. Rule
William L. Russell
Julio A. Salcedo
Ricardo D. Sambat
“Walter E. Scribner
Merritt B. Shobe
James E. Shull
Carl W. Slocum
Joseph F. Smiddy
Lyle R. Smith
Warren Y. Smith
A. Isaac Sobel
Robert T. Strang
L. J. Stubblefield
Hugh M. SuUivan
James S. Vermillion
Peter Wadewitz
William C. Walley
Paul F. White
H. Jackson Whitt
J. Dwight Whitt
I. E. Williams
Robert Williams
John A. Wilson
Michael J. Winsor

Mountain City
“Robert O. Glerm

Surgoinsville
Albert D. Roke

Eureka, CA
Richard C. Carson

Edgewood, KY
James L. Combs
Blowing Rock, NC

Floyd Davis

Bristol, VA
Clara J. Toothman

“Allen K. Turner

SUMNER COUNTY
MEDICAL SOCIETY

Gallatin
Lloyd T. Brown
Jack W. Carey, Jr.
Kenneth R. Case, Jr,
Joe David Cox
Haldon W. Hooper
James A. Lilly
W. R. Massey
Robert A. Moore
Clarence R. Sanders
W. H. Stephenson
Wm. Dav)d Stewart
James R. Troutt, Jr.

J. B. Wallace
R. C. Webster

Hartsville
Ira Neeley Kelley

Portland
Albert G. Dittes
James T. Ladd
John McNidty
Lu Ponce
R. W. Simonton, Jr.

Westmoreland
Thomas F. Carter

TIPTON COUNTY
MEDICAL SOCIETY

Covington
W. A. Ale.xander
Travis L. Bolton
Norman L. Hyatt
B. S. McCullough
James S. Ruffin. Jr,

J. D, Witherington

Memphis
John R. Janovich

Millington
Richard J. Lombardo

Munford
Hugh W. Vaughn
A. S. Witherington, Jr.

WARREN COUNTY
MEDICAL SOCIETY

McMinnville
Wallace B. Bigbee
Joseph L. Caten
Joseph F. Fisher
John C. Gaw
Hoyt C. Harris
Thomas L. HiU
James L. Moore
Barun A. Mukherji
Nirmal K. Pal
T. L. Pedigo
James E. Phillips

Bethel C. Smoot

C. Fred Taylor, Jr,

J. R. Troop, Jr.

Smithville
William Knowles, Jr.

Spencer
Margaret Rhinehart

WASHINGTON-CARTER
UNICOI COUNTY
MEDICAL SOCIETY

Elizabethton
S. Martin Bronson
Richard Bucher
Estill L. Caudill, Jr.

Teodorico P. Cruz, Jr.

“W. G. Frost
R. Eugene Galloway
J. L. Gastineau
Royce L. Holsey, Jr.
Ricardo Martin, Jr.

“Elmer T. Pearson
Edgar E. Perry
D. J. Slagle
Charles J. Wells

Erwin
Earl Baines
Judd CoRnger, Jr.
Robert H. Harvey
Lawrence D. Mullins

Johnson City
Charles E. Allen
W. P. Bailey, Jr.
Gay K. Battle

J. Wayne Battle, Jr.
W. R. Beaver
WiUard H. Bennett
Boyce M. Berry
“George H. Brown
Paul E, Brown, Jr.
Duane C. Budd
G. J. Budd
Edward M. Burton
E. Malcolm Campbell
Richard S. Carter
Robert L. Clark
Charles P. Cole
William J. Cone
Lewis F, Cosby, Jr.

Alfred N. Costner
C, M. Creech
Douglas H. Crockett
Horace B. Cupp, Jr.
Robert G. Dennis
Jan DeWitt
Burgin E. Dossett, Jr.
B. H. Dimkelberger
F. R. Edens
Richard L. Elliott
Charles A. Fish
“Walter Fleischmann
David Freemon
Ira B. Fidler, HI

“Ira M. Gambill
Newton F. Garland
Sidney A. Garrett
James W. Gibson, Jr.

James H. Godfrey
L. E. Gordon, Jr.

C. E. Goulding, Jr.

Larry G. Graham
“Charles S. Gresham
Robert J. Gubler
“James O. Hale

Ben D. Hall
Walter D. Hankins
Arthur S. Harris
Richard B. Heintz
Charles H. Hillman
Robert S. Hines, Jr.

Sam W. Huddleston
Nat E. Hyder, Jr.

W. E. Kennedy
Wm. R. Kincaid
John F. Lawson

“Carroll H. Long
Alphonso Lopez
James C. Mahoney
W. T. Mathes, Jr.
Thos. B. McGinnis
W. R. McGowan, Jr.
“Thomas P. McKee
John B. McKinnon
Walter A. McLeod, Jr.
Edwin A. Meeks
Ray W. Mettetal
John M. Miller
Calvin Morgan, Jr.
R. S. Morrison, Jr.
John Neale, HI
Peter A. Oliva
Orland S. Olsen
C. O. Parker, Jr.

W. A. PhiUips
John P. Platt
Thomas P. Potter, Jr.

Randolph P. Powell
James Jacob Range
G. A. Rannick
B. A. Richardson
Clarence L. Ruffin

“J. M. Sams
George K. Scholl
W, A. Schueller
Alvin D. Shelton
H. H. Sherrod
D. M. Sholes, Jr.

M. Sidkv-Afifi
“Charles K. Slade
John T. Smedley
Ian M. Smith
Edward B. Steffner
H. F, Swingle, Jr.

Ted F. Sykes
C. T. R. Underwood
C. J. Vandiver, Jr.

S. E. Vermillion
“Harry N. Waggoner
Phil V. Walters
Charles Wassum, HI
Clinton Steve Webb
Edward T. West, Jr.
Norman E. White
William A. Wiley, Jr
H. J. Williams
John M. Wilson
John M. Wilson, Jr,

“S. D. Wilson
Charle.s P. Wofford
James F. Wood

Jonesboro
Lawrence S. Moffett

Mountain Home
Clyde O. Brindley
H. W. Burnette
Lyman A. Fulton
E. M. Nielsen

Singer Island, FL
Joseph R. Bowman
Blowing Rock, NC

“Rutledge Miller

Montezuma, NC
“Mel D. Smith

Hilton Head, SC
“Mackinnon Ellis
“Thomas J. EUis

WHITE COUNTY
MEDICAL SOCIETY

Sparta
Wm. Harold Andrews
Robert F. Baker
Donald H. Bradley
Joel F. Johnson, Jr.
Charles A. Mitchell
Billy C. Nesbitt
Charles B. Roberts
L. H. Smith, Jr.

WILLIAMSON COUNTY
MEDICAL SOCIETY

Franklin
Richard M. Anderson
A. J, Bethurum
William F. Encke
Fulton M. Greer, Jr.
Elliott Himmelfarb
Robert M. Hollister
Howell P. Hoover, Jr.
Anthony J. Lee
James E. Manson
Roberto S. Mauricio
Joe P. Moss, Jr.
W. P. WiUiams
Joseph L. Willoughby
Eugene S. Wolcott

“John B. Youmans
Nashville

David T. Allen
Karen A. Rhea
Robert P. Turner

WILSON COUNTY
MEDICAL SOCIETY

Lebanon
Edward G. Barker
J. C. Bradshaw, Jr.

Joe F. Bryant
Morris D. Ferguson
Harvey H. Grime
Roscoe C. Kash
James P. Leathers
George C. Martin
O. Jerry Maynard
Sam B. McFarland
Thomas R. Puryear
Gerald R. Summers
“John H. Tilley
Dexter L. Woods, Jr.

Bernard A. Wiggins
Leesburg, FL

“O. Reed HUl
Oxon, MD

Kenneth C. Dozier

DECEASED PHYSICIANS — 1977
Harry S. Abram, Nashville
Joseph W. Alford, Jr., Nashville
Eugene R. Anderson,

Chattanooga
Stewart H. Auerbach,

Chattanooga
Edgar L. Austin, Memphis
Robert P. Ball, Oak Ridge
Linda C. Barnes, Lewisburg
John C. Burch, Nashville
Estill L. Caudill, Elizabethton
Hubert P. Clemmer, Milan
William F. Craddock, Dyersburg
Doyle E. Currey, Chattanooga
Norman H. Davis, Memphis

Francis M. Fesmire, Chattanooga
Nicholas G. Forlidas,

Chattanooga
James L. Fuqua, Nashville
Thomas W. Green, Bristol

J. Ralph Hamilton, KnoxviUe
A. Lynn Herring, Memphis
John M. Hickey, Jr., Sevierville
Jack R. Holifield, Tiptonville
David R. Hornsby, Signal

Mountain
John D. Hunter, Jr., Dyersburg
Martin Kerlan, Johnson City
Robert V. Larrick, Cookeville
Richard C. Light, Nashville

Thomas S. Long, Lookout
Moimtain

Clement H. Marshall, Memphis
George A. Mitchell, Chattanooga
J. J. McCaughan, Memphis
JoW A. McIntosh, Memphis
Ralph H. Monger, GreenevUle
Julius F. Morrow, Knoxville
Oscar G. Nelson, Nashville
Cecil E. Newell, Chattanooga
John R. Olson, Nashville
Ernest W. Patton, Chattanooga
William W. Pyle, Franklin
James R. Reinberger, Memphis
W. W. Robinson, Memphis

Frank T. Rogers, Knoxville
H. G. Rudner, Sr., Memphis
Phineas J. Sparer, Memphis
William R. Sullivan, Bolivar
Frank S. Sutterlin, Bristol
Norman Taube, Memphis
Doris L. Upchirrch, Oak Ridge
William K. Vance, Bristol
James O. Walker, Franklin
T. L. Waring, Memphis
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